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1
Introduction


  
  Addiction is a concept that has been around for hundreds of years, but we still struggle to define and understand the word. When the American Psychiatric Association (APA) released a new diagnostic manual (DSM-5) in 2013, they incorporated the term addiction, which did not appear in previous versions of the influential text. However, the APA also acknowledged that the term can be stigmatizing and that its definition is uncertain. As we move into the next era of understanding about addiction, we need to continue refining our knowledge of this deadly disease.

  In this book, we want to bring to life the core concepts at the heart of addiction. You may have friends or family members struggling with an addiction, or you yourself may have problems with addiction. You might be interested in working to help people in recovery, or you are simply curious to know more about this issue. Whatever the case, this book will introduce key terminology and research help you define, discuss, diagnose, and deal with this problem.

  The material is organized so that each chapter focuses on a different theme related to addiction. Within each chapter are multiple sub-parts where you will find an introductory reading, a video, an article, an activity, questions for discussion, and a short quiz. Some sections also include slide presentations for you to view.

  We encourage you to take each section in order, as information in the early chapters will be useful to better understand later chapters:

  Chapter One: What is Addiction?

  Chapter Two: Why Do People Use? 

  Chapter Three: An Overview of Pharmacology

  Chapter Four: Special Considerations

  Chapter Five: Adolescents and Addiction

  Chapter Six: Addiction and the Family

  
    Chapter Seven: Biopsychosocial Issues
  

  Chapter Eight: Assessment & Treatment

  Chapter Nine: Pathways to Recovery

  Notably, this book is entirely open-source. The information in the book is a collection of original material and other open resources. That means any parts of it can be used freely and modified as needed. Attribution is appreciated, and we have made every attempt to give credit to authors of source material whenever possible. Our hope is that students, educators, treatment professionals, and others interested in the material will use it for their own benefit.

  
    Special thanks to our colleagues and mentors at College of DuPage for helping to make this project a reality: Brian Caputo, Denise Cote,  Karin Evans, Lara Tompkins, Mark Curtis-Chavez, Marianne Hunnicutt, and Andrea Polites.
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Main Body





1
What is Addiction?



  
  Part One: The Three C’s

  For thousands of years, human cultures have used psychoactive substances for various purposes, including religious ceremonies, medicinal healing, to experience altered mind states, and for the pure pleasure it can produce.

  In popular American culture, drug use is often glamorized – or even dramatized – as a way of providing maximum effect in television shows, films, and books. These stories shape our expectancies about what drugs will do to us (or for us) and how we understand the issue of addiction. Unfortunately, these portrayals do little to clarify the confusion about addiction, and they may worsen the stigma.

  Going into this book, we ask you to keep an open mind. It is tempting to see addiction through the lens of our own experiences, and that is natural to do. However, many voices contribute to the concept of addiction, and they deserve to be heard as well. Because addiction is a complicated process, our understanding of it often requires us to challenge our existing views.
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2
Why Do People Use?



  
  A common question that arises when talking about addiction is why? Why do people use? Why do some people become addicted while others don’t? Why can’t people who are addicted just stop?

  These questions are understandable especially when individuals dealing with addiction have suffered catastrophic consequences as a result of their use. Yet the answers to these queries are complex, and there isn’t a one-size-fits-all answer. In this chapter we will look to answer these common inquiries to gain a better understanding of addiction.

  Nature or nurture? Yes!

  Is the cause of addiction related to nature or nurture? Often a combination of factors contribute to the development of an addiction. Various theories of addiction seek to explain these factors. To better understand addiction, it is important to explore these theories and look at the risk factors.

  Theories of Addiction

  Morals and Personal Responsibility

  A widely held societal belief is that addiction is simply a lack of willpower or moral compass. After all, it’s hard to imagine why someone would continue a particular behavior despite having catastrophic consequences related to it. Many people assume that addiction is a matter of choice, and if the addicted person simply had willpower and would adhere to appropriate morals, they would be able to stop. This is not the case with addiction. Once the brain has been hijacked, the power of choice is removed even for the most righteous.
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3
An Overview of Pharmacology



  
  Having a working knowledge of the various psychoactive substances that are commonly used for recreational and medicinal purposes is important. It would be nearly impossible to maintain a list of all such substances because there are always new drugs being made, often in an attempt to avoid the legal restrictions placed on known drugs. However, a relatively small number of drugs actually create enough of an effect for people to repeatedly seek them out for their high. In this chapter, we highlight some of the primary drugs – and categories of drugs – that fall under this description.
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4
Special Considerations


  
  Now that you have a sense of how to define addiction, along with a grasp of the role that drugs play in our society, it is time to turn our attention to additional issues. We call these special considerations because they are important to think about in the context of how addiction develops.

  Addiction knows no boundaries. It doesn’t care about your gender, race, ethnicity, age, socioeconomic status, religion, or occupation. It can affect anyone at any point along the lifespan. However, a few populations have a special connection to or relationship with addiction.

  This chapter examines drug use among older adults, as well as information on conditions that impact the development of addiction, such as co-occurring disorders, trauma, and chronic pain. The chapter concludes by discussing how behavioral addictions like compulsive gambling, shopping, or internet use fit into our definition.

  

  
    Substance Use in Older Adults
  

  
    Source: National Institute on Drug Abuse; National Institutes of Health; U.S. Department of Health and Human Services.
    

    Updated 2020
  

  The scope of substance use in older adults
 While illicit drug use typically declines after young adulthood, nearly 1 million adults aged 65 and older live with a substance use disorder (SUD), as reported in 2018 data.1 While the total number of SUD admissions to treatment facilities between 2000 and 2012 differed slightly, the proportion of admissions of older adults increased from 3.4% to 7.0% during this time.2

  Are older adults impacted differently by alcohol and drugs?
 Aging could possibly lead to social and physical changes that may increase vulnerability to substance misuse. Little is known about the effects of drugs and alcohol on the aging brain. However, older adults typically metabolize substances more slowly, and their brains can be more sensitive to drugs.3 One study suggests that people addicted to cocaine in their youth may have an accelerated age-related decline in temporal lobe gray matter and a smaller temporal lobe compared to control groups who do not use cocaine. This could make them more vulnerable to adverse consequences of cocaine use as they age.19

  Older adults may be more likely to experience mood disorders, lung and heart problems, or memory issues. Drugs can worsen these conditions, exacerbating the negative health consequences of substance use. Additionally, the effects of some drugs—like impaired judgment, coordination, or reaction time—can result in accidents, such as falls and motor vehicle crashes. These sorts of injuries can pose a greater risk to health than in younger adults and coincide with a possible longer recovery time.

  Prescription Medicines
 Chronic health conditions tend to develop as part of aging, and older adults are often prescribed more medicines than other age groups, leading to a higher rate of exposure to potentially addictive medications. One study of 3,000 adults aged 57-85 showed common mixing of prescription medicines, nonprescription drugs, and dietary supplements. More than 80% of participants used at least one prescription medication daily, with nearly half using more than five medications or supplements,5 putting at least 1 in 25 people in this age group at risk for a major drug-drug interaction.5
 Other risks could include accidental misuse of prescription drugs and possible worsening of existing mental health issues. For example, a 2019 study of patients over the age of 50 noted that more than 25% who misuse prescription opioids or benzodiazepines expressed suicidal ideation, compared to 2% who do not use them, underscoring the need for careful screening before prescribing these medications.6

  Opioid Pain Medicines
 Persistent pain may be more complicated in older adults experiencing other health conditions. Up to 80% of patients with advanced cancer report pain, as well as 77% of heart disease patients, and up to 40% of outpatients 65 and older. Between 4-9% of adults age 65 or older use prescription opioid medications for pain relief.7 From 1995 to 2010, opioids prescribed for older adults during regular office visits increased by a factor of nine.7
 The U.S. population of adults 55 and older increased by about 6% between 2013-2015, yet the proportion of people in that age group seeking treatment for opioid use disorder increased nearly 54%.4 The proportion of older adults using heroin—an illicit opioid—more than doubled between 2013-2015,4 in part because some people misusing prescription opioids switch to this cheaper drug.4

  Marijuana
 Nine percent of adults aged 50-64 reported past year marijuana use in 2015-2016, compared to 7.1% in 2012-2013.10 The use of cannabis in the past year by adults 65 years and older increased sharply from 0.4% in 2006 and 2007 to 2.9% in 2015 and 2016.22
Medical Marijuana
 One U.S. study suggests that close to a quarter of marijuana users age 65 or older report that a doctor had recommended marijuana in the past year.10 Research suggests medical marijuana may relieve symptoms related to chronic pain, sleep hygiene, malnutrition, depression, or to help with side effects from cancer treatment.11 It is important to note that the marijuana plant has not been approved by the Food and Drug Administration (FDA) as a medicine. Therefore, the potential benefits of medical marijuana must be weighed against its risks, particularly for individuals who have other health conditions or take prescribed medications.11
 Risks of Marijuana Use
 Regular marijuana use for medical or other reasons at any age has been linked to chronic respiratory conditions, depression, impaired memory, adverse cardiovascular functions, and altered judgment and motor skills.12 Marijuana can interact with a number of prescription drugs and complicate already existing health issues and common physiological changes in older adults.

  Nicotine
 The Centers for Disease Control and Prevention (CDC) reports that in 2017, about 8 of every 100 adults aged 65 and older smoked cigarettes, increasing their risk for heart disease and cancer.20 While this rate is lower than that for younger adults, research suggests that older people who smoke have increased risk of becoming frail, though smokers who have quit do not appear to be at higher risk.14 Although about 300,000 smoking-related deaths occur each year among people who are age 65 and older, the risk diminishes in older adults who quit smoking.13 A typical smoker who quits after age 65 could add two to three years to their life expectancy. Within a year of quitting, most former smokers reduce their risk of coronary heart disease by half.13

  Nicotine Vaping
 There has been little research on the effects of vaping nicotine (e-cigarettes) among older adults; however, certain risks exist in all age groups. Some research suggests that e-cigarettes might be less harmful than cigarettes when people who regularly smoke switch to vaping as a complete replacement. However, research on this is mixed, and the FDA has not approved e-cigarettes as a smoking cessation aid. There is also evidence that many people continue to use both delivery systems to inhale nicotine, which is a highly addictive drug.

  Alcohol
 Alcohol is the most used drug among older adults, with about 65% of people 65 and older reporting high-risk drinking, defined as exceeding daily guidelines at least weekly in the past year.16 Of particular concern, more than a tenth of adults age 65 and older currently binge drink,18 which is defined as drinking five or more drinks on the same occasion for men, and four or more drinks on the same occasion for women. In addition, research published in 2020 shows that increases in alcohol consumption in recent years have been greater for people aged 50 and older relative to younger age‐groups.21

  Alcohol Use Disorder: Most admissions to substance use treatment centers in this age group relate to alcohol.2 One study documented a 107% increase in alcohol use disorder among adults aged 65 years and older from 2001 to 2013.16 Alcohol use disorder can put older people at greater risk for a range of health problems, including diabetes, high blood pressure, congestive heart failure, liver and bone problems, memory issues and mood disorders.16

  
    Risk Factors for Substance Use Disorders in Older Adults
 
    
      Physical risk factors for substance use disorders in older adults can include: chronic pain; physical disabilities or reduced mobility; transitions in living or care situations; loss of loved ones; forced retirement or change in income; poor health status; chronic illness; and taking a lot of medicines and supplements. Psychiatric risk factors include: avoidance coping style; history of substance use disorders; previous or current mental illness; and feeling socially isolated.19

    

  

   

  How are substance use disorders treated in older adults?
 Many behavioral therapies and medications have been successful in treating substance use disorders in older adults. Little is known about the best models of care, but research shows that older patients have better results with longer durations of care.7 Ideal models include diagnosis and management of other chronic conditions, re-building support networks, improving access to medical services, improved case management, and staff training in evidence-based strategies for this age group.7
 Providers may confuse SUD symptoms with those of other chronic health conditions or with natural, age-related changes. Research is needed to develop targeted SUD screening methods for older adults. Integrated models of care for those with coexisting medical and psychiatric conditions are also needed.2 It is important to note that once in treatment, people can respond well to care.2

   

  
    Key Takeaways
 
    • While use of illicit drugs in older adults is much lower than among other adults, it is currently increasing.
 • Older adults are often more susceptible to the effects of drugs, because as the body ages, it often cannot absorb and break down drugs and alcohol as easily as it once did.
 • Older adults are more likely to unintentionally misuse medicines by forgetting to take their medicine, taking it too often, or taking the wrong amount.
 • Some older adults may take substances to cope with big life changes such as retirement, grief and loss, declining health, or a change in living situation.
 • Most admissions to substance use treatment centers in this age group are for alcohol.
 • Many behavioral therapies and medications have been successful in treating substance use disorders, although medications are underutilized.
 • It is never too late to quit using substances—quitting can improve quality of life and future health.
 • More science is needed on the effects of substance use on the aging brain, as well as into effective models of care for older adults with substance use disorders.
 • Providers may confuse symptoms of substance use with other symptoms of aging, which could include chronic health conditions or reactions to stressful, life-changing events.

