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        Praise for

        Beyond Addiction

        “This is the most important new resource for the millions of families struggling with drug and alcohol problems, and all the hopelessness and helplessness that goes with them. First, it provides reason for hope based on science, not conventional wisdom. Second, it provides a comprehensive, compassionate, and understandable plan, not a recipe for a quick fix. And third, it reaffirms that applying the family’s natural kindness and positive reinforcement, rather than withholding it, is what makes change possible.”

        —Tom Hedrick, founding member, The Partnership at Drugfree.org

        “I am an expert in substance use disorders—quoted all the time. But I could never apply all that so-called expertise where it really counted: in my own family. I had scientific knowledge but no practical tools to help me and my affected family cope and return to sanity. This book would have saved a lot of time, money, and, most important, pain. I intended to read it as a professional courtesy and to offer editorial and perhaps scientific comments. Instead I found myself taking notes on every chapter and Xeroxing some of the handy tables. Two weeks after reading the book, both my son and I are using these basic lessons and specific techniques with my grandkids.”

        —A. Thomas McLellan, PhD, executive director, Treatment Research Institute; former deputy director of the Office of National Drug Control Policy; and professor of psychiatry at the University of Pennsylvania

        “Beyond Addiction breaks out of the mold of traditional resources for families of people struggling with addiction. Unlike most popular self-help books in the field, which suggest family members can only help themselves, Beyond Addiction empowers readers by letting them know that they can help their loved one change and showing them exactly how to do it. I started to put its invaluable suggestions into practice immediately in my personal and professional life. If you’re at the end of your rope, this book will provide hope, help you get your life back on track, and greatly improve the odds that your loved one will seek help.”

        —Anne M. Fletcher, MS, author of Inside Rehab and Sober for Good

        “Finally there is a family-based treatment for addiction that works. Beyond Addiction is the first effective book addressed to families of those with substance abuse problems. Instead of the old bromides—detaching and boundary setting—that are based on assumptions of family helplessness, Beyond Addiction offers evidence-based methods for families to motivate and reinforce change for an addicted loved one. The focus here is on effectiveness training for families, using collaboration and kindness rather than confrontation to support behavior change. I highly recommend this book; it should be required reading if your loved one struggles with substance abuse.”

        —Matthew McKay, PhD, coauthor of Thoughts & Feelings and The Dialectical Behavior Therapy Skills Workbook

        “Objectively written and conveyed with congenial authority, the book offers collective hope to families of substance abusers. . . . Essential.”

        —Kirkus Reviews

        “[Beyond Addiction’s] gentle, optimistic, and explanatory approach offers hope by giving family members outlets besides fighting, feeling stress, or idly waiting for motivation to happen. The book helpfully offers reminders that although no one can make another person change, there is much that can be done to make change seem appealing and possible.”

        —Publishers Weekly

        “Full of useful information and practical suggestions . . . an ­important resource for families affected by drug and alcohol problems.”

        —Tulsa World
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For everyone who is hoping and working for change.




In a gentle way, you can shake the world.


—MAHATMA GANDHI





Foreword


It is with the greatest pleasure that we write this preface. Jane and I have known and worked for more than a decade with the directors and staff of the Center for Motivation and Change (CMC), and we have conducted workshops and staff trainings in CRAFT (Community Reinforcement and Family Training) at CMC with Jeff Foote. The first workshop drew an international audience from three continents. CMC’s absolute commitment to change the way family treatment is done, and their determination to do whatever it takes, are unsurpassed, and it is also significant that CMC had been using and promoting evidenced-based treatments long before they became popular.


CMC has embraced the task of working with families—not just the individual with the substance use problem but the whole family. Many treatment centers in the United States still use old-school treatments that have not been tested by rigorous randomized clinical trials, whereas CMC has developed several programs for substance-abusing individuals and their families based on solid evidence-based treatments. Without question, CMC has been innovative and progressive in their evaluation and treatment of people suffering either directly or indirectly (i.e., family members) from substance use.


I can personally attest to the pain caused by having a family member who abuses alcohol or drugs. I came from one of those families and I understand the anguish firsthand. As my father’s out-of-control drinking continued, I also witnessed my mother suffering incredible pain. As a result of her frustrations, my brother and I also suffered. My mother passed away at the young age of forty-five. It is because of this troubled history that I carved out my path of investigating humane and positive ways to help substance users and family members. My early years in the field brought me to the stark reality that there was no reliable or reasonable treatment for family members at the time. “Family Days” at treatment centers typically centered around viewing a film on the effects of alcohol.


The addiction field as a whole has struggled to find effective ways to help distraught family members. During my long tenure in the substance abuse field, I developed a program called Community Reinforcement and Family Training. CRAFT is designed specifically to empower family members. It teaches them how to take control of their lives, and as part of this process to change their interactions with the substance user in ways that promote positive behavioral change. Clinical trials on CRAFT have shown that when family members use these positive, supportive, nonconfrontational techniques, not only do they find ways to get their loved one into treatment, but the family members themselves feel better—specifically showing decreases in depression, anger, anxiety, and medical problems—when they participate in CRAFT. Clinical trials also have shown that the family members benefit emotionally even if their loved one does not enter treatment.


The Center for Motivation and Change has taken CRAFT, motivational interviewing, and cognitive behavioral therapy and woven them into a powerful treatment system under the expert guidance of its directors, Drs. Jeff Foote and Carrie Wilkens. Jane and I became fans of CMC years ago, due to their kindred spirit and their commitment to doing the right thing. It is a true honor to know and work with such dedicated people.


We believe this book will have a huge positive impact on the addiction community, beginning with therapists and researchers. But we also hope it opens the eyes of directors, legislators, and families to a novel way of thinking about how to approach and address the family’s substance use problem.


—Robert J. Meyers, PhD, Emeritus Associate Research Professor of Psychology, University of New Mexico, and Director of Robert J. Meyers, PhD & Associates


—Jane Ellen Smith, PhD, Professor and Chair, Department of Psychology, University of New Mexico, Albuquerque, NM





Where to Start





INTRODUCTION



Hope in Hell


To accept the things you cannot change . . . to change the things you can . . . to know the difference.


—Adapted from the AA motto


This book is different.


You may have picked up this book in desperation, you may be afraid nothing will help, but we are optimistic we can change that.


Maybe your husband’s drinking increased after the kids went to college and you worry it’s only going to get worse. Maybe your grown son doesn’t return calls anymore, seems uninterested in working, and smokes a lot of pot. Maybe your daughter has stopped eating, or maybe she can’t seem to stop. Maybe your elderly mom sounds slurry every time you call her in the evening, but never remembers it the next day. Maybe your brother is back in treatment, again, for methamphetamine abuse. Substance and compulsive behavior problemsIcan take endless shapes and vary in terms of severity, scariness, and heartbreak.


Families come to our program every day with these and many other serious problems. Still we are optimistic. We don’t mean that maybe you’ll be lucky or that it’s no big deal. We are optimistic because we know change is possible. If your own optimism has gotten shaky in recent months or years, we invite you to borrow ours for now. Take this book like a steadying hand. And know that you can make a difference.


As researchers and clinicians, we’ve seen the evidence over the past forty years that families and friends make a difference in helping someone who struggles with drinking, drugs, eating, or other compulsive behaviors. Often, it is the critical difference.


We also know that people get better, and there are many reasons to be hopeful. However, you’re probably more familiar with the popular notions of intractable character defects and progressive, chronic disease. There’s widespread pessimism about the possibility of real change. Addiction can be terrible—at times life-threatening. But change is possible, and there are clear paths leading to it.


This is why, ten years ago, we created a new treatment program, the Center for Motivation and Change (CMC), in New York City, where we are part of a revolution in addiction treatment based on evidence and on a new model for change.


We built our practice on optimism, not because it made us feel good, though it does, but because it works. We base our optimism, our clinical practice, and now this book on forty years of well-documented research on how substances and other compulsive behaviors affect people, why people use them, and how and why people stop self-destructive behavior and start on paths toward health and happiness. In turn, our experiences with thousands of clients bear out the research findings.


There is in fact a science of change.


Every day at CMC we see clients put it into practice, using the knowledge, attitudes, and skills you’ll find in this book. It takes time, and it is not usually a straight or smooth path. But it is a better way. Things can and do change. The process already started when you picked up this book.


The Science of Change


It’s been five hundred years since the scientific revolution, and we’ve had modern medicine for at least a century. Yet shockingly, the understanding and treatment of substance use in the United States has been exempt from scientific standards and separate from mainstream healthcare until quite recently.


Researchers in America only began to collect evidence in earnest in the 1970s. The National Institute on Alcohol Abuse and Alcoholism (NIAAA) was established in 1970, followed by the National Institute on Drug Abuse (NIDA) in 1974. Finally, after years of folk wisdom running the gamut from truly helpful to ineffective to harmful, federal money flowed toward scientific studies of what works, including what family and friends like you can do to help. The increasing number of controlled studies, including our own, over these forty-odd years, has created a mountain of evidence—scientists have separated the wheat from the chaff, revealing that certain approaches and treatment strategies are more successful than others. That’s good news, and we hope that it will help you find your own optimism.


Most people equate treatment with intensive, residential “rehab” and believe rehab is the starting point of all change. In fact, there are many treatment options and substantial evidence that outpatient treatment is at least as effective in most cases and often a better place to start. Since 1996, the American Society of Addiction Medicine recommends starting with the least intensive treatment that is safe. Dr. Mark Willenbring, former director of the Treatment and Recovery Research Division of NIAAA, describes how the vast majority of people who could benefit from help don’t get it, in part because the system is designed to treat the most severe problems, while the culture dictates waiting until someone “hits bottom”—in other words, waiting until problems become severe. Family members and friends are left with few options other than to stand by and watch things get worse, then get their loved one into rehab if they can. This despite strong evidence that reaching people early, when their problems are less severe and more treatable, leads to better outcomes. Thankfully, the treatment system is starting to change.


The evidence supports many ways to address substance use disorders, as many ways as there are reasons people have them. Treatment is not always necessary; it turns out that many people get better without ever seeking professional help. There is also clear evidence that certain treatment approaches consistently outperform others. Cognitive-behavioral and motivational approaches, for example, which treat substance abuse like any other human behavior, are significantly more effective than confrontational approaches aimed to challenge a person’s “denial” about his “disease.”


Research has demonstrated that the popular belief that if someone “just stops” using a substance, then the rest of his problems will take care of themselves is simplistic and untrue. Substance problems are complex and multidetermined, often driven by underlying psychiatric disorders such as depression, anxiety, bipolar disorder, or attention deficit disorders that require specialized attention over and beyond just treating the substance problem. In other words, good treatment often includes psychiatric care, which has historically been overlooked or even discouraged in some drug and alcohol treatment settings.


Science has also given us a better understanding of the brain’s role in substance use and compulsive behaviors. With that science, there are new medications that reduce cravings and compulsivity, block drug effects, ease withdrawal, and treat underlying issues. Neuroimaging research provides new insights into the effects of substances on the brain; and recent discoveries in neuroscience have shown the power of neuroplasticity in the brain’s healing itself.


And science has revealed that teenagers are not simply grown-ups who text a lot; they are neurologically, psychologically, socially, and legally different from adults, and they have different treatment needs. Until about fifteen years ago, most of the services available for adolescents were barely modified adult treatments. Clinical trials have shown us that teenagers respond well to appropriate treatment and just as with adults, some treatments are considerably more effective than others. You might be surprised to learn that they all involve parents as active treatment participants (and often siblings, peers, and school systems).II


Finally, research has shown how you can play a role in change. Our work with families and friends of people with substance problems is informed by CRAFT—Community Reinforcement and Family Training—a scientifically supported, evidence-based, clinically proven approach to helping families of substance abusers. CRAFT grew out of treatment innovations that began in the 1970s. A group of researchers in Illinois, led by behavioral psychologist Nathan Azrin, developed what is still the most effective behavioral treatment for substance users, and called it the Community Reinforcement Approach, or CRA. In the process, they discovered that family involvement was a crucial factor in successful change. Robert J. Meyers, PhD (one of the original Illinois group), expanded the CRA approach to work with families when their loved one refused help, and called it CRAFT. After moving to the Center on Alcoholism, Substance Abuse and Addictions (CASAA) at the University of New Mexico, Dr. Meyers conducted further research and clinical trials (teaming with Jane Ellen Smith, PhD), and they and others investigating CRAFT have given us robust evidence that given the right tools, families can effect change.


CRAFT has three goals: 1.) to teach you skills to take care of yourself; 2.) to teach you skills you can use to help your loved one change; and 3.) to reduce substance use, period, whether your loved one gets formal treatment or not. CRAFT is behavioral in that it employs strategies for real-world, observable change. CRAFT is also motivational, drawing its strength from collaboration and kindness rather than confrontation and conflict. This motivational and behavioral approach is the core of our work with families, the substance of the helping strategies in this book, and an opportunity for profound change.


Drs. Meyers and Smith and other research groups have studied CRAFT with family members from a variety of socioeconomic, ethnic, and age groups struggling with a range of different substances, with the following results:


• Two-thirds of people using substances who had been initially resistant to treatment agreed to go to treatment (typically after family members had around five sessions of CRAFT).