  

  References:
 1. Substance Abuse and Mental Health Services Administration. (2019). Results from the 2018 National Survey on Drug Use and Health: Detailed tables. Rockville, MD: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration. Retrieved from https://www.samhsa.gov/data/
 2. Chatre S, Cook R, Mallik E et al. Trends in substance use admissions among older adults. BMC Health Services Research. 2017; 584(17). doi: https://doi.org/10.1186/s12913-017-2538-z
 3. Colliver JD, Compton WM, Gfroerer JC, Condon T. Projecting drug use among aging baby boomers in 2020. Annals of Epidemiology. 2006; 16(4): 257–265.
 4. Huhn AS, Strain EC, Tompkins DA, Dunn KE. A hidden aspect of the U.S. opioid crisis: Rise in first-time treatment admissions for older adults with opioid use disorder. Drug Alcohol Depend. 2018 Dec 1; 193: 142-147. doi: 10.1016/j.drugalcdep.2018
 5. Qato DM, Alexander GC, Conti RM, Johnson M, Schumm P, Lindau ST. Use of prescription and over-the-counter medications and dietary supplements among older adults in the United States. JAMA. 2008 Dec 24; 300(24): 2867-2878. doi: 10.1001/jama.2008.892
 6. Schepis TS, Simoni-Wastila L, McCabe SE. Prescription opioid and benzodiazepine misuse is associated with suicidal ideation in older adults. Int J Geriatr Psychiatry. 2019; 34(1): 122-129. doi: 10.1002/gps.4999
 7. Lehmann S, Fingerhood M. Substance-use disorders in later life, N Engl J Med. 2018 December 13; 379(24): 2351-2360. doi: 10.1056/NEJMra1805981
 8. Galicia-Castillo, M. Opioids for persistent pain in older adults. Cleveland Clinic Journal of Medicine. 2016 June 6; 83(6). Retrieved from: https://mdedge-files-live.s3.us-east-2.amazonaws.com/files/s3fs-public/issues/articles/Galicia-Castillo_OpiodsForOlderAdults.pdf
 9. Wu LT, Blazer DG. Illicit and nonmedical drug use among older adults: A review. Journal of Aging and Health. 2011; 23(3): 481–504. doi:10.1177/0898264310386224
 10. Han BH, Palamar JJ. Marijuana use by middle-aged and older adults in the United States, 2015-2016. Drug Alcohol Depend. 2018; 191: 374-381. Retrieved from: https://www.ncbi.nlm.nih.gov/pubmed/30197051
 11. Abuhasira R, Ron A, Sikorin I, Noack V. Medical cannabis for older patients—Treatment protocol and initial results. Journal of Clinical Medicine. 2019; 8(11): 1819. https://doi.org/10.3390/jcm8111819
 12. Volkow N, Baler R, Compton W, Weiss S. Adverse health effects of marijuana use. N Engl J Med. 2014 June 5; 370(23): 2219-2227. doi: 10.1056/NEJMra1402309
 13. Centers for Disease Control and Prevention. Smoking and Older Adults. November 2008. https://www2c.cdc.gov/podcasts/media/pdf/HealthyAgingSmoking.pdf. Accessed March 12, 2020.
 14. Kojima G, Iliffe S, Jivraj S, Liljas A, Walters K. Does current smoking predict future frailty? The English longitudinal study of ageing. Age and Ageing. 2018 January; 47(1): 126-131. https://doi.org/10.1093/ageing/afx136
 15. Older adults fact sheet. National Institute on Alcohol Abuse and Alcoholism. https://www.niaaa.nih.gov/alcohol-health/special-populations-co-occurring-disorders/older-adults
 16. Grant BF, Chou SP, Saha TD, et al. Prevalence of 12‐month alcohol use, high‐risk drinking, and DSM‐IV alcohol use disorder in the United States, 2001‐2002 to 2012‐2013: Results from the National Epidemiologic Survey on Alcohol and Related Conditions. JAMA Psychiat. 2017; 74(9): 911‐923.
 17. Kuerbis et al. Substance abuse among older adults. Clin Geriatr Med. 2014 Aug; 30(3): 629–654. doi:10.1016/j.cger.2014.04.008
 Substance Use in Older Adults • July 2020 • Page 8
 18. Han B, Moore A, Ferris R, Palamar J. Binge drinking among older adults in the United States, 2015-2017. Journal of the American Geriatrics Society. 2019 July 31; 67(10). https://doi.org/10.1111/jgs.16071
 19. Bartzokis et al. Magnetic resonance imaging evidence of “silent” cerebrovascular toxicity in cocaine dependence. Biol Psychiatry. 1999; 45: 1203-1211.
 20. Current cigarette smoking among adults in the United States fact sheet. Centers for Disease Control and Prevention. https://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/index.htm
 21. White A, Castle I, Hingson R, Powell P. Using death certificates to explore changes in alcohol‐related mortality in the United States, 1999 to 2017. Alcoholism Clinical and Experimental Research. 2020 January 7; 44(1): 178-187. https://doi.org/10.1111/acer.14239
 22. Han BH, Sherman S, Mauro PM, Martins SS, Rotenberg J, Palamar JJ.
 Demographic trends among older cannabis users in the United States, 2006-2013.
 Addiction. 2017; 112(3): 516-525. doi:10.1111/add.13670

  

  
    Part Two: Conditions that Impact the Development of Addiction
  

  In 21st-century treatment centers, few clients are treated solely for a substance use disorder. In most cases, clients present with an extensive history that might involve mental health issues, trauma, attempts to manage chronic pain, or all of the above. It is critical for helping professionals, along with family members and friends, to understand the complex interaction of these problems.

  We mentioned in Chapter 1 that addiction is a primary disorder, meaning that it requires its own treatment and is not simply a symptom of another problem. That said, addiction is rarely the only issue that someone is struggling with. Anxiety, depression, bipolar disorder, unresolved trauma, and severe pain are all commonly seen by helping professionals while treating addictive disorders.

  The following interactive video explains the importance of treating co-occurring disorders in an integrated manner:

  
    
    An interactive or media element has been excluded from this version of the text. You can view it online here:
https://cod.pressbooks.pub/addiction/?p=44

  

  

  
    SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach
  

  
    The convergence of the trauma survivor’s perspective with research and clinical work has underscored the central role of traumatic experiences in the lives of people with mental and substance use conditions. The connection between trauma and these conditions offers a potential explanatory model for what has happened to individuals, both children and adults, who come to the attention of the behavioral health and other service systems.

    People with traumatic experiences, however, do not show up only in behavioral health systems. Responses to these experiences often manifest in behaviors or conditions that result in involvement with the child welfare and the criminal and juvenile justice system or in difficulties in the education, employment, or primary care system. Recently, there has also been a focus on individuals in the military and increasing rates of post-traumatic stress disorder.

  

  
    SAMHSA’s Definition of Trauma
 
    
      Individual trauma results from an event, series of events, or set of circumstances that is experienced by an individual as physically or emotionally harmful or life-threatening and that has lasting adverse effects on the individual’s functioning and mental, physical, social, emotional, or spiritual well-being.

    

  

  
    The six key principles fundamental to a trauma-informed approach include:

    
      1. Safety
    

    Throughout the organization, staff and the people they serve, whether children or adults, feel physically and psychologically safe; the physical setting is safe and interpersonal interactions promote a sense of safety. Understanding safety as defined by those served is a high priority.

    
      2. Trustworthiness and Transparency
    

    Organizational operations and decisions are conducted with transparency with the goal of building and maintaining trust with clients and family members, among staff, and others involved in the organization.

    
      3. Peer Support
    

    Peer support and mutual self-help are key vehicles for establishing safety and hope, building trust, enhancing collaboration, and utilizing stories and lived experiences to promote recovery and healing. The term peers refers to individuals with lived experiences of trauma. In the case of children, these may be members of their family who have experienced traumatic events and are key caregivers in their recovery. Peers have also been referred to as trauma survivors.

    
      4. Collaboration and Mutuality
    

    Importance is placed on partnering and the leveling of power differences between staff and clients and among organizational staff from clerical and housekeeping personnel, to professional staff to administrators, demonstrating that healing happens in relationships and in the meaningful sharing of power and decision-making. The organization recognizes that everyone has a role to play in a trauma-informed approach. As one expert stated, “one does not have to be a therapist to be therapeutic.”

    
      5. Empowerment, Voice and Choice
    

    Throughout the organization and among the clients served, individuals’ strengths and experiences are recognized and built upon. The organization fosters a belief in the primacy of the people served; in resilience; and in the ability of individuals, organizations, and communities to heal and promote recovery from trauma. The organization understands that the experience of trauma may be a unifying aspect in the lives of those who run the organization, who provide the services, and/ or who come to the organization for assistance and support. As such, operations, workforce development, and services are organized to foster empowerment for staff and clients alike. Organizations understand the importance of power differentials and ways in which clients, historically, have been diminished in voice and choice and are often recipients of coercive treatment. Clients are supported in shared decision-making, choice, and goal setting to determine the plan of action they need to heal and move forward. They are supported in cultivating self-advocacy skills. Staff are facilitators of recovery rather than controllers of recovery. Staff are empowered to do their work as well as possible by adequate organizational support. This is a parallel process as staff need to feel safe, as much as people receiving services.

    
      6. Cultural, Historical, and Gender Issues
    

    The organization actively moves past cultural stereotypes and biases (based on race, ethnicity, sexual orientation, age, religion, gender-identity, geography, etc.); offers access to gender-responsive services; leverages the healing value of traditional cultural connections; incorporates policies, protocols, and processes that are responsive to the racial, ethnic and cultural needs of individuals served; and recognizes and addresses historical trauma.

  

  

  
    
      The Trauma-Addiction Connection
    
  

  
    When a person fears for his/her safety, experiences intense pain, or witnesses a tragic or violent act, that person can be described as having experienced trauma. Levels of resiliency vary from person to person, so reactions to traumatic events are similarly varied. Although frightening experiences impact people at any age, adults will generally be more likely to manage through trauma than children will be. Further, some trauma is repeated or ongoing, such as that of child abuse or military combat. Other examples of traumatic events include car accidents, repeated bullying, street violence, sexual assault, domestic violence, growing up in an unstable home, natural disasters, or battling a life-threatening condition.

    If trauma and the feelings associated with it are not resolved, serious long-term issues can develop. Post-traumatic stress disorder (PTSD) disrupts the lives of people who have experienced unresolved trauma by negatively impacting their relationships, emotions, physical body, thinking and behavior. PTSD sufferers may experience sleep disturbances, nightmares, anxiety and depression, flashbacks, dissociative episodes in which they feel disconnected from reality, excessive fears, self-injurious behaviors, impulsivity and addictive traits.

    Researchers have been studying the connection between trauma and addiction in order to understand why so many drug and alcohol abusers have histories of traumatic experiences. Data from over 17,000 patients in Kaiser Permanente’s Adverse Childhood Experiences study indicate that a child who experiences four or more traumatic events is five times more likely to become an alcoholic, 60% more likely to become obese, and up to 46 times more likely to become an injection-drug user than the general population.  Other studies have found similar connections between childhood trauma and addiction, and studies by the Veterans Administration have led to estimates that between 35-75% of veterans with PTSD abuse drugs and alcohol.

    The reasons behind this common co-occurrence of addiction and trauma are complex. For one thing, some people struggling to manage the effects of trauma in their lives may turn to drugs and alcohol to self-medicate. Post-traumatic stress disorder symptoms like agitation, hypersensitivity to loud noises or sudden movements, depression, social withdrawal and insomnia may seem more manageable through the use of sedating or stimulating drugs depending on the symptom. However, addiction soon becomes yet another problem in the trauma survivor’s life. Before long, the “cure” no longer works, and it causes far more pain to an already suffering person.

    Other possible reasons addiction and trauma are often found together include the theory that a substance abuser’s lifestyle puts him/her in harm’s way more often than that of a non-addicted person. Unsavory acquaintances, dangerous neighborhoods, impaired driving, and other aspects commonly associated with drug and alcohol abuse may indeed predispose substance abusers to being traumatized by crime, accidents, violence and abuse. There may also be a genetic component linking people prone toward PTSD and those with addictive tendencies, although no definitive conclusion has been made by research so far.

  

  

  
    
      First Things First
    
  

  
    Sometimes, years of self-medicating through drugs and alcohol have effectively dulled the memory of trauma, so the only problem seems to be substance abuse and addiction. A person who has suppressed or ignored traumatic experiences may work very hard to get and stay sober, only to find other addictive behaviors eventually replacing the drugs and alcohol. These might include compulsive overeating, gambling, sexual promiscuity or any other compulsion-driven behavior. Unfortunately, continuing to avoid resolution of trauma will almost guarantee ongoing suffering.

    However, dealing with traumatic experiences is challenging work. Under the influence of drugs and alcohol, it is a nearly impossible task. That is why therapists always recommend working first on recovery from drug addiction and alcoholism. Then, when the trauma survivor is stronger and more clear-minded, s/he can begin working with a therapist in individual or group counseling to address the underlying problem of unresolved trauma. Specific treatment modalities have been developed for people suffering long-term effects after traumatic experiences, including trauma-focused therapies, PTSD Intervention, Body Psychotherapy which targets the physiological response to trauma, and medications for depression and anxiety.

    Considering the frequent link between trauma and addiction, anyone working on recovery from substance abuse and addiction could benefit from an assessment by a skilled therapist, to determine if there are underlying issues that should be addressed and to devise an appropriate treatment plan. The best approach is always to work first on living a sober life, then on resolving past trauma and learning positive coping skills, thereby breaking the trauma-addiction connection and finding a better life all around.

    Hackensack Meridian Carrier Clinic. (2019). Trauma and addiction. Retrieved from https://carrierclinic.org/2019/08/06/trauma-and-addiction/

    For more information, visit carrierclinic.org

    

  

  The following video, produced by the Carrier Clinic, highlights the significant link between post-traumatic stress disorder and addiction.

   

  
    [image: Thumbnail for the embedded element "Trauma and Addiction: How PTSD and Substance Abuse are Connected"]
    A YouTube element has been excluded from this version of the text. You can view it online here: https://cod.pressbooks.pub/addiction/?p=44

  

  

  The following video examines the ways trauma and addiction are linked. The issue of trauma has become one of the most important concepts in the treatment of addiction.
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    A YouTube element has been excluded from this version of the text. You can view it online here: https://cod.pressbooks.pub/addiction/?p=44

  

   

  

  
    NAMI Guide to Dual Diagnosis
  

  
    
      
        Dual Diagnosis
      
    

    Dual diagnosis (also referred to as co-occurring disorders) is a term for when someone experiences a mental illness and a substance use disorder simultaneously. Either disorder—substance use or mental illness—can develop first. People experiencing a mental health condition may turn to alcohol or other drugs as a form of self-medication to improve the mental health symptoms they experience. However, research shows that alcohol and other drugs worsen the symptoms of mental illnesses. The professional fields of mental health and substance use recovery have different cultures, so finding integrated care can challenging.

    
      
        How Common Is Dual Diagnosis?
      
    

    According to a 2014 National Survey on Drug Use and Health, 7.9 million people in the U.S. experience both a mental disorder and substance use disorder simultaneously. More than half of those people—4.1 million to be exact—are men.

    
      
        Symptoms
      
    

    Because many combinations of dual diagnosis can occur, the symptoms vary widely. Mental health clinics are starting to use alcohol and drug screening tools to help identify people at risk for drug and alcohol abuse. Symptoms of substance use disorder may include:

    
      	Withdrawal from friends and family

      	Sudden changes in behavior

      	Using substances under dangerous conditions

      	Engaging in risky behaviors

      	Loss of control over use of substances

      	Developing a high tolerance and withdrawal symptoms

      	Feeling like you need a drug to be able to function

    

    Symptoms of a mental health condition can also vary greatly. Warning signs, such as extreme mood changes, confused thinking or problems concentrating, avoiding friends and social activities and thoughts of suicide, may be reason to seek help.

    
      
        How Is Dual Diagnosis Treated?
      
    

    The best treatment for dual diagnosis is integrated intervention, when a person receives care for both their diagnosed mental illness and substance abuse. The idea that “I cannot treat your depression because you are also drinking” is outdated—current thinking requires both issues be addressed.

  

  You and your treatment provider should understand the ways each condition affects the other and how your treatment can be most effective. Treatment planning will not be the same for everyone, but here are the common methods used as part of the treatment plan:

  Detoxification. The first major hurdle that people with dual diagnosis will have to pass is detoxification. Inpatient detoxification is generally more effective than outpatient for initial sobriety and safety. During inpatient detoxification, trained medical staff monitor a person 24/7 for up to seven days. The staff may administer tapering amounts of the substance or its medical alternative to wean a person off and lessen the effects of withdrawal.

  Inpatient Rehabilitation. A person experiencing a mental illness and dangerous/dependent patterns of substance use may benefit from an inpatient rehabilitation center where they can receive medical and mental health care 24/7. These treatment centers provide therapy, support, medication and health services to treat the substance use disorder and its underlying causes.

  Supportive Housing, like group homes or sober houses, are residential treatment centers that may help people who are newly sober or trying to avoid relapse. These centers provide some support and independence. Sober homes have been criticized for offering varying levels of quality care because licensed professionals do not typically run them. Do your research when selecting a treatment setting.

  Psychotherapy is usually a large part of an effective dual diagnosis treatment plan. In particular, cognitive-behavioral therapy (CBT) helps people with dual diagnosis learn how to cope and change ineffective patterns of thinking, which may increase the risk of substance use.

  Medications are useful for treating mental illnesses. Certain medications can also help people experiencing substance use disorders ease withdrawal symptoms during the detoxification process and promote recovery.

  Self-Help and Support Groups. Dealing with a dual diagnosis can feel challenging and isolating. Support groups allow members to share frustrations, celebrate successes, find referrals for specialists, find the best community resources and swap recovery tips. They also provide a space for forming healthy friendships filled with encouragement to stay clean. Here are some groups NAMI likes:

  
    	Double Trouble in Recovery is a 12-step fellowship for people managing both a mental illness and substance abuse.

    	Alcoholics Anonymous and Narcotics Anonymous are 12-step groups for people recovering from alcohol or drug addiction. Be sure to find a group that understands the role of mental health treatment in recovery.

    	Smart Recovery is a sobriety support group for people with a variety of addictions that is not based in faith.

  

  

  
    Chronic Pain Management
  

  
    Excerpted from SAMHSA TIP 54: 
    Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders
  

  Chronic non-cancer pain (CNCP) is a major challenge for clinicians as well as for the patients who suffer from it. The complete elimination of pain is rarely obtainable for any substantial period. Therefore, patients and clinicians should discuss treatment goals that include reducing pain, maximizing function, and improving quality of life. The best outcomes can be achieved when chronic pain management addresses co-occurring mental disorders (e.g., depression, anxiety) and when it incorporates suitable nonpharmacologic and complementary therapies for symptom management.

  Treatment recommendations:

  
    	
      Treat chronic pain with non-opioid pain relievers as determined by pathophysiology

    

    	
      Recommend or prescribe nonpharmacological therapies (e.g., cognitive–behavioral therapy, exercises to decrease pain and improve function)

    

    	
      Treat comorbidities

    

    	
      Assess treatment outcomes

    

    	
      Initiate opioid therapy only if the potential benefits outweigh risk and only for as long as it is unequivocally beneficial to the patient

    

    	
      Therapeutic exercise

    

    	
      Physical therapy

    

    	
      Cognitive–behavioral therapy

    

    	
      Complementary and alternative medicine (CAM; e.g., chiropractic therapy, massage therapy, acupuncture, mind-body therapies, relaxation strategies)

    

  

  

  
    Part Three: Behavioral Addictions
  

  
    [image: Luck, Lucky Number, 17, Roulette, Boiler, Casino]
  

  As you may know, the Diagnostic and Statistical Manual (DSM) is the source of psychiatric diagnoses in the United States. Its updated publications are eagerly anticipated and scrutinized throughout the field of mental health because it holds such significant influence. The language we use to discuss mental health issues, whether or not an insurance company will pay for a certain treatment, and whether a condition is even considered a disorder, are all part of the impact felt by this book. While the diagnostic manual has been criticized (Dr. William Glasser, founder of Reality Therapy, once called it “the most destructive book to human relationships ever written”), it maintains its prominent role in modern American psychology.

  Currently, the DSM recognizes only one other addiction besides substance use disorder, and that is gambling disorder. The characteristics of compulsive gambling are quite similar to those found in substance use disorder.

  Although other behaviors have yet to receive the same recognition, it is clear that the negative patterns associated with them match our present understanding of addiction. These can include shopping, spending, sex, internet gaming, relationships, eating, and other related behaviors.

  As you will see in this section’s video, Dr. Robert Lefever has identified three clusters of addictive behaviors, which he labels as follows:

  The Hedonistic Cluster:

  
    	Psychoactive substances such as alcohol, marijuana, heroin, cocaine, prescription pills, and methamphetamine

    	Caffeine

    	Nicotine

    	Gambling

    	Sex without regard for the other person

  

  The Nurturement of Self Cluster:

  
    	Food, especially those containing sugar and refined flour

    	Bingeing/starving/purging/vomiting

    	Shopping and spending

    	Work

    	Internet and computer use

    	Exercise

  

  The Relationship Cluster

  
    	Use of other people (intimate partner or co-workers)

    	Compulsive helping

  

  Lefever notes that the outlets within each cluster are related in a way that makes it more likely that a person in recovery will relapse if he or she engages in any of the others in the same cluster. He also notes that people may have addictions in more than one cluster. This concept provides an excellent way of understanding the many faces of addiction. It also points toward the necessity of avoiding other behaviors within the same cluster.

   

  
    [image: Thumbnail for the embedded element "Behavioural Addictions for Beginners"]
    A YouTube element has been excluded from this version of the text. You can view it online here: https://cod.pressbooks.pub/addiction/?p=44
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5
Adolescents and Addiction



  
  
    Drug Use Among Adolescents
  

  
    [image: Five teenagers hanging out and talking.]
  

  Dr. Mark Willenbring of the National Institute of Alcohol Abuse and Alcoholism describes addiction as “a disorder of young people” (2007). He believes that approximately 75% of addiction develops by the age of 25, which roughly corresponds to the age when the pre-frontal cortex in a person’s brain finishes forming.

  If addiction begins in adolescence, we must question, why that is the case? The answer is that this is the age when our brains are most vulnerable to the effects of drugs, while we are also our most curious and risk-taking selves. The perceived danger of trying drugs is lowest among high school students, and their desire to try novel things is at its peak.

  Adolescence is the psychosocial life stage that Erik Erikson defined as Identity vs. Role Confusion, a time when we struggle to determine who we are and what we value. Drug experimentation is often part of this quest. In essence, our individual relationship with various drugs of abuse is first being developed during this window of time, and that relationship frequently carries into adulthood and the rest of our life.

  Adolescents may be the group most vulnerable to the impact of drugs, but people of all ages can be affected. As we age, we experience significant physical, emotional, and spiritual changes in our lives that can lead to increased drug use and even addiction in our older adult years.

	Addiction and the Family -- Foundations of Addiction Studies
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Addiction and the Family


  
  In a 2017 Pew Research survey, 46% of American adults said they have a family member or close friend who is addicted to drugs. Furthermore, data collected on household drug use from 2009-2014 indicated that 1 in 8 children age 17 and younger were growing up with at least one parent who had a substance use disorder (Lipari & Van Horn, 2017).

  As much as the person suffering from a substance use disorder struggles, their friends, family, and loved ones also face tremendous challenges. Family members are impacted directly by the addiction. Their physical health, mental well-being, social lives, and family roles are all upended. In this chapter, we examine some of these impacts and look at ways for family members to find balance as they navigate a path toward their own recovery.

  Below, you will hear one story of the impact of growing up in an addicted family:

   

  
    [image: Thumbnail for the embedded element "Lessons from the Child of an Addict | Emily Smith | TEDxErie"]
    A YouTube element has been excluded from this version of the text. You can view it online here: https://cod.pressbooks.pub/addiction/?p=381

  

   

  The following article is from the Substance Abuse and Mental Health Service Administration’s Treatment Improvement Protocol series (TIP 39: Substance Abuse Treatment and Family Therapy).

  
    
      
        Impact of Substance Abuse on Families
      
    

  

  
    Family structures in America have become more complex—growing from the traditional nuclear family to single‐parent families, stepfamilies, foster families, and multigenerational families. Therefore, when a family member abuses substances, the effect on the family may differ according to family structure. This chapter discusses treatment issues likely to arise in different family structures that include a person abusing substances. For example, the non–substance‐abusing parent may act as a “superhero” or may become very bonded with the children and too focused on ensuring their comfort. Treatment issues such as the economic consequences of substance abuse will be examined as will distinct psychological consequences that spouses, parents, and children experience. This chapter concludes with a description of social issues that coexist with substance abuse in families and recommends ways to address these issues in therapy.

    
      Introduction

      A growing body of literature suggests that substance abuse has distinct effects on different family structures. For example, the parent of small children may attempt to compensate for deficiencies that his or her substance‐abusing spouse has developed as a consequence of that substance abuse (Brown and Lewis 1999). Frequently, children may act as surrogate spouses for the parent who abuses substances. For example, children may develop elaborate systems of denial to protect themselves against the reality of the parent’s addiction. Because that option does not exist in a single‐parent household with a parent who abuses substances, children are likely to behave in a manner that is not age‐appropriate to compensate for the parental deficiency (for more information, see Substance Abuse Treatment: Addressing the Specific Needs of Women [Center for Substance Abuse Treatment (CSAT) in development e] and TIP 32, Treatment of Adolescents With Substance Use Disorders [CSAT 1999e]). Alternately, the aging parents of adults with substance use disorders may maintain inappropriately dependent relationships with their grown offspring, missing the necessary “launching phase” in their relationship, so vital to the maturational processes of all family members involved.

      The effects of substance abuse frequently extend beyond the nuclear family. Extended family members may experience feelings of abandonment, anxiety, fear, anger, concern, embarrassment, or guilt; they may wish to ignore or cut ties with the person abusing substances. Some family members even may feel the need for legal protection from the person abusing substances. Moreover, the effects on families may continue for generations. Intergenerational effects of substance abuse can have a negative impact on role modeling, trust, and concepts of normative behavior, which can damage the relationships between generations. For example, a child with a parent who abuses substances may grow up to be an overprotective and controlling parent who does not allow his or her children sufficient autonomy.

      Neighbors, friends, and coworkers also experience the effects of substance abuse because a person who abuses substances often is unreliable. Friends may be asked to help financially or in other ways. Coworkers may be forced to compensate for decreased productivity or carry a disproportionate share of the workload. As a consequence, they may resent the person abusing substances.

      People who abuse substances are likely to find themselves increasingly isolated from their families. Often they prefer associating with others who abuse substances or participate in some other form of antisocial activity. These associates support and reinforce each other’s behavior.

      Different treatment issues emerge based on the age and role of the person who uses substances in the family and on whether small children or adolescents are present. In some cases, a family might present a healthy face to the community while substance abuse issues lie just below the surface.

      Reilly (1992) describes several characteristic patterns of interaction, one or more of which are likely to be present in a family that includes parents or children abusing alcohol or illicit drugs:

      
        	
          Negativism. Any communication that occurs among family members is negative, taking the form of complaints, criticism, and other expressions of displeasure. The overall mood of the household is decidedly downbeat, and positive behavior is ignored. In such families, the only way to get attention or enliven the situation is to create a crisis. This negativity may serve to reinforce the substance abuse.

        

        	
          Parental inconsistency. Rule setting is erratic, enforcement is inconsistent, and family structure is inadequate. Children are confused because they cannot figure out the boundaries of right and wrong. As a result, they may behave badly in the hope of getting their parents to set clearly defined boundaries. Without known limits, children cannot predict parental responses and adjust their behavior accordingly. These inconsistencies tend to be present regardless of whether the person abusing substances is a parent or child and they create a sense of confusion—a key factor—in the children.

        

        	
          Parental denial. Despite obvious warning signs, the parental stance is: (1) “What drug/alcohol problem? We don’t see any drug problem!” or (2) after authorities intervene: “You are wrong! My child does not have a drug problem!”

        

        	
          Miscarried expression of anger. Children or parents who resent their emotionally deprived home and are afraid to express their outrage use drug abuse as one way to manage their repressed anger.

        

        	
          Self‐medication. Either a parent or child will use drugs or alcohol to cope with intolerable thoughts or feelings, such as severe anxiety or depression.

        

        	
          Unrealistic parental expectations. If parental expectations are unrealistic, children can excuse themselves from all future expectations by saying, in essence, “You can’t expect anything of me—I’m just a pothead/speed freak/junkie.” Alternatively, they may work obsessively to overachieve, all the while feeling that no matter what they do it is never good enough, or they may joke and clown to deflect the pain or may withdraw to side‐step the pain. If expectations are too low, and children are told throughout youth that they will certainly fail, they tend to conform their behavior to their parents’ predictions, unless meaningful adults intervene with healthy, positive, and supportive messages.

        

      

      In all of these cases, what is needed is a restructuring of the entire family system, including the relationship between the parents and the relationships between the parents and the children. The next section discusses treatment issues in different family structures that include a person who is abusing substances.

    

    
      

      Families With a Member Who Abuses Substances

      
        Client Lives Alone or With Partner

        The consequences of an adult who abuses substances and lives alone or with a partner are likely to be economic and psychological. Money may be spent for drug use; the partner who is not using substances often assumes the provider role. Psychological consequences may include denial or protection of the person with the substance abuse problem, chronic anger, stress, anxiety, hopelessness, inappropriate sexual behavior, neglected health, shame, stigma, and isolation.

        In this situation, it is important to realize that both partners need help. The treatment for either partner will affect both, and substance abuse treatment programs should make both partners feel welcome. If a person has no immediate family, family therapy should not automatically be ruled out. Issues regarding a person’s lost family, estranged family, or family of origin may still be relevant in treatment. A single person who abuses substances may continue to have an impact on distant family members who may be willing to take part in family therapy. If family members come from a distance, intensive sessions (more than 2 hours) may be needed and helpful. What is important is not how many family members are present, but how they interact with each other.

        In situations where one person is substance dependent and the other is not, questions of codependency arise. Codependency has become a popular topic in the substance abuse field. Separate 12‐Step groups such as Al‐Anon and Alateen, Co‐Dependents Anonymous (CoDA), Adult Children of Alcoholics, Adult Children Anonymous, Families Anonymous, and Co‐Anon have formed for family members (see appendix D for a listing of these and other resources).

        CoDA describes codependency as being overly concerned with the problems of another to the detriment of attending to one’s own wants and needs (CoDA 1998). Codependent people are thought to have several patterns of behavior:

        
          	
            They are controlling because they believe that others are incapable of taking care of themselves.

          

          	
            They typically have low self‐esteem and a tendency to deny their own feelings.

          

          	
            They are excessively compliant, compromising their own values and integrity to avoid rejection or anger.

          

          	
            They often react in an oversensitive manner, as they are often hypervigilant to disruption, troubles, or disappointments.

          

          	
            They remain loyal to people who do nothing to deserve their loyalty (CoDA 1998).

          

        

        Although the term “codependent” originally described spouses of those with alcohol abuse disorders, it has come to refer to any relative of a person with any type of behavior or psychological problem. The idea has been criticized for pathologizing caring functions, particularly those that have traditionally been part of a woman’s role, such as empathy and self‐sacrifice. Despite the term’s common use, little scientific inquiry has focused on codependence. Systematic research is needed to establish the nature of codependency and why it might be important (Cermak 1991; Hurcom et al. 2000; Sher 1997). Nonetheless, specifically targeted behavior that somehow reinforces the current or past using behavior must be identified and be made part of the treatment planning process.

      

      
        Client Lives With Spouse (or Partner) and Minor Children

        Similar to maltreatment victims, who believe the abuse is their fault, children of those with alcohol abuse disorders feel guilty and responsible for the parent’s drinking problem. Children whose parents abuse illicit drugs live with the knowledge that their parents’ actions are illegal and that they may have been forced to engage in illegal activity on their parents’ behalf. Trust is a key child development issue and can be a constant struggle for those from family systems with a member who has a substance use disorder (Brooks and Rice 1997).

        Most available data on the enduring effects of parental substance abuse on children suggest that a parent’s drinking problem often has a detrimental effect on children. These data show that a parent’s alcohol problem can have cognitive, behavioral, psychosocial, and emotional consequences for children. Among the lifelong problems documented are impaired learning capacity; a propensity to develop a substance use disorder; adjustment problems, including increased rates of divorce, violence, and the need for control in relationships; and other mental disorders such as depression, anxiety, and low self‐esteem (Giglio and Kaufman 1990; Johnson and Leff 1999; Sher 1997).