• The majority of participating spouses and parents reported being happier, less depressed, less angry, and having more family cohesion and less family conflict than prior to their CRAFT sessions, whether or not their loved one engaged in treatment.


• CRAFT’s effectiveness in engaging substance users and improving family functioning is found across substance types, relationship types, and ethnicities.




Good News: Things get better with CRAFT. Families feel better, substance use often decreases, and people with substance problems usually enter treatment when a family member uses CRAFT.





CRAFT works, first, because it understands substance problems holistically, in the context of family, community, and work. People do not use substances in a vacuum. Their relationships impact their substance use just as their substance use impacts their relationships. CRAFT recognizes that most family members and friends, for their part, have good intentions, good instincts, and a healthy desire to help. CRAFT treats the problems families face as a deficit of skills rather than as a disease of codependence. These skills can be learned.


Second, CRAFT recognizes that “just stopping” is not a sustainable long-term solution. While change depends at first on stopping (or reducing), the $64,000 question is what promotes staying stopped. CRAFT asks you to see what makes substance use rewarding to your loved one, so that you can introduce the “competition”—more constructive activities that serve the same needs—into her world. To this end, CRAFT will feel strange at first. If you have been viewing her substance problem as the cause of all other problems for some time, you may wonder what taking her bike in for a tune-up could have to do with anything. Plenty, as we’ll see.


What We Offer


First, we offer a new perspective on why your loved one does what he does. “Why” is a key to change. Second, we will teach you skills: positive communication, reinforcement strategies, and problem-solving skills to transform your relationship with your loved one and your life. Third, we will help you navigate what is often a one-toned, ideologically tinged treatment system, because there are treatment approaches and settings, medications, and knowledge available that you run a high risk of never encountering through traditional channels. Fourth, we will show you how to take better care of yourself so you’ll have the energy to keep going, keep changing, keep helping. Finally, we will teach you skills to make peace with the things you cannot change.


Questions You Might Have


Here are the primary questions from families who come to us. While there is no quick fix, we do have some answers.


Can I really help him if he doesn’t want to change?


Yes! This is perhaps the best question you could ask, and really the heart of the matter. With a motivational approach, part of helping people change is helping them want to change. You, the one at his side, worried, distraught, and horrified, don’t have to stand by in detachment or go ballistic as your only alternatives (though you might do these things sometimes anyway). If you give people the right encouragement, stay connected to them, provide good options (not ultimatums), respect their right to be part of the solution, and keep your balance by taking care of yourself and setting healthy limits, things get better. Change doesn’t always happen as quickly as we want and it can be messy, but it happens.


Even when people say repeatedly that they don’t want to or simply can’t change, they do so all the time—even in the face of long odds. Why? Because change becomes worth it to them. The balance shifts enough for them to say, “Enough! Let me try another way.” The pain of continuing what they are doing and the benefits of changing begin to seem to them to outweigh the benefits of continuing to use and the pain of changing. The little-known but well-documented secret of our field is that many people change on their own, including recovering from terrible substance problems, because change becomes worth it.


The reality is that people by nature have a self-righting mechanism—but you don’t need to wait passively for this righting mechanism to kick in. Your involvement can help bring about an internal shift in your loved one toward positive change. Most people do not need to “hit rock bottom” and “admit they are addicts” for real change to occur. Though some people change this way, it’s not the only way. In fact, when people use these phrases to describe how they changed, they are expressing their versions of exactly what we mean—something shifted to make it worth it to them. What you will learn here is how to help your loved one make this shift, without stepping away from him, and sooner rather than later. This book will help you trust and influence the process of change.


What if I feel as though I’ve already tried everything?


Depending on what has transpired by the time you picked up this book, some skepticism at the idea of doing more is understandable. It’s also natural for you to despair sometimes, but this doesn’t mean your situation is actually hopeless. At some level you know this: you’re reading this book because even if you feel as though you’ve tried everything, you’re still trying! It can be hard to feel hopeful when change doesn’t seem to be happening, despite best intentions and major investments of time, money, and emotions. However, we know that you haven’t tried everything, though you may feel like you have. How do we know? Because at this point only a few treatment providers in North America share our approach for working with families and friends. The system is starting to change, but for now we can be pretty sure you’ll find something new here.


You’ll discover, for instance, that how you communicate has a major impact on your loved one’s attitude toward change, her willingness to take more responsibility for herself, the atmosphere in your home, and how you feel when your head meets your pillow at night. While many of us feel like we can communicate well enough, when it comes to stressed interactions with our loved one, communication typically breaks down. Stepping away from the fight and using new communication skills will make a difference.


You’ll see that lapses and relapses—commonly seen as crises—are a natural part of getting better for most people. They are not failures to change but opportunities to learn. Most people go through many stages of change—resistance, willingness, learning and progress, frustrations and setbacks, more resistance, more willingness, more learning and progress. Understandably, your loved one’s setbacks may try your patience and equanimity. With new understanding, resilience, and skills to tolerate the downs with the ups, you won’t have to feel as though your life is on hold (or coming apart) until she gets it perfectly.


You’ll learn that you can help by seeing your loved one’s point of view; by knowing your full range of options; by understanding how change works. You can help by treating her with kindness and respect; by learning how to problem-solve; by learning how to have patience. You can help her navigate the treatment system and you can support her aftercare plan. You can let her understand that while you may be upset sometimes, you’re on her side. You can help by getting out of the way to let her realize the consequences of her behavior. You can help by taking care of yourself. There are many ways you can help your loved one change. We will show you how.


And, what about me? How can I begin to feel better?


In other words, how can you help yourself? You may feel exhausted from helping so much and you may doubt whether you can help any more. At the same time, you may believe that putting your needs last is the hallmark of a good helper. But the captain doesn’t help by going down with the ship (however heroic it seems); taking care of yourself is a skill you can’t afford to ignore.


If you’re like most people, you’ve probably been living for some time—for many people it’s been years—with a toxic combination of fear, anger, and wishing that there weren’t really a problem or that the problem would just go away. Chronic worrying affects your physical and mental health. It can disrupt your sleep, interfere with your concentration, and play havoc with your moods. It wears on your heart, figuratively and physiologically. You may have gotten to the point where the only way you show love toward this person is by worrying. You may not have noticed the effect worry is having on you because you’ve been so busy worrying about someone else. This book will help you change too.


And, finally: What can I DO right now?


First, change the way you think about substance use, compulsive behavior, and change. This is important: thinking is doing. How you think about a problem is the first step to a solution and the first thing you can change. To help you do this, we’ve distilled the ten most revolutionary discoveries by scientists and clinicians in our field over the past forty years—ten evidence-based reasons to have hope.


1. You can help.


We can’t emphasize enough that you can help.


The research evidence is clear: involving family and friends in helping a loved one struggling with substances significantly increases the odds of improvement and helps maintain positive changes. Family influence is a commonly cited reason for seeking treatment for substance use problems. In other words, you have an impact and you have leverage.


The opposite has been said too often, that the best way to help is not to help. You have probably run into terms like “tough love,” “enabling,” “codependency,” and “detach with love.” They’re everywhere, so it’s no wonder so many people are confused—maybe even feeling guilty and blamed.


Our clients who have read books on codependency worry about doing anything nice for their loved ones for fear that it might be “enabling” their destructive behavior. One client asked if it was okay to make waffles for his daughter on Sunday morning. He knew she still smoked pot sometimes, and he was scared of inadvertently encouraging the behavior by being nice. Of course it’s okay to make your loved one breakfast. We will teach you how to take care of your loved one without condoning or supporting the behavior you don’t want.


Conversely, when frustrations and disappointments mount, you may, understandably, want to get “tough”—yell or turn your back. But when you yell at your loved one to stop drinking, are you straightening her out, or giving her more reason to drink? When you don’t yell at your loved one to stop drinking, are you sending the message that it’s not important to you?


These are all good questions. Our answers may surprise you. We’ll show you how to extricate yourself from negative patterns, not by “detaching” but by encouraging positive, nonusing behaviors instead.


2. Helping yourself helps.


It’s not either/or. You don’t have to choose between your self-preservation and his. The evidence is clear about this too. You might feel distant; you might feel like you hardly know him anymore, but you and your loved one are on parallel paths. When you help yourself, you help your loved one.


Your emotional resilience, physical health, social supports, and perspective on change can contribute to his. First, you will be setting an example. Second, you need internal resources to do what is most helpful for your loved one.


As you read this book you’ll notice that what we will ask of you will be similar to what you will ask of your loved one. We want you to feel better about you and learn how to take care of you. We want you to feel hopeful about your life and remember how to have fun. We want you to notice what’s not working for you, try something different, and practice, practice, practice.


To paraphrase the classic airplane safety announcement: you both need oxygen; we want you to put on your oxygen mask first.


3. Your loved one isn’t crazy.


Nor is your loved one a bad person. From your perspective, her behavior may seem to lie somewhere on a spectrum between ill-advised and demonic. From her perspective, it makes a certain kind of sense—and her perspective matters. People don’t use substances because they’re crazy. People don’t use substances because they’re bad people. People use substances because they get something they like out of it.


Maybe it makes socializing easier, or makes business doable, or makes sex possible, or makes depression go away. Maybe it’s fun (one of the hardest reasons to accept when the downsides are so apparent to you). The reasons are different for different people. You wouldn’t be reading this if there weren’t a serious downside to the way your loved one uses substances, and the suggestion that you try to understand her point of view may seem galling to you. But understanding—not condoning—why people do what they do gives us a much better chance of helping.


It may seem like a leap, but most people, including people with substance problems, are capable of making rational decisions. Studies have found repeatedly that most people stop abusing substances on their own, without formal treatment or intervention. If you believe, however, that a person is incapable of honesty, reasoning, and constructive collaboration with you, there will be no chance of engaging on these terms. And probably she will live down to your expectations. Research has shown that the more you criticize someone, presumably (and understandably) in the hopes of “getting through” to her, the more defensive she’ll become—which is often taken for “denial.” This book offers strategies based on respect and optimism that are proven to lower defenses and get you on the same side, working together against the problem.


You may feel you have lost touch completely with your loved one’s good qualities. That’s a sad place to be, but understandable. One of our hopes in writing this book is to help you find the good again.


4. The world isn’t black-and-white.


Traditional notions of addiction give you two, and only two, options. People are said to be addicts or not. Addicts are said to be ready to change or not. They’re either recovering or they’re in denial, “with the program” or not. (In the black-and-white view, there’s only one program.) Treatment is rehab or nothing. Success or failure. Healthy or sick. “Clean” or dirty. Abstinent or relapsing. And for friends and family: “intervening” or “enabling.” The good news? It’s not true!


The truth is, problems with substances vary; and individual differences matter. The current scientific evidence supports an explanatory model involving psychological, biological, and social factors. And, while you might fantasize about a lever you can pull that will send your loved one straight to rehab and he will come back cured, that’s black-and-white thinking, too. The truth is that people are more likely to make big changes and continue with those changes if they are given time and help to choose among reasonable alternatives.


Black-and-white thinking is not just a philosophical problem; it’s a barrier to change.


5. Labels do more harm than good.


Studies have shown repeatedly that one of the major impediments to seeking help for substance problems is stigma. Many people don’t seek help because they expect to be offered only one way to get it—accepting a label of alcoholic or addict.


Black-and-white thinking naturally leads to labeling, which involves an us-and-them mentality that divides people into “addicts” and “the rest of us.” In fact, by branding more than 20 million Americans with a single label and treating them according to that label, the media and parts of the treatment community have given people the wrong idea, that everyone struggling with these problems is basically the same.


You may not be sure whether your loved one is an addict. Or you may be sure, and you’re wasting a lot of energy trying to argue her into agreeing with you. We recommend you to put aside the question of whether someone is an “addict” or “alcoholic.”


The label simply doesn’t matter.


What matters is what matters to you and to her: What effect is the substance use having in her life and in yours? What will motivate your loved one to change? The answers will be based on how well you know your loved one as an individual and the particular ways you matter to each other. Rather than reach for a label, save your energy for the more constructive work of problem solving.


6. Different people need different options.


Inpatient, outpatient. Group therapy, individual therapy. Outpatient once a week, twice a week, every day. Anticraving medications, medications for symptoms of withdrawal. Treatment for co-occurring disorders like depression or attention deficit. Extended care facilities. Sober companions. Self-help support groups. Cognitive-behavioral therapy. “90 in 90.” Talking with a rabbi or priest. Starting to exercise. There are many therapeutic options—some not as widely available as others; some approaches better supported by evidence than others. The most important things to bear in mind are 1.) no single size fits all, and 2.) having a choice among treatment plans and plans for change in general predicts positive outcomes. On these points the evidence is crystal clear. Giving people options helps them get invested in the resulting plan.


Backing people into a corner and telling them what they should do—the “rehab or else” approach—might get them into rehab. But rehab might not be the best option for them, and coercion may kill their motivation to even participate while in treatment, and may also undermine their motivation to continue making changes afterward. (If there is a moment of truth in rehab, it’s not when people enter, it’s when they leave.) Then again, an ultimatum might not get them into rehab at all and only succeed in increasing their defensiveness.