        The children of women who abuse substances during pregnancy are at risk for the effects of fetal alcohol syndrome, low birth weight (associated with maternal addiction), and sexually transmitted diseases. (For information about the effects on children who are born addicted to substances, see TIP 5, Improving Treatment for Drug‐Exposed Infants [CSAT 1993a].) Latency age children (age 5 to the onset of puberty) frequently have school‐related problems, such as truancy. Older children may be forced prematurely to accept adult responsibilities, especially the care of younger siblings. In adolescence, drug experimentation may begin. Adult children of those with alcohol abuse disorders may exhibit problems such as unsatisfactory relationships, inability to manage finances, and an increased risk of substance use disorders.

        Although, in general, children with parents who abuse substances are at increased risk for negative consequences, positive outcomes have also been described. Resiliency is one example of a positive outcome (Werner 1986). Some children seem better able to cope than others; the same is true of spouses (Hurcom et al. 2000). Because of their early exposure to the adversity of a family member who abuses substances, children develop tools to respond to extreme stress, disruption, and change, including mature judgment, capacity to tolerate ambiguity, autonomy, willingness to shoulder responsibility, and moral certitude (Wolin and Wolin 1993). Nonetheless, substance abuse can lead to inappropriate family subsystems and role taking. For instance, in a family in which a mother uses substances, a young daughter may be expected to take on the role of mother. When a child assumes adult roles and the adult abusing substances plays the role of a child, the boundaries essential to family functioning are blurred. The developmentally inappropriate role taken on by the child robs her of a childhood, unless there is the intervention by healthy, supportive adults.

        The spouse of a person abusing substances is likely to protect the children and assume parenting duties that are not fulfilled by the parent abusing substances. If both parents abuse alcohol or illicit drugs, the effect on children worsens. Extended family members may have to provide care as well as financial and psychological support. Grandparents frequently assume a primary caregiving role. Friends and neighbors may also be involved in caring for young children. In cultures with a community approach to family care, neighbors may step in to provide whatever care is needed. Sometimes it is a neighbor who brings a child abuse or neglect situation to the attention of child welfare officials. Most of the time, however, these situations go unreported and neglected.

      

      
        Client Is Part of a Blended Family

        Anderson (1992) notes that many people who abuse substances belong to stepfamilies. Even under ordinary circumstances, stepfamilies present special challenges. Children often live in two households in which different boundaries and ambiguous roles can be confusing. Effective coparenting requires good communication and careful attention to possible areas of conflict, not only between biological parents, but also with their new partners. Popenoe (1995) believes that the difficulty of coordinating boundaries, roles, expectations, and the need for cooperation, places children raised in blended households at far greater risk of social, emotional, and behavioral problems. Children from stepfamilies may develop substance abuse problems to cope with their confusion about family rules and boundaries.

        Substance abuse can intensify problems and become an impediment to a stepfamily’s integration and stability. When substance abuse is part of the family, unique issues can arise. Such issues might include parental authority disputes, sexual or physical abuse, and self‐esteem problems for children.

        Substance abuse by stepparents may further undermine their authority, lead to difficulty in forming bonds, and impair a family’s ability to address problems and sensitive issues. If the noncustodial parent abuses drugs or alcohol, visitation may have to be supervised. (Even so, visitation is important. If contact stops, children often blame themselves or the drug problem for a parent’s absence.)

        If a child or adolescent abuses substances, any household can experience conflict and continual crisis. Hoffmann (1995) found that increased adolescent marijuana use occurs more frequently when an adolescent living with a divorced parent and stepparent becomes less attached to the family. With fewer ties to the family, the likelihood increases that the adolescent will form attachments to peers who abuse substances. Weaker ties to the family and stronger ones to peers using drugs increase the chances of the adolescent starting to use marijuana or increasing marijuana use.

        Stepparents living in a household in which an adolescent abuses substances may feel they have gotten more than they bargained for and resent the time and attention the adolescent requires from the biological parent. Stepparents may demand that the adolescent leave the household and live with the other parent. In fact, a child who is acting out and abusing substances is not likely to be welcomed in either household (Anderson 1992).

        Clinicians treating substance abuse should know that the family dynamics of blended families differ somewhat from those of nuclear families and require some additional considerations. Anderson (1992) identifies strategies for addressing substance abuse in a stepfamily:

        
          	
            The use of a genogram, which graphically depicts significant people in the client’s life, helps to establish relationships and pinpoint where substance abuse is and has been present.

          

          	
            Extensive historical work helps family members exchange memories that they have not previously shared.

          

          	
            Education can provide a realistic expectation of what family life can be like.

          

          	
            The development of correct and mutually acceptable language for referring to family relationships helps to strengthen family ties. The goal of family therapy is to restructure maladaptive family interactions that are associated with the substance abuse problem. To do this, the counselor first has to earn the family’s trust, which means approaching family members on their own terms.

          

        

      

      
        Older Client Has Grown Children

        When an adult, age 65 or older, abuses a substance it is most likely to be alcohol and/or prescription medication. The 2002 National Household Survey on Drug Abuse found that 7.5 percent of older adults reported binge and 1.4 percent reported heavy drinking within the past month of the survey (Office of Applied Studies [OAS] 2003a). Veterans hospital data indicate that, in many cases, older adults may be receiving excessive amounts of one class of addictive tranquilizer (benzodiazepines), even though they should receive lower doses. Further, older adults take these drugs longer than other age groups (National Institute on Drug Abuse 2001). Older adults consume three times the number of prescription medicine as the general population, and this trend is expected to grow as children of the Baby Boom (born 1946–1958) become senior citizens (NIDA 2001).

        As people retire, become less active, and develop health problems, they use (and sometimes misuse) an increasing number of prescription and over‐the‐counter drugs. Among older adults, the diagnosis of this (or any other) type of substance use disorder often is difficult because the symptoms of substance abuse can be similar to the symptoms of other medical and behavioral problems that are found in older adults, such as dementia, diabetes, and depression. In addition, many health care providers underestimate the extent of substance abuse problems among older adults, and, therefore, do not screen older adults for these problems.

        Older adults often live with or are supported by their adult children because of financial necessity. An older adult with a substance abuse problem can affect everyone in the household. If the older adult’s spouse is present, that person is likely to be an older adult as well and may be bewildered by new and upsetting behaviors. Therefore, a spouse may not be in a position to help combat the substance abuse problem. Additional family resources may need to be mobilized in the service of treating the older adult’s substance use disorder. As with child abuse and neglect, elder maltreatment is a statutory requirement for reporting to local authorities.

        Whether grown children and their parents live together or apart, the children must take on a parental, caretaking role. Adjustment to this role reversal can be stressful, painful, and embarrassing. In some cases, grown children may stop providing financial support because it is the only influence they have over the parent. Adult children often will say to “let them have their little pleasure.” In other instances, children may cut ties with the parent because it is too painful to have to watch the parent’s deterioration. Cutting ties only increases the parent’s isolation and may worsen his predicament.

        
          Client Is an Adolescent and Lives With Family of Origin
        

      

      
        Substance use and abuse among adolescents continues to be a serious condition that impacts cognitive and affective growth, school and work relationships, and all family members. In the National Household Survey on Drug Abuse, of adolescents ages 12 to 17, 10.7 percent reported binge use of alcohol (five drinks on one occasion in the last month before the survey) and 2.5 percent reported heavy alcohol use (at least five binges in the previous month) (OAS 2003a). In addition, two trends described in TIP 32, Treatment of Adolescents With Substance Use Disorders (CSAT 1999e ), are increasing rates of substance use by youth and first onset of substance use at younger ages.

        In a general population sample of 10‐ to 20‐year‐olds, roughly 12.4 percent (96 of 776) met the criteria for a substance use disorder (Cohen et al. 1993). Alcohol and other psychoactive drugs play a prominent role in violent death for teenagers, including homicide, suicide, traffic accidents, and other injuries. Aside from death, drug use can lead to a range of possible detrimental consequences:

        
          	
            Violent behavior

          

          	
            Delinquency

          

          	
            Psychiatric disorders

          

          	
            Risky sexual behavior, possibly leading to unwanted pregnancy or sexually transmitted diseases

          

          	
            Impulsivity

          

          	
            Neurological impairment

          

          	
            Developmental impairment (Alexander and Gwyther 1995; CSAT 1999e )

          

        

        As youth abuse alcohol and illicit drugs, they may establish a continuing pattern of behavior that damages their legal record, educational options, psychological stability, and social development. Drug use (particularly inhalants and solvents) may lead to cognitive deficits and perhaps irreversible brain damage. Adolescents who use drugs are likely to interact primarily with peers who use drugs, so relationships with friends, including relationships with the opposite sex, may be unhealthy, and the adolescent may develop a limited repertoire of social skills.

        When an adolescent uses alcohol or drugs, siblings in the family may find their needs and concerns ignored or minimized while their parents react to constant crises involving the adolescent who abuses drugs. The neglected siblings and peers may look after themselves in ways that are not age‐appropriate, or they might behave as if the only way to get attention is to act out.

        Clinicians should not miss opportunities to include siblings, who are often as influential as parents, in the family therapy sessions treating substance abuse. Whether they are adults or children, siblings can be an invaluable resource. In addition, Brook and Brook (1992) note that sibling relationships characterized by mutual attachment, nurturance, and lack of conflict can protect adolescents against substance abuse.

        Another concern often overlooked in the literature is the case of the substance‐using adolescent whose parents are immigrants and cannot speak English. Immigrant parents often are perplexed by their child’s behavior. Degrees of acculturation between family members create greater challenges for the family to address substance abuse issues and exacerbate intergenerational conflict.

        In many families that include adolescents who abuse substances, at least one parent also abuses substances (Alexander and Gwyther 1995). This unfortunate modeling can set in motion a dangerous combination of physical and emotional problems. If adolescent substance use is met with calm, consistent, rational, and firm responses from a responsible adult, the effect on adolescent learning is positive. If, however, the responses come from an impaired parent, the hypocrisy will be obvious to the adolescent, and the result is likely to be negative. In some instances, an impaired parent might form an alliance with an adolescent using substances to keep secrets from the parent who does not use substances. Even worse, sometimes in families with multigenerational patterns of substance abuse, an attitude among extended family members may be that the adolescent is just conforming to the family history.

        Since the early 1980s, treating adolescents who abuse substances has proven to be effective. Nevertheless, most adolescents will deny that alcohol or illicit drug use is a problem and do not enter treatment unless parents, often with the help of school‐based student assistant programs or the criminal justice system, require them to do so. Often, a youngster’s substance abuse is hidden from members of the extended family. Adolescents who are completing treatment need to be prepared for going back to an actively addicted family system. Alateen, along with Alcoholics Anonymous, can be a part of adolescents’ continuing care, and participating in a recovery support group at school (through student assistance) also will help to reinforce recovery.

        
          Someone Not Identified as the Client Abuses Substances
        

      

      
        Substance abuse may not be the presenting issue in a family. Initially, it may be hidden, only to become apparent during therapy. If any suspicion of substance abuse emerges, the counselor or therapist should evaluate the degree to which substance abuse has a bearing on other issues in the family and requires direct attention.

        When someone in the family other than the person with presenting symptoms is involved with alcohol or illicit drugs, issues of blame, responsibility, and causation will arise. With the practitioner’s help, the family needs to refrain from blaming, and reveal and repair family interactions that create the conditions for substance abuse to continue.

      

    

    
      Other Treatment Issues

      In any form of family therapy for substance abuse treatment, consideration should be given to the range of social problems connected to substance abuse. Problems such as criminal activity, joblessness, domestic violence, and child abuse or neglect may also be present in families experiencing substance abuse. To address these issues, treatment providers need to collaborate with professionals in other fields. This is also known as concurrent treatment.

      Whenever family therapy and substance abuse treatment take place concurrently, communication between clinicians is vital. In addition to family therapy and substance abuse treatment, multifamily group therapy, individual therapy, and psychological consultation might be necessary. With these different approaches, coordination, communication, collaboration, and exchange of the necessary releases of confidential information are required.

      With concurrent treatment, it is important that goal diffusion does not occur. Empowering the family is a benefit of family therapy that should not be sacrificed. If family therapy and substance abuse treatment approaches conflict, these issues should be addressed directly. Case conferencing often is an efficient way to deal constructively with multiple concerns and provides a forum to determine mutually agreeable priorities and treatment plan coordination.

      Some concurrent treatment may not involve the person with alcohol or illicit drug problems. Even if this person is not in treatment, family therapy with the partner and other family members can often begin, or family therapy can be an addition to substance abuse treatment. The detoxification period also presents valuable opportunities to involve family members in treatment. Family therapy may have more of an impact on family members than it does on the IP because it enhances all family members’ ability to work through conflicts. It may establish healthy family conditions that support the IP moving into recovery later in his or her life, after the episode of treatment has ended. Sometimes the person who abuses substances will not allow contact with the family, which limits the possibilities of family therapy, but family involvement in substance abuse treatment can still remain a goal; this “resistance” can be restructured by allying with the person with the substance use disorder and stressing the importance of and need for family participation in treatment. Resiliency within the family system is a developing area of interest (for more information see, for example, www.WestEd.org).

      
        
          Summary Points From a Family Counselor Point of View
        

        • Consider the “family” from the client’s point of view—that is, who would the client describe as a family member and who is a “significant other” for the client.

        • Assess the “family”—members’ effectiveness of communications, supportiveness or negativity, parenting skills, conflict management, and understanding of addictive disease.

        • Don’t give up, and try, try again—many families or family members at first reject any participation in the treatment process. But, after a period of separation from the client who is abusing substances, family members often become willing to at least attend an initial session with the counselor.

        

        The following TED Talk is from a family physician who realized the impact of trauma on the practice of medicine.

         

        
          [image: Thumbnail for the embedded element "How childhood trauma affects health across a lifetime | Nadine Burke Harris"]
          A YouTube element has been excluded from this version of the text. You can view it online here: https://cod.pressbooks.pub/addiction/?p=381
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Bio-Psycho-Social Issues


  
  One of the most significant contributions to the assessment and treatment of addictions is the bio-psycho-social (BPS) model. This holistic concept allows us to consider a range of factors that influence the development and maintenance of addictive behavior.

  Further, using a BPS approach to substance use disorders allows us to identify the context in which problematic drug use occurs (Buchmann, Skinner, & Illies, 2011). Although substance use disorder is a primary diagnosis, it does not occur in isolation. By recognizing individuals as whole people – with a rich history that involves friends, family, jobs, living environments, religious beliefs, personal values, and life experiences – we can better understand how harmful substance use emerged and what might help to change their unhealthy using patterns. A BPS model provides a foundation for understanding both the causes of addictive disorders and the best treatments for them.