For more than half a century, high-confrontation addiction treatment in this country has aimed at “breaking through” an addict’s supposed “denial” or resistance to treatment. Some of us in the field now have recognized—and studies have proven—that this kind of confrontation increases resistance. The evidence-based treatments we describe give you the option—many options, in fact—to opt out of the awful, self-fulfilling prophecy of confrontation and resistance. The point is not to force your loved one into just any treatment. It’s more helpful to find the best kinds of treatment for her particular problems, and engage her motivation to be part of the plan.


We will lay out the considerations that go into good treatment planning and describe the major evidence-based treatment approaches. We will help you ask questions that help you assess the nature and quality of prospective treatment providers, including how (or if) they would individualize a plan for your loved one.


7. Treatment isn’t the be-all and end-all.


You can make significant changes in your life, including your relationship, whether or not your loved one enters treatment. You might have been relieved to learn there’s a good chance that he may even get better without treatment. One national survey found that 24 percent of people diagnosed with alcohol dependence (the most severe category of alcohol problem) recovered on their own within a year.


Remember, CRAFT results in better communication and relationship satisfaction, increased happiness on the part of the family member or friend, and reduced substance use even when the loved one doesn’t enter treatment. In other words, you can be a positive influence and your loved one can get better, all without ever crossing the threshold of a treatment center or self-help group.


We recommend that you think less about getting your loved one to admit to an addiction and more about what it takes to build a better life. For you, that might entail reaching out to friends, treatment for depression, more exercise, kinder self-talk, starting a morning meditation routine, revisiting an old hobby. For your loved one, it might mean talking to her pastor, talking to her mom, revisiting an old hobby, being more honest. People get better in a variety of ways—so many ways that we don’t know them all. Our clients surprise us and your loved one may surprise you. And if your loved one does enter treatment, or is already in treatment, we will help you support that process, during and after.


We’re not saying this will be easy or that there is one sure thing that will make all the difference. We’re saying that the way people sustain ongoing, long-term change is through building a better life in ways that matter to them as individuals.


8. Ambivalence is normal.


When a person is motivated in two opposing directions at the same time, that’s ambivalence. Ambivalence is a defining feature not just of struggles with substance use, but of change in general. How can people define a goal for change when they’re pulled in two directions? That pull is a big part of relapsing to old behaviors (“I don’t want to, but I also do”).


Psychological theories of motivation explain how working with ambivalence is critical to helping someone change. Unfortunately, traditional treatment has not handled ambivalence particularly well, shutting out people who can’t commit unequivocally to abstinence up front, and kicking out the very people who need treatment most when they lapse. The assumption has been that people can’t be helped until they are willing to never use again. That assumption is wrong.


Empirical evidence indicates that people can be helped long before they’re that certain, if they ever are. The data about how people really behave and change contradicts the view that a commitment to absolute, lifelong abstinence is the only legitimate option. One major clinical study found that believing lifelong abstinence to be a requirement of change predicted higher rates of relapse. For most people, use falls somewhere along a continuum of unproblematic, problematic in varying ways and degrees, and destructive. For many people, change is gradual, a process of weighing costs and benefits and experimenting to find out what works. Change often happens incrementally, rarely in a straight line, and continues until the problem has improved to the satisfaction of the one making changes.


At the time they enter treatment, many people need to abstain from using a substance to eliminate its negative effects and establish a steady path. As providers, we support their efforts and teach them the skills to be successful. The evidence suggests, however, that for others, moderation is a reasonable and viable goal. Moderation can be a terrifying concept for families and friends when they’ve witnessed someone repeatedly lose control; but it has been demonstrated in research and in everyday life to work for some people.


Perhaps more important is the revelation that more people may find their way to abstinence when given a choice. Some of our outpatient clients start with moderation as their goal and wind up with abstinence based on their own experience. Even in inpatient settings, where abstinence is the goal, it’s not uncommon for people to express concerns about staying sober forever. Working with ambivalence, we help people realize what it is they want to do and how to do it, and weigh benefits and costs and make positive choices that make sense to them. Over time, our clients discover for themselves what works, knowing that the advice they are getting from us is geared toward helping them, not forcing or condemning them. They feel respected and in turn gain self-respect. “I never thought I would want to stop drinking altogether,” they say. If we had told them in the beginning, “You must stop drinking,” they would never have gotten there. By understanding their ambivalence, people can better internalize their own profound and lasting reasons to change.


9. People can be helped at any time.


Motivation for change can occur whenever the costs of a behavior perceptibly outweigh the benefits. Sometimes external factors influence motivation. For example, as public awareness of the health costs of smoking cigarettes increased, many people quit. Internal factors can also move a person to change. If a person who used to drag herself into a job she hated gets a new job that she likes very much, she may start to consider whether the mild hangover she has every morning from drinking three glasses of wine at night interferes with her work. Instead of rolling her hangovers into her overall resentment of her job, she may start to feel that they are getting in the way of her enjoyment.


We can’t stress this enough: what looks like unwillingness to change is often a defensive reaction. People with substance problems respond with significantly less resistance to kindness and respectful treatment (as do the rest of us). So don’t wait for your loved one to “hit bottom”—it can be dangerous, and problems are more treatable the sooner they are caught. And don’t lose hope in the face of resistance from your loved one. Resistance is subject to change.


The positive communication skills you’ll learn will help lower defenses. You’ll also find strategies for increasing the costs and decreasing the benefits of your loved one’s substance use. You’ll learn how to recognize, reward, invite, and support turns for the better. You will begin to allow the natural, negative consequences of your loved one’s use to weigh in (on him, not you!). The questions we recommend you ask of prospective treatment providers are designed to help you home in on those who will meet your situation respectfully and tailor treatment to particular needs, hopes, and goals.


10. Life is a series of experiments.


Try thinking like a scientist. This doesn’t mean having all the answers or being overly analytical; it means adopting an open-ended questioning, experimental approach to life. Observe, try, notice what works and what doesn’t, and adjust your strategies accordingly. Be proactive instead of reactive. As difficult as it is when your buttons have been pushed and you’re impatient for change, try to stay calm. Think of Copernicus, who was open-minded enough to recognize something as counterintuitive as the Earth revolving around the sun. Think of Gandhi, observing people to understand them, acting according to his reason as well as his heart. Be yourself, but be as willing to change as you want your loved one to be. And try not to take things personally; behavior is the issue here, not character. Behavior can change. Try to temper your emotions enough to observe how things are going and how you affect them—not because your feelings aren’t valid, but because a calm, clear-eyed approach gets better results. Easier said than done, yes, but the tools are available to help you do it.


In short, you can hope for change, and you can do something about it. Not all at once, because change takes time, and effort, and practice. It is more a process than an end result. This is actually good news, because it means change starts here and now; it is not something that happens later. Reading this book is an opportunity to think about changes you would like to make, on your own and with your loved one. Throughout this book you’ll find examples to spark your imagination, and skills and strategies to help you implement change. (All the clinical examples in this book are based on composites.)


Some Things Our Clients Have Changed


A nineteen-year-old college student started taking OxyContin, an opioid painkiller, for headaches and found that some of her friends used it at parties. Over time, she ended up taking it daily for pain and a little extra for fun on the weekends. At home she tried not to use the drug but then she’d feel sweaty and sick. Ashamed and confused about what was happening to her, she tried to hide it from her parents when she returned home for the summer. She struggled with this for a while until she couldn’t stand it and asked her parents for help.


Her mother, Alice, dedicated herself to helping her daughter. She attended an Al-Anon support group and returned to therapy, stayed in touch with her daughter’s doctors, read books about addiction, and worried. From many of these sources she gathered that there wasn’t much she could do to help. But “detaching” went against her instincts and sense of responsibility as a mother. It made her furious, actually. She fought with her husband because he didn’t seem to worry enough. She took her anger out on her daughter as well. In turn, her daughter almost stopped talking to her altogether, which seemed to confirm that there was nothing she could do.


Alice did not tell anyone what was going on in her family. She had a close network of girlfriends and two sisters, but she didn’t want to burden them, knowing it was a difficult time for the family for other reasons. She also wanted to protect her daughter’s reputation. Finally, Alice felt deeply ashamed and blamed herself for her daughter’s problems, which seemed much more frightening than her friends’ children’s problems.


Alice came to CMC initially to find out how to support her daughter’s treatment. Her CMC therapist quickly recognized the bind Alice was in: she desperately wanted to help her daughter but feared anything she did would only “enable” drug use, as people had warned her. Her support group had told her to “get honest” with her sisters and everyone else, but she felt she had good reasons to keep things to herself. The therapist assured Alice she could help her daughter, by starting to feel better and less angry herself. They talked about how important it was to have the support of people who cared about her, but that she didn’t need to go around telling everyone everything. They brainstormed together and Alice decided whom she felt safe confiding in and how much. Still it was hard. She had been covering up so much that she now felt ashamed of this too. With her therapist, they role-played how to tell her sisters over and over again until she was ready to do it.


When she did talk to her sisters, it was a profound relief. They had been worried about her anyway; now they could help. One sister took on a bigger share of caring for their mother; the other reached out to her niece about her own struggle with drugs in college. As Alice’s mood improved, she found it easier to talk to her daughter without yelling. At the suggestion of her CMC therapist, she began going on weekly dates with her husband and remembered what it was like to not be angry with him all the time. These changes emboldened her to open up more, which led to more support, help, and communication with her daughter and to constructive involvement with her treatment. She also learned to trust herself to figure out when to make sacrifices and when to set limits, as well as which parts of her daughter’s struggle were hers to help with and which were her daughter’s to solve for herself. Perhaps most rewarding of all, she regained her confidence as a mother.


    •  •  •


    Kim was a woman in her early thirties who came to us for help after discovering that her husband had been hiding his heavy drinking for years. With two children under the age of three, her own full-time job, her husband finishing his doctorate, and now his drinking problem revealed, the stresses on their marriage had skyrocketed. Her husband seemed to have changed from a thoughtful, fun, smart partner to a distracted, brooding guy who didn’t care about her anymore and, even worse, had apparently lost interest in their children.


Working with her CMC therapist, Kim began to understand that many of her husband’s distressing habits—terrible snoring and disrupted sleep, chronic lateness, not remembering discussions they’d had at night, indifference to the babies, and their worsening sex life—were alcohol-related behaviors. This helped her to understand what was happening and to take it less personally, which made it easier for her to practice yelling at him less and taking care of herself more.


After Kim had been coming to CMC for a few months, her husband began his own treatment with an addiction psychiatrist to help him drink less. Eventually he succeeded in stopping drinking for months at a time. Kim’s next challenge was to understand that though her husband’s not drinking was a relief, abstinence would come, at first, with its own distressing behaviors. During periods of abstinence, he became irritable, short-tempered, and even more disengaged than when he drank. Appreciating that he was sober was not her first thought when he’d just snapped at her over dinner. It took effort on her part and support from her friends, family, and therapist to put aside her reactions to his sober moodiness and go ahead with her strategies to encourage abstinence anyway.


Toward the end of her husband’s treatment, Kim began to recognize the person she remembered, who was sober and sweet at the same time. And although he struggled with relapses several times over the next year, he became increasingly more communicative and engaged with the family. Kim regained her trust that his good mood didn’t mean he was drinking. Their relationship improved so much that he felt he could tell her directly when he lapsed and ask for her help to get back on track. Together they knew that the worst was behind them, as the process of change became increasingly rewarding for both of them.


    •  •  •


    Because people change for different reasons and in different ways, there can be no perfect example, but we will share many more stories throughout this book to show you how things actually work, and to inspire you. Hopefully you will recognize something in each example, and feel less alone.


How to Use This Book


Whether or not you realize it, things started to change when you picked up this book, and they will continue to change as you read and think about your situation in light of what we’re saying. In research we call this “measurement reactivity,” meaning the therapeutic effect of simply answering questions. It’s measurable.


As you have seen, the changes we address involve more than your loved one’s behavior. This is your change process too, and it has already begun.


In the four sections of this book you’ll find four profound possibilities: understanding, coping, helping, and thriving. Each chapter will help you develop the attitudes and learn the facts, skills, and strategies that make understanding, coping, helping, and thriving possible.


Throughout the book we will prompt you to skip around, depending on what feels most helpful to you. The chapter order follows a certain logic, but we made sure each chapter and even parts of chapters work on their own. If you left your bookmark in the chapter on treatment options but you’ve had three big fights in the last week, maybe it’s a good time to go back to the positive communication chapter. If you get there and realize you’re too emotional to do what it’s asking, return to the self-care section. If you’re worried it might be an emergency, see “When Is It an Emergency?” Making these choices will help develop your awareness, and awareness will empower you to customize your own path through the book.


We do recommend that you often take the “You Are Here” self-awareness questionnaire at the end of chapter 4. And you can do them in any order you want, but do the exercises. Practice the skills. Change has already started, and it will only continue with practice.


Words of Encouragement


Our hope—and challenge—is to encourage you to take off your black-and-white glasses and try to see the many shades of your situation. We encourage you to step back and think through what might be effective (a kind word), not just what would feel justified (a loud shout). We encourage you to care for yourself as much as you care for your loved one. We encourage you to listen: to your loved one, because what he or she thinks, feels, and wants matters and needs to be understood; and to yourself, because the same holds true for you.