  
    [image: Dna, Project Lumina, Walter Waymann]
  

   

  The BPS model also fits well with the definition of addiction developed by the American Society of Addiction Medicine (ASAM), which incorporates physiology, psychology, and environment. ASAM utilizes an assessment format with six dimensions on which client concerns are evaluated prior to entering treatment. Those six ASAM dimensions include:

  
    	Risk of intoxication and withdrawal

    	Biomedical complications

    	Cognitive, emotional, and behavioral issues

    	Readiness to change

    	Relapse/continued use risk

    	Recovery environment

  

  These dimensions can be broken down to match the three parts of the BPS framework. Dimensions one and two refer to biological concerns; dimensions three and four refer to psychological concerns; dimensions five and six refer to social concerns. The video below provides an overview of how the ASAM dimensions are applied by professional addictions counselors.

  

  
    [image: Thumbnail for the embedded element "Addictions Counselor Core Skills, Part III: Understanding how to Apply ASAM Criteria"]
    A YouTube element has been excluded from this version of the text. You can view it online here: https://cod.pressbooks.pub/addiction/?p=48

  

  
    

  

  Check your understanding of the ASAM assessment dimensions using the flashcards below:

  
    
      
      An interactive or media element has been excluded from this version of the text. You can view it online here:
https://cod.pressbooks.pub/addiction/?p=48

    

  

  

  

  

  
    

  

  Each of the six dimensions holds a key to the disease of addiction. The first two dimensions, the biological categories, uncover how physiology influences drug use. This might include pain management, physical disabilities, use of medications, or using to avoid withdrawal.

  

  Dimensions three and four describe individual characteristics such as emotional needs, behavioral concerns, and motivation. Earlier in the book, we discussed the role of trauma and co-occurring disorders in the development of substance use disorder. Unresolved trauma and mental health problems belong to this psychological aspect of the BPS assessment. Having a working knowledge of these concerns provides insight into how addiction emerges, as well as what needs to be included in a comprehensive plan of treatment. Importantly, it also points to addiction as a chronic illness, one which requires ongoing maintenance to manage successfully.

  

  
    The final two dimensions, five and six, incorporate social and environmental influences on the individual. Here we evaluate whether the people, places, and things in the person’s life are supportive of sobriety or detrimental to the recovery process. One of the great struggles of the addictions field is that we are excellent at getting people sober, but we are poor at keeping them sober. The risk of relapse increases when “clients . . . do not live in environments that support recovery” (Polcin, Korcha, Bond, & Galloway, 2010).
  

  

  Thus, beyond managing withdrawal and promoting abstinence, treatment programs must emphasize the need for sober housing, stable employment, and a network of supportive contacts that nurture the recovering person’s long-term sobriety.

  

  
    
      Key Takeaways
 
      
        
          	Addiction is a multi-dimensional problem.

          	Recovery requires long-term solutions that address medical, psychological, and social concerns.
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  Biology of Addiction

  
    (Excerpted from the National Institutes of Health)
  

  People with addiction lose control over their actions. They crave and seek out drugs, alcohol, or other substances no matter what the cost—even at the risk of damaging friendships, hurting family, or losing jobs. What is it about addiction that makes people behave in such destructive ways? And why is it so hard to quit?

  NIH-funded scientists are working to learn more about the biology of addiction. They’ve shown that addiction is a long-lasting and complex brain disease, and that current treatments can help people control their addictions. But even for those who’ve successfully quit, there’s always a risk of the addiction returning, which is called relapse.

  The biological basis of addiction helps to explain why people need much more than good intentions or willpower to break their addictions.

  “A common misperception is that addiction is a choice or moral problem, and all you have to do is stop. But nothing could be further from the truth,” says Dr. George Koob, director of NIH’s National Institute on Alcohol Abuse and Alcoholism. “The brain actually changes with addiction, and it takes a good deal of work to get it back to its normal state. The more drugs or alcohol you’ve taken, the more disruptive it is to the brain.”

  Researchers have found that much of addiction’s power lies in its ability to hijack and even destroy key brain regions that are meant to help us survive.

  A healthy brain rewards healthy behaviors—like exercising, eating, or bonding with loved ones. It does this by switching on brain circuits that make you feel wonderful, which then motivates you to repeat those behaviors. In contrast, when you’re in danger, a healthy brain pushes your body to react quickly with fear or alarm, so you’ll get out of harm’s way. If you’re tempted by something questionable—like eating ice cream before dinner or buying things you can’t afford—the front regions of your brain can help you decide if the consequences are worth the actions.

  But when you’re becoming addicted to a substance, that normal hardwiring of helpful brain processes can begin to work against you. Drugs or alcohol can hijack the pleasure/reward circuits in your brain and hook you into wanting more and more. Addiction can also send your emotional danger-sensing circuits into overdrive, making you feel anxious and stressed when you’re not using drugs or alcohol. At this stage, people often use drugs or alcohol to keep from feeling bad rather than for their pleasurable effects.

  To add to that, repeated use of drugs can damage the essential decision-making center at the front of the brain. This area, known as the prefrontal cortex, is the very region that should help you recognize the harms of using addictive substances.

  “Brain imaging studies of people addicted to drugs or alcohol show decreased activity in this frontal cortex,” says Dr. Nora Volkow, director of NIH’s National Institute on Drug Abuse. “When the frontal cortex isn’t working properly, people can’t make the decision to stop taking the drug—even if they realize the price of taking that drug may be extremely high, and they might lose custody of their children or end up in jail. Nonetheless, they take it.”

  Scientists don’t yet understand why some people become addicted while others don’t. Addiction tends to run in families, and certain types of genes have been linked to different forms of addiction. But not all members of an affected family are necessarily prone to addiction. “As with heart disease or diabetes, there’s no one gene that makes you vulnerable,” Koob says.

  Other factors can also raise your chances of addiction. “Growing up with an alcoholic; being abused as a child; being exposed to extraordinary stress—all of these social factors can contribute to the risk for alcohol addiction or drug abuse,” Koob says. “And with drugs or underage drinking, the earlier you start, the greater the likelihood of having alcohol use disorder or addiction later in life.”

  Teens are especially vulnerable to possible addiction because their brains are not yet fully developed—particularly the frontal regions that help with impulse control and assessing risk. Pleasure circuits in adolescent brains also operate in overdrive, making drug and alcohol use even more rewarding and enticing.

  Although there’s much still to learn, we do know that prevention is critical to reducing the harms of addiction. “Childhood and adolescence are times when parents can get involved and teach their kids about a healthy lifestyle and activities that can protect against the use of drugs,” Volkow says. “Physical activity is important, as well as getting engaged in work, science projects, art, or social networks that do not promote use of drugs.”

  
    Source: National Institutes of Health. 2015. Biology of addiction: Drugs and alcohol can hijack your brain. News in Health Newsletter (October 2015). https://newsinhealth.nih.gov/2015/10/biology-addiction
  

  

  Drug Cultures, Recovery Cultures

  A significant factor in the development and maintenance of addictive behavior is the context in which the behavior occurs. Drug-using rituals are often an ingrained part of life for people with substance use disorders. These deep-seated habits support ongoing use of the mind-altering substance.

  Substance users, loved ones, and treatment providers need to realize that significant lifestyle changes are frequently required to replace the culture of addiction with a culture of recovery.  In the following passage, the Substance Abuse and Mental Health Services Administration (SAMHSA) shares its insights into the role of drug cultures.

  
    From SAMHSA Treatment Improvement Protocol (TIP) 59: Improving Cultural Competence
  

  This chapter aims to explain that people who use drugs participate in a drug culture, and further, that they value this participation. However, not all people who abuse substances are part of a drug culture. White (1996) draws attention to a set of individuals whom he calls “acultural addicts.” These people initiate and sustain their substance use in relative isolation from other people who use drugs. Examples of acultural addicts include the medical professional who does not have to use illegal drug networks to abuse prescription medication, or the older, middle-class individual who “pill shops” from multiple doctors and procures drugs for misuse from pharmacies. Although drug cultures typically play a greater role in the lives of people who use illicit drugs, people who use legal substances—such as alcohol—are also likely to participate in such a culture (Gordon et al. 2012). Drinking cultures can develop among heavy drinkers at a bar or a college fraternity or sorority house that works to encourage new people to use, supports high levels of continued or binge use, reinforces denial, and develops rituals and customary behaviors surrounding drinking. In this chapter, drug culture refers to cultures that evolve from drug and alcohol use.

  
    The Relationship Between Drug Cultures and Mainstream Culture
  

  To some extent, subcultures define themselves in opposition to the mainstream culture. Subcultures may reject some, if not all, of the values and beliefs of the mainstream culture in favor of their own, and they will often adapt some elements of that culture in ways quite different from those originally intended (Hebdige 1991; Issitt 2009;). Individuals often identify with subcultures—such as drug cultures—because they feel excluded from or unable to participate in mainstream society. The subculture provides an alternative source of social support and cultural activities, but those activities can run counter to the best interests of the individual. Many subcultures are neither harmful nor antisocial, but their focus is on the substance(s) of abuse, not on the people who participate in the culture or their well-being.

  Mainstream culture in the United States has historically frowned on most substance use and certainly substance abuse (Corrigan et al. 2009; White 1979, 1998). This can extend to legal substances such as alcohol or tobacco (including, in recent years, the increased prohibition against cigarette smoking in public spaces and its growing social unacceptability in private spaces). As a result, mainstream culture does not—for the most part—have an accepted role for most types of substance use, unlike many older cultures, which may accept use, for example, as part of specific religious rituals. Thus, people who experiment with drugs in the United States usually do so in highly marginalized social settings, which can contribute to the development of substance use disorders (Wilcox 1998). Individuals who are curious about substance use, particularly young people, are therefore more likely to become involved in a drug culture that encourages excessive use and experimentation with other, often stronger, substances (for a review of intervention strategies to reduce discrimination related to substance use disorders, see Livingston et al. 2012).

  When people who abuse substances are marginalized, they tend not to seek access to mainstream institutions that typically provide sociocultural support (Myers et al. 2009). This can result in even stronger bonding with the drug culture. A marginalized person’s behavior is seen as abnormal even if he or she attempts to act differently, thus further reducing the chances of any attempt to change behavior (Cohen 1992). The drug culture enables its members to view substance use disorders as normal or even as status symbols. The disorder becomes a source of pride, and people may celebrate their drug-related identity with other members of the culture (Pearson and Bourgois 1995; White 1996). Social stigma also aids in the formation of oppositional values and beliefs that can promote unity among members of the drug culture.

  When people with substance use disorders experience discrimination, they are likely to delay entering treatment and can have less positive treatment outcomes (Fortney et al. 2004; Link et al. 1997; Semple et al. 2005). Discrimination can also increase denial and step up the individual’s attempts to hide substance use (Mateu-Gelabert et al. 2005). The immorality that mainstream society attaches to substance use and abuse can unintentionally serve to strengthen individuals’ ties with the drug culture and decrease the likelihood that they will seek treatment.

  The relationship between the drug and mainstream cultures is not unidirectional. Since the beginning of a definable drug culture, that culture has had an effect on mainstream cultural institutions, particularly through music, art, and literature. These connections can add significantly to the attraction a drug culture holds for some individuals (especially the young and those who pride themselves on being nonconformists) and create a greater risk for substance use escalating to abuse and relapse.

  
    Understanding Why People Are Attracted to Drug Cultures
  

  To understand what an individual gains from participating in a drug culture, it is important first to examine some of the factors involved in substance use and the development of substance use disorders. Despite having differing theories about the root causes of substance use disorders, most researchers would agree that substance abuse is, to some extent, a learned behavior. Beginning with Becker’s (1953) seminal work, research has shown that many commonly abused substances are not automatically experienced as pleasurable by people who use them for the first time (Fekjaer 1994). For instance, many people find the taste of alcoholic beverages disagreeable during their first experience with them, and they only learn to experience these effects as pleasurable over time. Expectations can also be important among people who use drugs; those who have greater expectancies of pleasure typically have a more intense and pleasurable experience. These expectancies may play a part in the development of substance use disorders (Fekjaer 1994; Leventhal and Schmitz 2006).

  
    Key Takeaways
 
    
      
        	Expectancies, or anticipated effects, develop based on the information we gather from parents, peers, and media.

        	These anticipated effects then play in part in how we experience drug use.

        	When we anticipate a drug to have a certain effect, it tends to influence how we feel when we use the drug (similar to a placebo effect).

        	Studies have even shown that people drinking a non-alcoholic placebo acted similarly to people who were consuming alcohol. (Bodnár, V., Nagy, K., Ciboly, Á. C., & Bárdos, G. (2018). The placebo effect and the alcohol. Journal of Mental Health and Psychosomatics, 19(1), 1–12.)

      

    

  

   

  Additionally, drug-seeking and other behaviors associated with substance use have a reinforcing effect beyond that of the actual drugs. Activities such as rituals of use, which make up part of the drug culture, provide a focus for those who use drugs when the drugs themselves are unavailable and help them shift attention away from problems they might otherwise need to face (Lende 2005).

  Drug cultures serve as an initiating force as well as a sustaining force for substance use and abuse (White 1996). As an initiating force, the culture provides a way for people new to drug use to learn what to expect and how to appreciate the experience of getting high. As White (1996) notes, the drug culture teaches the new user “how to recognize and enjoy drug effects” (p. 46). There are also practical matters involved in using substances (e.g., how much to take, how to ingest the substance for strongest effect) that people new to drug use may not know when they first begin to experiment with drugs. The skills needed to use some drugs can be quite complicated.

  The drug culture has an appeal all its own that promotes initiation into drug use. Stephens (1991) uses examples from a number of ethnographic studies to show how people can be as taken by the excitement of the drug culture as they are by the drug itself. Media portrayals, along with singer or music group autobiographies, that glamorize the drug lifestyle may increase its lure (Manning 2007; Oksanen 2012). In buying (and perhaps selling) drugs, individuals can find excitement that is missing in their lives. They can likewise find a sense of purpose they otherwise lack in the daily need to seek out and acquire drugs. In successfully navigating the difficulties of living as a person who uses drugs, they can gain approval from peers who use drugs and a feeling that they are successful at something.

  Marginalized adolescents and young adults find drug cultures particularly appealing. Many individual, family, and social risk factors associated with adolescent substance abuse are also risk factors for youth involvement with a drug culture. Individual factors—such as feelings of alienation from society and a strong rejection of authority—can cause youth to look outside the traditional cultural institutions available to them (family, church, school, etc.) and instead seek acceptance in a subculture, such as a drug culture (Hebdige 1991; Moshier et al. 2012). Individual traits like sensation-seeking and poor impulse control, which can interfere with functioning in mainstream society, are often tolerated or can be freely expressed in a drug culture. Family involvement with drugs is a significant risk factor due to additional exposure to the drug lifestyle, as well as early learning of the values and behaviors (e.g., lying to cover for parents’ illicit activities) associated with it (Haight et al. 2005). Social risk factors (e.g., rejection by peers, poverty, failure in school) can also increase young people’s alienation from traditional cultural institutions. The need for social acceptance is a major reason many young people begin to use drugs, as social acceptance can be found with less effort within the drug culture.

  In addition to helping initiate drug use, drug cultures serve as sustaining forces. They support continued use and reinforce denial that a problem with alcohol or drugs exists. The importance of the drug culture to the person using drugs often increases with time as the person’s association with it deepens (Moshier et al. 2012). White (1996) notes that as a person progresses from experimentation to abuse and/or dependence, he or she develops a more intense need to “seek for supports to sustain the drug relationship” (p. 9). In addition to gaining social sanction for their substance use, participants in the drug culture learn many skills that can help them avoid the pitfalls of the substance-abusing lifestyle and thus continue their use. They learn how to avoid arrest, how to get money to support their habit, and how to find a new supplier when necessary.