We know these encouragements are hard to take in at times, and that the simpler world of labels and ultimatums beckons. It takes courage to be encouraged. We encourage you to copy a pocket-size version of the ten reasons to have hope, listed below, and carry it around, stick it to your bathroom mirror, and generally let these concepts lead you toward a more loving, trusting, and satisfying relationship with the person you’re worried about.


You can help.


Helping yourself helps.


Your loved one isn’t crazy.


The world isn’t black-and-white.


Labels do more harm than good.


Different people need different options.


Treatment isn’t the be-all and end-all.


Ambivalence is normal.


People can be helped at any time.


Life is a series of experiments.


Now we come full circle: we’re optimistic because the evidence supports many ways to help, and we’re optimistic because there’s plenty of evidence that optimism helps. People don’t try what they don’t think they can do. This book is about what you can do.





I. From this point, we use “substance use” or “substance problems” as shorthand for addictive disorders and compulsive behaviors. The principles and strategies in this book apply to any kind of compulsive behavior problem, from drugs and alcohol to binge eating, shopping, gambling, and Internet pornography.


II. The parent-child relationship is different from other relationships, too, even when the “child” is an adult. This book is for everyone, parents included. However, we recognize that parenting comes with unique challenges, responsibilities, and feelings, and so we partnered with the Partnership at Drugfree.org to offer a supplementary guide for parents. You can download it from our website at http://www.the20minuteguide.com.




Things You Can Change


How comfortable you are right now


How optimistic you are in general


What behaviors you encourage


How much you argue


How often you smile


How much you sleep


How strong you feel


Your habitual reactions


Your tone of voice


What you pay attention to


Your point of view


The atmosphere in your home


How isolated you feel


How you deal with stress


How much you worry


Your heart rate


How you spend your money


How you express concern


What substances you use


How you help


How you get help


What kind of help you get


The first thing you do when you wake up in the morning


Whether anything good happens today


How much you enjoy life





If You’re the “Loved One” We’re Talking About . . .


If you found this book lying around and suspect you’re the “reason” someone is reading it . . . Shhhh! . . . And welcome to this book. What your friend/spouse/mom/dad/son/daughter/sister/brother/grandma/grandpa/grandson/granddaughter might not know how to tell you is that they are worried (and sometimes scared, angry, sad, frustrated, or hopeless, sometimes all at the same time) about what they perceive as your not-so-great relationship to some sort of substance or behavior. They’re reading this book because they are trying to figure out how to help—help you and help themselves.


What we’re telling them in these pages is that people change in different ways and use substances for different reasons, many of which are reasonable, though they might be causing considerable harm. We’re telling them you’re not crazy. We’re telling them they’re not crazy either, for being upset and caring, and not always handling things perfectly. We’re teaching them how to care without yelling. We’re suggesting that talking and actually listening to your perspective (and you to theirs) helps. We’re encouraging them to take care of themselves as well as help you sort things out. There, the cat’s out of the bag. Please read on, if you choose.




PART ONE


What to Know


Hey, there’s one simple way of never being in that position. Don’t take [the drug]. But there’s probably a million different reasons you do.


—KEITH RICHARDS, LIFE




CHAPTER 1.


What Is Addiction?


This is the first of a trio of chapters that will help you understand your loved one’s behavior, your own behavior, and how they can change. Changing the way you understand a problem changes lots of things: the way you feel about it, the way you react to it, the way you go about solving it, and your expectations and sense of hopefulness for the outcome. With better understanding of addiction and how people change, you won’t be stuck standing there helplessly staring at your problems; you’ll see how to pick up the tools in the chapters that follow and put them to good use.


People usually arrive in the “Addiction and Recovery” section of the bookstore with assumptions, some of them helpful, some of them not. This chapter lets you reconsider your assumptions in the light of new information and evidence—and the good news about addiction—gathered by scientists, researchers, and clinicians.


What Is Addiction?


The Webster’s definition of addiction is a “compulsive need for and use of a habit-forming substance characterized by tolerance and by well-defined physiological symptoms upon withdrawal.” Does that capture the problems you see in your loved one? What if there are no substances involved; your husband is betting on football games in a way that makes you worried about your ability to retire? What if your sister could care less about a cocktail for months at a time, only to disappear for a weekend of drinking and using cocaine, and then seems to bounce back as if nothing happened? The dictionary doesn’t begin to describe the range of substance use problems and compulsive behaviors.


The term addiction in popular culture is even less helpful. It has come to mean one of two things: for some it represents a package of undesirable, socially reprehensible lifestyle choices presumed to stem from laziness, weak will, or a broken moral compass. For others, addiction is a “disease” for which there is only one treatment: complete abstinence. Likewise, for many in our culture, the label addict defines a type of person. Yet it doesn’t help us see, let alone understand, an individual’s particular behaviors.


Assuming that one description fits all makes the problem of addiction seem more manageable, the outcome more predictable. One problem, one solution, sounds more approachable than multiple problems with multiple possible solutions and the often tangled mess of cause and effect that substance problems really are. If there’s one thing that’s generally true about addiction, however, it’s that one description does not fit all.


Research has found no evidence to support the idea that there is a type of person who becomes an “addict” or a set of “addictive personality” traits (commonly believed to be dishonesty, self-centeredness, et cetera). Yet we live in a culture that has come to lump its assumptions about addiction together, despite the evidence that people come to their substance problems from all directions, for all sorts of reasons, and get through these problems in different ways. This is why, with our clients and throughout the rest of this book, we never refer to a person as an “addict.”


We’re not mincing words here: labeling has a demonstrated negative impact. It blinds us to the specifics of an individual’s situation, specifics we need to understand to help that particular person. A label like addict, loaded as it is with negative associations, affects how we feel about people and how we treat them, and how people feel about themselves and their ability to change. In one study, primary care providers had more negative views of patients who had been described as “substance abusers” as compared to the same group of patients when they were described as having a “substance use disorder.” Even in settings designed to treat substance problems, a survey of counselors found that they identified the term addict with lying, irresponsibility, and denial. Some people with substance problems find it helpful to identify as “addicts.” But “addict” is not a psychiatric diagnosis and “because they’re addicts” does not explain any behavior pattern; it’s just circular logic.


Another downside to explaining everything through “addiction” is that all other problems tend to get explained through this single prism. If he is flunking classes, withdrawn from the world, emotionally volatile, chronically late, not living up to his potential, unemployed, sexually promiscuous, awake at odd hours of the night, and/or [fill in the blank], the traditional logic dictates that treating the addiction would solve these problems. A host of other psychiatric and social issues too often are attributed to substance abuse, and important information gets lost. Mood disorders, career problems, relationship issues, insomnia, and so on, whether they are the chicken or the egg or both, do not magically resolve when people stop using substances. Left untreated, these factors make it much more likely that the person will resort to using substances again.