  The more an individual’s needs are met within a drug culture, the harder it will be to leave that culture behind. White (1996) gives an example of a person who was initially attracted in youth to a drug culture because of a desire for social acceptance and then grew up within that culture. Through involvement in the drug culture, he was able to gain a measure of self-esteem, change his family dynamic, explore his sexuality, develop lasting friendships, and find a career path (albeit a criminal one). For this individual, who had so much of his life invested in the drug culture, it was as difficult to conceive of leaving that culture as it was to conceive of stopping his substance use.

  Finding Alternatives to Drug Cultures

  A client can meet the psychosocial needs previously satisfied by the drug culture in a number of ways. Strengthening cultural identity can be a positive action for the client; in some cases, the client’s family or cultural peers can serve as a replacement for involvement in the drug culture. This option is particularly helpful when the client’s connection to a drug culture is relatively weak and his or her traditional culture is relatively strong. However, when this option is unavailable or insufficient, clinicians must focus on replacing the client’s ties with the drug culture (or the culture of addiction) with new ties to a culture of recovery.

  To help clients break ties with drug cultures, programs need to challenge clients’ continued involvement with elements of those cultures (e.g., style of dress, music, language, or communication patterns). This can occur through two basic processes: replacing the element with something new that is positively associated with a culture of recovery (e.g., replacing a marijuana leaf keychain with an NA keychain), and reframing something so that it is no longer associated with drug use or the drug culture (e.g., listening to music that was associated with the drug culture at a sober dance with others in recovery; White 1996). The process will depend on the nature of the cultural element.

  Developing a Culture of Recovery

  Just as people who are actively using or abusing substances bond over that common experience to create a drug culture that supports their continued substance use, people in recovery can participate in activities with others who are having similar experiences to build a culture of recovery. There is no single drug culture; likewise, there is no single culture of recovery. However, large international mutual-help organizations like Alcoholics Anonymous (AA) do represent the culture of recovery for many individuals. Even within such organizations, though, there is some cultural diversity; regional differences exist, for example, in meeting-related rituals or attitudes toward certain issues (e.g., use of prescribed psychotropic medication, approaches to spirituality).

   

  
    Treatment programs need to have a plan for creating a culture of recovery.
  

   

  Programs that do not have a plan for creating a culture of recovery among clients risk their clients returning to the drug culture or holding on to elements of that culture because it meets their basic and social needs. In the worst case scenario, clients will recreate a drug culture among themselves within the program. In the best case, staff members will have a plan for creating a culture of recovery within their treatment population.
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Assessment & Treatment of Substance Use Disorders



  
  
    
      
        
          
            
              
                
                  Before someone receives substance use disorder treatment, he or she must be both screened and assessed to determine whether services are needed and what type of treatment best matches the situation. The screening process is generally brief and provides feedback suggesting that someone does or does not have a problem requiring treatment. Some screening tools can even be self-administered. Among the most-used screening instruments are the short four-question CAGE survey
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Pathways to Recovery


  
  The overarching message of this chapter is that there is no single right way to recover from the disease of addiction. Research and experience have demonstrated that recovery has many paths, and treatment providers, family members, and recovering persons should be open to using the methods that work best for the individual struggling with addiction. In short, although we might assume there is a single best way to do things, often many roads arrive at the same destination. This idea is critical to how we approach healing from addiction.

  Recovery from addiction can include formal treatment, medication, dietary changes, increased exercise, meditation, mutual help groups, faith-based engagement, work with a counselor or therapist, and more. As the U. S. Surgeon General’s Report from 2016 acknowledges: There are many paths to recovery. People will choose their pathway based on their cultural values, their socioeconomic status, their psychological and behavioral needs, and the nature of their substance use disorder.

   

  
    [image: Doors, Choices, Choose, Open, Decision, Opportunity]
  

  At the same time, we do not need to have limitless choices. Successful outcomes can be grouped into clusters that represent a relatively brief menu of effective options for recovery. In this chapter, we emphasize principles of addiction treatment, evidence-based approaches, medication-assisted treatment, mutual help groups including Alcoholics Anonymous, and holistic approaches that incorporate diet, exercise, and spiritual practices.

  

  
    Evidence-Based Approaches to Drug Addiction Treatment
  

  
    This section presents examples of treatment approaches and components that have an evidence base supporting their use. Each approach is designed to address certain aspects of drug addiction and its consequences for the individual, family, and society. Some of the approaches are intended to supplement or enhance existing treatment programs, and others are fairly comprehensive in and of themselves.

    The following section is broken down into Pharmacotherapies, Behavioral Therapies, and Behavioral Therapies Primarily for Adolescents. They are further subdivided according to particular substance use disorders. This list is not exhaustive, and new treatments are continually under development.

    Pharmacotherapies

    Opioid Addiction Methadone

    Methadone is a long-acting synthetic opioid agonist medication that can prevent withdrawal symptoms and reduce craving in opioid-addicted individuals. It can also block the effects of illicit opioids. It has a long history of use in treatment of opioid dependence in adults and is taken orally. Methadone maintenance treatment is available in all but three States through specially licensed opioid treatment programs or methadone maintenance programs.

    Combined with behavioral treatment: Research has shown that methadone maintenance is more effective when it includes individual and/or group counseling, with even better outcomes when patients are provided with, or referred to, other needed medical/psychiatric, psychological, and social services (e.g., employment or family services).

  

   

  
    Buprenorphine
  

  Buprenorphine is a synthetic opioid medication that acts as a partial agonist at opioid receptors—it does not produce the euphoria and sedation caused by heroin or other opioids but is able to reduce or eliminate withdrawal symptoms associated with opioid dependence and carries a low risk of overdose.

  Buprenorphine is currently available in two formulations that are taken sublingually: (1) a pure form of the drug and (2) a more commonly prescribed formulation called Suboxone, which combines buprenorphine with the drug naloxone, an antagonist (or blocker) at opioid receptors. Naloxone has no effect when Suboxone is taken as prescribed, but if an addicted individual attempts to inject Suboxone, the naloxone will produce severe withdrawal symptoms. Thus, this formulation lessens the likelihood that the drug will be abused or diverted to others.

  Buprenorphine treatment for detoxification and/or maintenance can be provided in office-based settings by qualified physicians who have received a waiver from the Drug Enforcement Administration (DEA), allowing them to prescribe it. The availability of office-based treatment for opioid addiction is a cost-effective approach that increases the reach of treatment and the options available to patients.

  Buprenorphine is also available as in an implant and injection. The U.S. Food and Drug Administration (FDA) approved a 6-month subdermal buprenorphine implant in May 2016 and a once-monthly buprenorphine injection in November 2017.

   

  
    Naltrexone
  

  Naltrexone is a synthetic opioid antagonist—it blocks opioids from binding to their receptors and thereby prevents their euphoric and other effects. It has been used for many years to reverse opioid overdose and is also approved for treating opioid addiction. The theory behind this treatment is that the repeated absence of the desired effects and the perceived futility of abusing opioids will gradually diminish craving and addiction. Naltrexone itself has no subjective effects following detoxification (that is, a person does not perceive any particular drug effect), it has no potential for abuse, and it is not addictive.

  Naltrexone as a treatment for opioid addiction is usually prescribed in outpatient medical settings, although the treatment should begin after medical detoxification in a residential setting in order to prevent withdrawal symptoms.

  Naltrexone must be taken orally—either daily or three times a week—but noncompliance with treatment is a common problem. Many experienced clinicians have found naltrexone best suited for highly motivated, recently detoxified patients who desire total abstinence because of external circumstances—for instance, professionals or parolees. Recently, a long-acting injectable version of naltrexone, called Vivitrol, was approved to treat opioid addiction. Because it only needs to be delivered once a month, this version of the drug can facilitate compliance and offers an alternative for those who do not wish to be placed on agonist/partial agonist medications.

   

  
    Comparing Buprenorphine and Naltrexone
  

  A NIDA study comparing the effectiveness of a buprenorphine/naloxone combination and an extended release naltrexone formulation on treating opioid use disorder has found that both medications are similarly effective in treating opioid use disorder once treatment is initiated. Because naltrexone requires full detoxification, initiating treatment among active opioid users was more difficult with this medication. However, once detoxification was complete, the naltrexone formulation had a similar effectiveness as the buprenorphine/naloxone combination.

   

  
    Tobacco Addiction Nicotine Replacement Therapy (NRT)
  

  A variety of formulations of nicotine replacement therapies (NRTs) now exist, including the transdermal nicotine patch, nicotine spray, nicotine gum, and nicotine lozenges. Because nicotine is the main addictive ingredient in tobacco, the rationale for NRT is that stable low levels of nicotine will prevent withdrawal symptoms—which often drive continued tobacco use—and help keep people motivated to quit. Research shows that combining the patch with another replacement therapy is more effective than a single therapy alone.

  
    Bupropion (Zyban®)
  

  Bupropion was originally marketed as an antidepressant (Wellbutrin). It produces mild stimulant effects by blocking the reuptake of certain neurotransmitters, especially norepinephrine and dopamine. A serendipitous observation among depressed patients was that the medication was also effective in suppressing tobacco craving, helping them quit smoking without also gaining weight. Although bupropion’s exact mechanisms of action in facilitating smoking cessation are unclear, it has FDA approval as a smoking cessation treatment.

  
    Varenicline (Chantix®)
  

  Varenicline is the most recently FDA-approved medication for smoking cessation. It acts on a subset of nicotinic receptors in the brain thought to be involved in the rewarding effects of nicotine. Varenicline acts as a partial agonist/antagonist at these receptors—this means that it midly stimulates the nicotine receptor but not sufficiently to trigger the release of dopamine, which is important for the rewarding effects of nicotine. As an antagonist, varenicline also blocks the ability of nicotine to activate dopamine, interfering with the reinforcing effects of smoking, thereby reducing cravings and supporting abstinence from smoking.

  Combined With Behavioral Treatment

  Each of the above pharmacotherapies is recommended for use in combination with behavioral interventions, including group and individual therapies, as well as telephone quitlines. Behavioral approaches complement most tobacco addiction treatment programs. They can amplify the effects of medications by teaching people how to manage stress, recognize and avoid high-risk situations for smoking relapse, and develop alternative coping strategies (e.g., cigarette refusal skills, assertiveness, and time management skills) that they can practice in treatment, social, and work settings. Combined treatment is urged because behavioral and pharmacological treatments are thought to operate by different yet complementary mechanisms that can have additive effects.

   

  
    Alcohol Addiction 
  

  
    Naltrexone
  

  Naltrexone blocks opioid receptors that are involved in the rewarding effects of drinking and the craving for alcohol. It has been shown to reduce relapse to problem drinking in some patients. An extended release version, Vivitrol—administered once a month by injection—is also FDA-approved for treating alcoholism, and may offer benefits regarding compliance.

  
    Acamprosate
  

  Acamprosate (Campral®) acts on the gamma-aminobutyric acid (GABA) and glutamate neurotransmitter systems and is thought to reduce symptoms of protracted withdrawal, such as insomnia, anxiety, restlessness, and dysphoria. Acamprosate has been shown to help dependent drinkers maintain abstinence for several weeks to months, and it may be more effective in patients with severe dependence.

  
    Disulfiram
  

  Disulfiram (Antabuse®) interferes with degradation of alcohol, resulting in the accumulation of acetaldehyde, which, in turn, produces a very unpleasant reaction that includes flushing, nausea, and plapitations if a person drinks alcohol. The utility and effectiveness of disulfiram are considered limited because compliance is generally poor. However, among patients who are highly motivated, disulfiram can be effective, and some patients use it episodically for high-risk situations, such as social occasions where alcohol is present. It can also be administered in a monitored fashion, such as in a clinic or by a spouse, improving its efficacy.

  
    Topiramate
  

  Topiramate is thought to work by increasing inhibitory (GABA) neurotransmission and reducing stimulatory (glutamate) neurotransmission, although its precise mechanism of action is not known. Although topiramate has not yet received FDA approval for treating alcohol addiction, it is sometimes used off-label for this purpose. Topiramate has been shown in studies to significantly improve multiple drinking outcomes, compared with a placebo.

  Combined With Behavioral Treatment

  While a number of behavioral treatments have been shown to be effective in the treatment of alcohol addiction, it does not appear that an additive effect exists between behavioral treatments and pharmacotherapy. Studies have shown that just getting help is one of the most important factors in treating alcohol addiction; the precise type of treatment received is not as important.

  
    Behavioral Therapies
  

  Behavioral approaches help engage people in drug abuse treatment, provide incentives for them to remain abstinent, modify their attitudes and behaviors related to drug abuse, and increase their life skills to handle stressful circumstances and environmental cues that may trigger intense craving for drugs and prompt another cycle of compulsive abuse. Below are a number of behavioral therapies shown to be effective in addressing substance abuse (effectiveness with particular drugs of abuse is denoted in parentheses).

  
    Cognitive-Behavioral Therapy (Alcohol, Marijuana, Cocaine, Methamphetamine, Nicotine)
  

  Cognitive-Behavioral Therapy (CBT) was developed as a method to prevent relapse when treating problem drinking, and later it was adapted for cocaine-addicted individuals. Cognitive-behavioral strategies are based on the theory that in the development of maladaptive behavioral patterns like substance abuse, learning processes play a critical role. Individuals in CBT learn to identify and correct problematic behaviors by applying a range of different skills that can be used to stop drug abuse and to address a range of other problems that often co-occur with it.

  A central element of CBT is anticipating likely problems and enhancing patients’ self-control by helping them develop effective coping strategies. Specific techniques include exploring the positive and negative consequences of continued drug use, self-monitoring to recognize cravings early and identify situations that might put one at risk for use, and developing strategies for coping with cravings and avoiding those high-risk situations.

  Research indicates that the skills individuals learn through cognitive-behavioral approaches remain after the completion of treatment. Current research focuses on how to produce even more powerful effects by combining CBT with medications for drug abuse and with other types of behavioral therapies. A computer-based CBT system has also been developed and has been shown to be effective in helping reduce drug use following standard drug abuse treatment.

  
    Contingency Management Interventions/Motivational Incentives (Alcohol, Stimulants, Opioids, Marijuana, Nicotine)
  

  Research has demonstrated the effectiveness of treatment approaches using contingency management (CM) principles, which involve giving patients tangible rewards to reinforce positive behaviors such as abstinence. Studies conducted in both methadone programs and psychosocial counseling treatment programs demonstrate that incentive-based interventions are highly effective in increasing treatment retention and promoting abstinence from drugs.

  Voucher-Based Reinforcement (VBR) augments other community-based treatments for adults who primarily abuse opioids (especially heroin) or stimulants (especially cocaine) or both. In VBR, the patient receives a voucher for every drug-free urine sample provided. The voucher has monetary value that can be exchanged for food items, movie passes, or other goods or services that are consistent with a drug-free lifestyle. The voucher values are low at first, but increase as the number of consecutive drug-free urine samples increases; positive urine samples reset the value of the vouchers to the initial low value. VBR has been shown to be effective in promoting abstinence from opioids and cocaine in patients undergoing methadone detoxification.

  Prize Incentives CM applies similar principles as VBR but uses chances to win cash prizes instead of vouchers. Over the course of the program (at least 3 months, one or more times weekly), participants supplying drug-negative urine or breath tests draw from a bowl for the chance to win a prize worth between $1 and $100. Participants may also receive draws for attending counseling sessions and completing weekly goal-related activities. The number of draws starts at one and increases with consecutive negative drug tests and/or counseling sessions attended but resets to one with any drug-positive sample or unexcused absence. The practitioner community has raised concerns that this intervention could promote gambling—as it contains an element of chance—and that pathological gambling and substance use disorders can be comorbid. However, studies examining this concern found that Prize Incentives CM did not promote gambling behavior.

  
    Community Reinforcement Approach Plus Vouchers (Alcohol, Cocaine, Opioids)
  

  Community Reinforcement Approach (CRA) Plus Vouchers is an intensive 24-week outpatient therapy for treating people addicted to cocaine and alcohol. It uses a range of recreational, familial, social, and vocational reinforcers, along with material incentives, to make a non-drug-using lifestyle more rewarding than substance use. The treatment goals are twofold:

  To maintain abstinence long enough for patients to learn new life skills to help sustain it; and To reduce alcohol consumption for patients whose drinking is associated with cocaine use

  Patients attend one or two individual counseling sessions each week, where they focus on improving family relations, learn a variety of skills to minimize drug use, receive vocational counseling, and develop new recreational activities and social networks. Those who also abuse alcohol receive clinic- monitored disulfiram (Antabuse) therapy. Patients submit urine samples two or three times each week and receive vouchers for cocaine-negative samples. As in VBR, the value of the vouchers increases with consecutive clean samples, and the vouchers may be exchanged for retail goods that are consistent with a drug-free lifestyle. Studies in both urban and rural areas have found that this approach facilitates patients’ engagement in treatment and successfully aids them in gaining substantial periods of cocaine abstinence.

  A computer-based version of CRA Plus Vouchers called the Therapeutic Education System (TES) was found to be nearly as effective as treatment administered by a therapist in promoting abstinence from opioids and cocaine among opioid-dependent individuals in outpatient treatment. A version of CRA for adolescents addresses problem-solving, coping, and communication skills and encourages active participation in positive social and recreational activities.

  
    Motivational Enhancement Therapy (Alcohol, Marijuana, Nicotine)
  

  Motivational Enhancement Therapy (MET) is a counseling approach that helps individuals resolve their ambivalence about engaging in treatment and stopping their drug use. This approach aims to evoke rapid and internally motivated change, rather than guide the patient stepwise through the recovery process. This therapy consists of an initial assessment battery session, followed by two to four individual treatment sessions with a therapist. In the first treatment session, the therapist provides feedback to the initial assessment, stimulating discussion about personal substance use and eliciting self-motivational statements. Motivational interviewing principles are used to strengthen motivation and build a plan for change. Coping strategies for high-risk situations are suggested and discussed with the patient. In subsequent sessions, the therapist monitors change, reviews cessation strategies being used, and continues to encourage commitment to change or sustained abstinence. Patients sometimes are encouraged to bring a significant other to sessions.

  Research on MET suggests that its effects depend on the type of drug used by participants and on the goal of the intervention. This approach has been used successfully with people addicted to alcohol to both improve their engagement in treatment and reduce their problem drinking. MET has also been used successfully with marijuana-dependent adults when combined with cognitive- behavioral therapy, constituting a more comprehensive treatment approach. The results of MET are mixed for people abusing other drugs (e.g., heroin, cocaine, nicotine) and for adolescents who tend to use multiple drugs. In general, MET seems to be more effective for engaging drug abusers in treatment than for producing changes in drug use.

  
    The Matrix Model (Stimulants)
  

  The Matrix Model provides a framework for engaging stimulant (e.g., methamphetamine and cocaine) abusers in treatment and helping them achieve abstinence. Patients learn about issues critical to addiction and relapse, receive direction and support from a trained therapist, and become familiar with self-help programs. Patients are monitored for drug use through urine testing.

  The therapist functions simultaneously as teacher and coach, fostering a positive, encouraging relationship with the patient and using that relationship to reinforce positive behavior change. The interaction between the therapist and the patient is authentic and direct but not confrontational or parental. Therapists are trained to conduct treatment sessions in a way that promotes the patient’s self-esteem, dignity, and self-worth. A positive relationship between patient and therapist is critical to patient retention.

  Treatment materials draw heavily on other tested treatment approaches and, thus, include elements of relapse prevention, family and group therapies, drug education, and self-help participation. Detailed treatment manuals contain worksheets for individual sessions; other components include family education groups, early recovery skills groups, relapse prevention groups, combined sessions, urine tests, 12-step programs, relapse analysis, and social support groups.

  A number of studies have demonstrated that participants treated using the Matrix Model show statistically significant reductions in drug and alcohol use, improvements in psychological indicators, and reduced risky sexual behaviors associated with HIV transmission.

  
    12-Step Facilitation Therapy (Alcohol, Stimulants, Opiates)
  

  Twelve-step facilitation therapy is an active engagement strategy designed to increase the likelihood of a substance abuser becoming affiliated with and actively involved in 12-step self-help groups, thereby promoting abstinence. Three key ideas predominate: (1) acceptance, which includes the realization that drug addiction is a chronic, progressive disease over which one has no control, that life has become unmanageable because of drugs, that willpower alone is insufficient to overcome the problem, and that abstinence is the only alternative; (2) surrender, which involves giving oneself over to a higher power, accepting the fellowship and support structure of other recovering addicted individuals, and following the recovery activities laid out by the 12-step program; and (3) active involvement in 12-step meetings and related activities. While the efficacy of 12-step programs (and 12- step facilitation) in treating alcohol dependence has been established, the research on its usefulness for other forms of substance abuse is more preliminary, but the treatment appears promising for helping drug abusers sustain recovery.

  
    Family Behavior Therapy
  

  Family Behavior Therapy (FBT), which has demonstrated positive results in both adults and adolescents, is aimed at addressing not only substance use problems but other co-occurring problems as well, such as conduct disorders, child mistreatment, depression, family conflict, and unemployment. FBT combines behavioral contracting with contingency management.

  FBT involves the patient along with at least one significant other such as a cohabiting partner or a parent (in the case of adolescents). Therapists seek to engage families in applying the behavioral strategies taught in sessions and in acquiring new skills to improve the home environment. Patients are encouraged to develop behavioral goals for preventing substance use and HIV infection, which are anchored to a contingency management system. Substance-abusing parents are prompted to set goals related to effective parenting behaviors. During each session, the behavioral goals are reviewed, with rewards provided by significant others when goals are accomplished. Patients participate in treatment planning, choosing specific interventions from a menu of evidence-based treatment options. In a series of comparisons involving adolescents with and without conduct disorder, FBT was found to be more effective than supportive counseling.

  
    Behavioral Therapies Primarily for Adolescents
  

  Drug-abusing and addicted adolescents have unique treatment needs. Research has shown that treatments designed for and tested in adult populations often need to be modified to be effective in adolescents. Family involvement is a particularly important component for interventions targeting youth. Below are examples of behavioral interventions that employ these principles and have shown efficacy for treating addiction in youth.

  
    Multisystemic Therapy
  

  Multisystemic Therapy (MST) addresses the factors associated with serious antisocial behavior in children and adolescents who abuse alcohol and other drugs. These factors include characteristics of the child or adolescent (e.g., favorable attitudes toward drug use), the family (poor discipline, family conflict, parental drug abuse), peers (positive attitudes toward drug use), school (dropout, poor performance), and neighborhood (criminal subculture). By participating in intensive treatment in natural environments (homes, schools, and neighborhood settings), most youths and families complete a full course of treatment. MST significantly reduces adolescent drug use during treatment and for at least 6 months after treatment. Fewer incarcerations and out-of-home juvenile placements offset the cost of providing this intensive service and maintaining the clinicians’ low caseloads.

  
    Multidimensional Family Therapy
  

  Multidimensional Family Therapy (MDFT) for adolescents is an outpatient, family-based treatment for teenagers who abuse alcohol or other drugs. MDFT views adolescent drug use in terms of a network of influences (individual, family, peer, community) and suggests that reducing unwanted behavior and increasing desirable behavior occur in multiple ways in different settings. Treatment includes individual and family sessions held in the clinic, in the home, or with family members at the family court, school, or other community locations.

  During individual sessions, the therapist and adolescent work on important developmental tasks, such as developing decision-making, negotiation, and problem-solving skills. Teenagers acquire vocational skills and skills in communicating their thoughts and feelings to deal better with life stressors. Parallel sessions are held with family members. Parents examine their particular parenting styles, learning to distinguish influence from control and to have a positive and developmentally appropriate influence on their children.

  
    Brief Strategic Family Therapy
  

  Brief Strategic Family Therapy (BSFT) targets family interactions that are thought to maintain or exacerbate adolescent drug abuse and other co-occurring problem behaviors. Such problem behaviors include conduct problems at home and at school, oppositional behavior, delinquency, associating with antisocial peers, aggressive and violent behavior, and risky sexual behavior. BSFT is based on a family systems approach to treatment, in which family members’ behaviors are assumed to be interdependent such that the symptoms of one member (the drug-abusing adolescent, for example) are indicative, at least in part, of what else is occurring in the family system. The role of the BSFT counselor is to identify the patterns of family interaction that are associated with the adolescent’s behavior problems and to assist in changing those problem-maintaining family patterns. BSFT is meant to be a flexible approach that can be adapted to a broad range of family situations in various settings (mental health clinics, drug abuse treatment programs, other social service settings, and families’ homes) and in various treatment modalities (as a primary outpatient intervention, in combination with residential or day treatment, and as an aftercare/continuing-care service following residential treatment).

  
    Functional Family Therapy
  

  Functional Family Therapy (FFT) is another treatment based on a family systems approach, in which an adolescent’s behavior problems are seen as being created or maintained by a family’s dysfunctional interaction patterns. FFT aims to reduce problem behaviors by improving communication, problem-solving, conflict resolution, and parenting skills. The intervention always includes the adolescent and at least one family member in each session. Principal treatment tactics include (1) engaging families in the treatment process and enhancing their motivation for change and (2) bringing about changes in family members’ behavior using contingency management techniques, communication and problem-solving, behavioral contracts, and other behavioral interventions.

  
    Adolescent Community Reinforcement Approach and Assertive Continuing Care
  

  The Adolescent Community Reinforcement Approach (A-CRA) is another comprehensive substance abuse treatment intervention that involves the adolescent and his or her family. It seeks to support the individual’s recovery by increasing family, social, and educational/vocational reinforcers. After assessing the adolescent’s needs and levels of functioning, the therapist chooses from among 17 A- CRA procedures to address problem-solving, coping, and communication skills and to encourage active participation in positive social and recreational activities. A-CRA skills training involves role-playing and behavioral rehearsal.

  Assertive Continuing Care (ACC) is a home-based continuing-care approach to preventing relapse. Weekly home visits take place over a 12- to 14-week period after an adolescent is discharged from residential, intensive outpatient, or regular outpatient treatment. Using positive and negative reinforcement to shape behaviors, along with training in problem-solving and communication skills, ACC combines A-CRA and assertive case management services (e.g., use of a multidisciplinary team of professionals, round-the-clock coverage, assertive outreach) to help adolescents and their caregivers acquire the skills to engage in positive social activities.

  

  
    Mutual Help Groups
  

  
    12-Step Groups
  

  To describe the impact and evolution of 12-step groups, let’s begin here:

  
    It’s a warm spring afternoon in 1935, and Bill Wilson is out of town on a business trip. He paces impatiently in the lobby of his hotel in Akron, Ohio, hundreds of miles from his home in New York. He has concluded a series of unsuccessful meetings and feels frustrated and alone.  
  

  
    Wilson has struggled with his sobriety since returning as an officer in the Great War (World War I) in 1919. He has been in and out of hospitals and psychiatric wards, repeatedly finding his way back to alcohol. Following a spiritual awakening, he now has several months sober, but he realizes he desperately needs to talk to someone else. 
  

  
    And not just any someone, but in particular, someone who can understand what he is going through. He needs someone who can listen to him without judgment, who won’t continuously interrupt to have him explain his experiences and feelings. Someone who will just KNOW what Wilson is going through as he feels the pangs of longing for just one sip of a drink.
  

  
    There’s a well-stocked bar a few steps away. From inside, Wilson hears the friendly chatter of hotel guests enjoying a carefree afternoon. He sees rows of attractive bottles lining the walls as the bartender pours a crisp, refreshing beer into a cold glass for one of the patrons. Wilson begins to sweat, and his brain can only think about the pure delight of that first sip of alcohol touching his lips. Yet he resists the urge momentarily and has another idea.
  

  
    Wilson begins pouring nickel after nickel into the payphone in the hotel’s lobby, looking to connect with a local who might guide him to another person who has experienced the struggle of sobriety. He eventually gets in touch with a pastor who gives him the name of Henrietta Seiberling, a local Oxford Group leader. Seiberling invites Wilson to meet with a nearby physician and known alcoholic, Dr. Bob Smith. 
  

  
    Wilson drives to Dr. Smith’s residence and approaches him tentatively. Wilson begins describing his desire to speak with someone about his drinking. At first, Smith mistakenly assumes Wilson has come to convince him of the need to seek help for Smith’s drinking problem, but the opposite is true. Wilson wants to be able to share openly about his own experiences and feelings, with Smith serving as audience and de facto therapist.
  

  
    By the end of the afternoon, neither has taken a drink. A fast friendship develops, along with a growing desire to reach out to others by sharing their stories. Their collaboration leads to the emergence of the first meetings of a group called Alcoholics Anonymous (AA). The group eventually spreads to every state and nearly every country in the world, and it has spawned over 200 other groups that utilize the same 12 steps of AA, touching millions of lives along the way.[1]
  

  AA was not the first group to try and support people who wanted to quit drinking, but it was the most successful, and its staying power is a testament to the model. Before AA, organizations that tried to help people stay sober were primarily religious in nature. Just before AA’s founding, Bill Wilson attended the Oxford Group, which emphasized evangelical Christian principles along with meetings where members confessed their struggles with alcoholism while seeking guidance from senior group members.

  The roots of AA are clear to see in the tenets of the Oxford Group. In an essay he wrote in 1960, Bill Wilson acknowledged that most of the steps of AA “stem directly” from the Oxford Group’s principles. However, Wilson and Smith realized that a strict emphasis on religion would ultimately turn people away and fracture the group, so they developed an approach that mirrors many traditional Judeo-Christian teachings but invites people of all backgrounds to participate. The rapid spread of AA meetings, followed by the publication of the group’s official text (often referred to as ‘The Big Book‘) in 1939, laid the groundwork for what would become modern addiction treatment in America. Bill Wilson was actively involved in helping several treatment centers establish their programs, notably the flagship location of Hazelden in Center City, Minnesota.

  In addition to 12-step groups, several other groups have emerged to support various types of recovery. These include Rational Recovery/SMART Recovery, Celebrate Recovery, Women for Sobriety, and Refuge Recovery. Interestingly, some of these groups vehemently eschew the role of spirituality in recovery (e.g. Rational Recovery), while others use it as their primary focus (e.g., Celebrate Recovery).

  
    A brief list of examples of 12-step organizations:
  

  Alcoholics Anonymous – founded in 1935, the original 12-step group focuses on helping its members to quit drinking and to spread their message to others

  Al-Anon Family Groups – founded in 1951 as a group to support family members and loved ones of alcoholics

  Narcotics Anonymous – founded in 1953 to help people quit using drugs other than alcohol

  Gamblers Anonymous – founded in 1957 to help compulsive gamblers

  Overeaters Anonymous – founded in 1960 to help people who have lost control over their eating

  Emotions Anonymous – founded in 1971 for people who are working on emotional stability

  In addition to the groups listed above, dozens of other problems have been targeted by 12-step fellowships. Each group applies the same steps to a particular issue that people are struggling with. This is consistent with the 12 traditions of AA, which include a narrow focus on helping others who have a problem with alcohol (tradition five) and avoidance of views on all outside issues (tradition ten).
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    Recovery Support Groups Not Based on the 12 Steps
  

  While millions of people credit 12-step involvement for their sobriety, many have been unsuccessful in Alcoholics Anonymous or have sought other alternatives. Some of these groups are discussed below.

  
    Women for Sobriety
  

  Often cited as the first secular alternative to Alcoholics Anonymous, Women for Sobriety was established in the 1970s by sociologist Jean Kirkpatrick as a group seeking to create a program more friendly to women. The group developed their own steps called the New Life program that alter the language of AA’s 12 steps, notably removing the word “powerless” from the first step.

  
    Rational Recovery
  

  As an alternative to traditional Alcoholics Anonymous groups, Rational Recovery was founded in 1986 by Jack Trimpey based on self-help rather than mutual help. The model of Rational Recovery does away with all mentions of spirituality and does not hold meetings. Instead, Rational Recovery emphasizes identifying and labeling one’s addictive voice that perpetuates the using behavior. According to the program, once a person learns the foundational cognitive skills of the approach, he or she simply needs to apply them on a regular basis, thus the removal of spirituality and fellowship from the program.

  
    SMART Recovery
  

  SMART stands for self-management and recovery training. This group emerged in the 1990s as some members of Rational Recovery found they wanted to hold in-person meetings to discuss their recovery. They utilize cognitive-behavioral techniques to help members practice improved coping skills and resist urges to use. Their in-person and online meetings are run by a certified SMART trainer.

  
    Celebrate Recovery
  

  Founded in 1991, Celebrate Recovery is a dedicated Christian organization. Whereas the 12 steps make general reference to a higher power but do not promote any particular religious beliefs, Celebrate Recovery promotes a path to healing that incorporates teachings from the Bible. As their website explains, they are a “Christ-centered 12-step program.” There are other significant differences from 12-step groups that distinguish Celebrate Recovery. First, the group does not focus on a single issue; they allow people with all addictions to participate.  Members struggle with a range of problems the group describes as “hurts, hang-ups, and habits.” Second, there is an emphasis on naming your higher power as Jesus and an unapologetic push to make Christ the focal point of recovery.

  
    Refuge Recovery
  

  Like Celebrate Recovery, Refuge Recovery uses spiritual practices as a foundation for recovery. In this group, Buddhist beliefs and practices are used in a non-theistic way to support sobriety. The group’s principles are based in part on those of Alcoholics Anonymous. Practices include meditation and mindfulness training, along with the “Four Truths of Refuge Recovery”:

  
    	Addiction creates suffering

    	The cause of addiction is repetitive craving

    	Recovery is possible

    	The path to recovery is available

  

  

  Substance Abuse and Mental Health Services Administration (US); Office of the Surgeon General (US). Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health [Internet]. Washington (DC): US Department of Health and Human Services; 2016 Nov. CHAPTER 5, RECOVERY: THE MANY PATHS TO WELLNESS. Available from: https://www.ncbi.nlm.nih.gov/books/NBK424846/

  
    

    
      Holistic Approaches
    

    In keeping with the concept of offering a menu of options to people in recovery, we close this chapter with a look at additional practices that may be beneficial. This includes such tools as dietary changes, exercise, and spiritual involvement.

    Substance Use Recovery and Diet  Courtesy of MedlinePlus from the National Library of Medicine

    
      Substance use harms the body in two ways:

      
        	The substance itself affects the body.

        	It causes negative lifestyle changes, such as irregular eating and poor diet.

      

      Proper nutrition can help the healing process. Nutrients supply the body with energy. They provide substances to build and maintain healthy organs and fight off infection.

    

    Recovery from substance use also affects the body in different ways, including metabolism (processing energy), organ function, and mental well-being.


The impact of different drugs on nutrition is described below.
OPIATES
Opiates (including codeine, oxycodone, heroin, and morphine) affect the gastrointestinal system. Constipation is a very common symptom of substance use. Symptoms that are common during withdrawal include:
	Diarrhea
	Nausea and vomiting

These symptoms may lead to a lack of enough nutrients and an imbalance of electrolytes (such as sodium, potassium, and chloride).
Eating balanced meals may make these symptoms less severe (however, eating can be difficult, due to nausea). A high-fiber diet with plenty of complex carbohydrates (such as whole grains, vegetables, peas, and beans) is recommended.
ALCOHOL
Alcohol use is one of the major causes of nutritional deficiency in the United States. The most common deficiencies are of the B vitamins (B1, B6, and folic acid). A lack of these nutrients causes anemia and nervous system (neurologic) problems. For example, a disease called Wernicke-Korsakoff syndrome (“wet brain”) occurs when heavy alcohol use causes a lack of vitamin B1.
Alcohol use also damages two major organs involved in metabolism and nutrition: the liver and the pancreas. The liver removes toxins from harmful substances. The pancreas regulates blood sugar and the absorption of fat. Damage to these two organs results in an imbalance of fluids, calories, protein, and electrolytes.
Other complications include:
	Diabetes
	High blood pressure
	Permanent liver damage (or cirrhosis)
	Seizures
	Severe malnutrition
	Shortened life expectancy

A woman’s poor diet when pregnant, especially if she drinks alcohol, can harm the baby’s growth and development in the womb. Infants who were exposed to alcohol while in the womb often have physical and mental problems. The alcohol affects the growing baby by crossing the placenta. After birth, the baby may have withdrawal symptoms.
Laboratory tests for protein, iron, and electrolytes may be needed to determine if there is liver disease in addition to the alcohol problem. Women who drink heavily are at high risk of osteoporosis and may need to take calcium supplements.
STIMULANTS
Stimulant use (such as crack, cocaine, and methamphetamine) reduces appetite, and leads to weight loss and poor nutrition. Users of these drugs may stay up for days at a time. They may be dehydrated and have electrolyte imbalances during these episodes. Returning to a normal diet can be hard if a person has lost a lot of weight.
Memory problems, which may be permanent, are a complication of long-term stimulant use.
MARIJUANA
Marijuana can increase appetite. Some long-term users may be overweight and need to cut back on fat, sugar, and total calories.
NUTRITION AND PSYCHOLOGICAL ASPECTS OF SUBSTANCE USE
When a person feels better, they are less likely to start using alcohol and drugs again. Because balanced nutrition helps improve mood and health, it is important to encourage a healthy diet in a person recovering from alcohol and other drug problems.
But someone who has just given up an important source of pleasure may not be ready to make other drastic lifestyle changes. So, it is more important that the person avoid returning to substance use than sticking with a strict diet.
GUIDELINES
	Stick to regular mealtimes.
	Eat foods that are low in fat.
	Get more protein, complex carbohydrates, and dietary fiber.
	Vitamin and mineral supplements may be helpful during recovery (this may include B-complex, zinc, and vitamins A and C).

A person with substance use is more likely to relapse when they have poor eating habits. This is why regular meals are important. Drug and alcohol addiction causes a person to forget what it is like to be hungry, and instead think of this feeling as a drug craving. The person should be encouraged to think that they may be hungry when cravings become strong.
During recovery from substance use, dehydration is common. It is important to get enough fluids during and in between meals. Appetite usually returns during recovery. A person in recovery is often more likely to overeat, particularly if they were taking stimulants. It is important to eat healthy meals and snacks and avoid high-calorie foods with low nutrition, such as sweets.
The following tips can help improve the odds of a lasting and healthy recovery:
	Eat nutritious meals and snacks.
	Get physical activity and enough rest.
	Reduce caffeine and stop smoking, if possible.
	Seek help from counselors or support groups on a regular basis.
	Take vitamin and mineral supplements if recommended by the health care provider.



 
    Roessler, K.K. Exercise treatment for drug abuse–a Danish pilot study. Scand J Public Health. 2010 Aug;38(6):664-9. doi: 10.1177/1403494810371249. Epub 2010 Jun 7. PMID: 20529968.
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      An interactive or media element has been excluded from this version of the text. You can view it online here:
https://cod.pressbooks.pub/addiction/?p=58

    

  

  

  
    
      	This story is based on the book My Name is Bill by Susan Cheever. ↵
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II
Epilogue: Future Directions


  
  Relatively speaking, the field of addiction studies is a new one. Before the mid-1900s, addiction treatment and addiction professionals did not exist. The lack of research and the stigma around addiction meant that those struggling with addiction had few options at the time.

  Over the past several decades, our understanding of this illness has increased significantly, and we expect that it will grow tremendously in the coming years. We may well look back in just a couple of decades at how limited our knowledge is today, and that would be a wonderful thing!

  We wanted to close this book by discussing a few of the significant issues we see facing the field of addictions in the coming years. These topics are food for thought for anyone currently in the field or considering a career that deals with addictions.

  
    	One of the trends we have noticed in recent years is an increased emphasis on the use of medications to treat addiction. The gold standard of opioid treatment is now rooted in medication-assisted therapy such as Suboxone or methadone. We believe that this trend will continue as further research uncovers medications that help support recovery from drugs such as cocaine and marijuana, which currently have no such options.

    	Other developments may arise through new ways to treat chronic pain. The opioid epidemics of the early 21st century have created concern among elected officials and the general public about the overuse of prescription pain medicines. Scientists are now attempting to find ways of managing pain that do not have the same risk of abuse and addiction that come with traditional opioid medications. Such a breakthrough could be a major public health milestone, as opioid overdose has become one of the leading causes of death in the United States.

    	In terms of treatment approaches, we also see creative methods being used to offer improved services, such as case management and coaching models. Managed care remains a struggle for treatment providers, with an emphasis on evidenced-based, well-documented treatment. Agencies have also begun emphasizing case management approaches that connect clients with a myriad of community resources to support the recovery process.

    	Recovery coaching is a new model that utilizes a paraprofessional who can guide someone in recovery. Such an individual would have some training but would not serve in the role of a clinical staff member. In many ways, this harkens back to the roots of the field, when most counselors were themselves in recovery and often newly-minted graduates of the very treatment program where they worked. Addictions treatment has become more medically-based and now requires higher levels of education, which are positive developments. At the same time, the importance of peer support cannot be underestimated. After all, it is one of the foundations of 12-step recovery, which has a longer history of success than any other approach. A recovery coach might fill this need while supporting the work of treatment professionals.

    	One last issue we wanted to raise here is that the cultural norms around drug use are shifting. As mentioned in the presentation on “the celebrated drugs,” the role of marijuana in American culture has changed as medicinal and even recreational use become the norm. Meanwhile, traditional tobacco products such as cigarettes are on the decline, even though e-cigarettes may be quickly taking their place. As we learn more about the dangers of alcohol, will its prominent place in society remain unchanged, or will it experience the same fate as cigarettes? These issues may have different answers from one year to the next, and even from one part of the country to the next.

  

  

  We hope you have enjoyed this book and expanded your knowledge about the field of addiction studies. At the same time, we realize the contents here only scratch the surface when it comes to the ocean of information about addiction. Whether you are considering a career in addictions or another mental health profession, or you are the friend or loved one of someone suffering from addiction, or you find yourself wondering about your own drug use, please keep learning and searching for answers.
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Resources


  
  
    Further information can be found below. Just click on the name and the link will take you to the website:
  

  
    Understanding Addiction
  

  
    Facing Addiction in America: The Surgeon General’s Report
  

  
    The Surgeon General’s Spotlight on Opioids
  

  
    Understanding Drug Use and Addiction
  

  
    Getting Help
  

  
    Substance Use Treatment Locator
  

  
    Alcoholics Anonymous
  

  
    Narcotics Anonymous
  

  
    SMART Recovery
  

  
    Do You Have a Drinking Problem?
  

  
    Support for Family and Loved Ones
  

  
    Resources for Families Coping with Mental and Substance Use Disorders
  

  
    Al-anon Family Groups
  

  
    Say Why to Drugs Podcast with Dr. Suzi Gage
  

  
    Cannabis
  

  
    Tobacco
  

  
    Alcohol
  

  
    MDMA
  

  
    Heroin
  

  
    Cocaine
  

  
    Amphetamines
  

  
    Addiction
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Recommended Reading


  
  There is an enormous body of literature on the subject of addiction. Here are just a few titles that we recommend exploring to provide you with more insight into this important issue:

  Lance Dodes – The Heart of Addiction

  William White – Slaying the Dragon

  Caroline Knapp – Drinking: A Love Story

  Gabor Mate – In the Realm of Hungry Ghosts

  Maia Szalavity – Unbroken Brain

  Sam Quinones – Dream Land

  Alcoholics Anonymous – The Big Book

  Amitava Dasgupta – The Science of Drinking

  David Nutt – Drugs Without the Hot Air & Booze Control: The Mind-Blowing Science of Alcohol

  Cynthia Kuhn, Scott Swartzwelder, & Wilkie Wilson – Buzzed
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Photo Gallery


  
  In the gallery below, you will see several images related to drugs discussed in this book.

   

  
    [image: An image showing brain scans of non-addicts compared to those of chronic cocaine users. The brains of the cocaine users have significantly less dopamine activity.]
    These scans compare brain activity in non-addicts to those of chronic cocaine users. The brains of cocaine users have significantly less dopamine activity. Over time, activity levels increase if abstinence is maintained.
  
   

   

   

   

   

   

   

   

   

   

  
    [image: Close-up of a cannabis plant.]
    Close-up of a cannabis plant.
  
  
    [image: Xanax pills]
    Xanax pills
  
   

   

   

   

   

   

   

  
    [image: Coca plants]
    A coca plant. Cocaine can be extracted from the plant.
  
   

   

   

   

   

   

   

  
    [image: Field of poppy flowers.]
    Field of poppy flowers. Opium can be extracted from these plants.
  
  

  
    [image: Woman holding an electronic cigarette (vape).]
    Woman holding an electronic cigarette (vape).
  
  
    Media Attributions

    
      	Cocaine User’s Brain Scans (CC BY-NC-ND) Brookhaven Laboratory © Brookhaven Laboratory is licensed under a CC BY-NC-ND (Attribution NonCommercial NoDerivatives) license

      	Marijuana Plant (CC BY 2.0 Brett Levin Photography) © Brett Levin Photography is licensed under a CC BY (Attribution) license

      	Xanax Pills (CC BY 2.0) © Dean812 is licensed under a CC BY (Attribution) license

      	Coca Plants © Travelin' Librarian is licensed under a CC BY-NC (Attribution NonCommercial) license

      	Poppy Field © Wazimu0 is licensed under a CC BY (Attribution) license

      	Woman Holding Vape © Vaping360 is licensed under a CC BY (Attribution) license
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