The newest edition of the Diagnostic and Statistical Manual of Mental Disorders, known as DSM-5, classifies “substance use disorder” and describes it on a continuum that has eleven potential criteria ranging from mild to severe. We diagnose substance use disorders according to DSM criteria when they apply, but in day-to-day life we talk about “having problems with substances” (or other behaviors). Because that’s what matters: Is the person having a problem or not? What are the specific variables involved with her struggle? We need to understand her specific route in and out of the problem, her underlying coping difficulties, her emotional vulnerabilities, and even more importantly her strengths, interests, and supports in her life (including you) that can help her with her problems.


Anyone can have a substance problem, and it’s different for different people:


• The fifty-six-year-old construction worker with chronic arthritis in his hands, who started taking prescribed Vicodin and for the past nine months has taken more than prescribed


• The forty-five-year-old mother raising three kids after her husband left her for another woman, who drinks a bottle of wine every night after the children are in bed, to soften her anxiety and fall asleep


• The thirty-seven-year-old who has been drinking heavily since college and needs to entertain clients at work; his wife has threatened to leave him because of his use of cocaine and prostitutes


• The twenty-eight-year-old who uses methamphetamine four times a year, after which he can’t function for two days; drug use is part of his art gallery scene, where he is well respected and successful


• The seventeen-year-old who smokes pot every day in her senior year of high school, is clearly not doing much work, and just got into her top three choices for college


Doesn’t Science Have a Simple Answer?


The simple answer is no. Science offers no simpler explanation. The compound words commonly used in models of addiction—bio-psycho-social, neuropsychiatric, and neurobehavioral—reflect our understanding of addiction as a complex interaction of multiple factors, including genetic and psychological makeup and experience, developmental and social history, and the impact of the culture(s) in which a person lives. Problems with substances come about in many ways and are affected by many variables—and not the same variables in each person.


Scientists have not found an addiction gene. They have found evidence of different genetic vulnerabilities, but the relationship between genes and behavior, between what we inherit and what we do, is complicated, even (or especially) for geneticists. For instance, people metabolize substances differently—faster, slower, or not well at all—and the pleasurable effects of substances vary among individuals. One person might feel woozy from two light beers while another person drinks a six-pack to begin to feel a buzz. There are even differences in the taste receptors on our tongues, affecting how good alcohol tastes to each of us. To some extent, our genetic inheritance (which is still not well understood) drives differences in how each of us reacts to a substance, and thus in how rewarding we experience it to be. We also know that people have different propensities to feel pleasure in ordinary life. One person might enjoy sharing a good laugh with friends while another has to drive his car at top speed around hairpin curves to feel pleasure. Differences in baseline levels of emotion—how we usually feel about life—as well as in novelty seeking, risk taking, and impulsivity can all contribute to an increased risk of substance problems.


Heritability refers to how much genetic factors account for a person’s propensity to use substances, relative to another person’s propensity. Scientists can measure genetically driven differences in risk for all sorts of illnesses and disorders, including cancer, diabetes, and depression. By our best estimates, the heritability of addictions (when measured as a problem that is diagnosable) ranges from 40 to 70 percent, with variation depending on the substance. These rates are in line with those of mood and anxiety disorders and others that are considered moderately genetically driven.


Environmental and social factors such as childhood neglect or abuse, trauma, loss of a parent as a child, and poor parent-child relationship have also been found to predict substance problems somewhat, as has starting use early in life. Availability of substances and peer use are factors too. But again, there is no clear cause and effect; these are “associated variables.” In a case of four adult siblings who grew up in the same physically abusive household, one might be depressed, one might have a cocaine problem, one might have a cocaine and anger problem, and one might be happily married and have no mood or behavioral symptoms at all.


Culture has an impact on an individual’s vulnerability to substance problems as well, in such forms as acceptability of intoxication within a given culture, gender differences in behavioral norms, and the price of a given substance within a society. (For example, higher taxes have reduced cigarette and alcohol consumption in certain states.) Local cultural factors like store hours, the size of drink containers, and legal consequences also affect use.


There is no clean separation between these influences; genes and biology interact reciprocally with environmental factors. Luckily, this complex mix includes a host of protective factors too, one of the strongest being positive family involvement, which can reduce the risk as well as influence the trajectory of substance problems. In fact, most individuals at risk for substance problems because of their genetics never start to use drugs, much less develop significant problems. Genetic inheritance and past experience do not seal a person’s fate.


The Flexible Brain


You don’t need diagrams of amygdalae or PET scans showing brain activity lit up in color to see that substances affect the brain. But we would like to share some of what we now know about the brain and its role in substance problems, as well as how it can contribute to change. Some understanding of neurotransmitters and brain functioning can help you respond constructively to your loved one’s moods, cravings, and behaviors. It may also help you take her behavior less personally: Is she acting irresponsibly, or is the substance affecting her cerebral cortex in a particular way? Is it hedonism or is it dopamine running amok?


Remember the ad campaign with the motto “This is your brain on drugs”? The image of the fried egg was designed to increase awareness of the effect of substance use on the brain, but, while it got our attention, the fried egg in the poster didn’t tell a crucial aspect of the story: the brain changes to heal from substance abuse, too. Since it is impossible to unfry an egg, that metaphor isn’t so apt; the current evidence suggests that you needn’t be as pessimistic as that fried egg led us to believe.


The notion of “permanent brain damage” is less applicable than scientists used to think; we now know that our brains are constantly evolving, even as adults. According to the old model of brain function, there were our formative years in early childhood and adolescence, after which, sometime in our twenties, we coasted and declined. Now we know that our brains continue to hone old pathways of activity and forge new ones long into adulthood. This is good news for everybody—old dogs not only can learn new tricks, they should, if they want to optimize their brain functioning—and it is especially good news for people affected by substance problems.


Our colleague John Mariani, MD, an addiction psychiatrist, teacher, clinician, and researcher at Columbia University, suggests we think of a broken leg instead of a fried egg. A bone breaks, and with help—a cast and crutches to prevent reinjury while the person returns to a normal routine, physical therapy to regain strength and flexibility, and family and friends to help and to keep up morale—the bone heals and the person can work, play, run, and jump again. The leg may be more vulnerable to breaking after all that, and the person will need to take care to protect it, but the person can adapt and, for the most part, the body heals. The brain is no exception. Given help and time, therapy and sometimes medication, concerted effort, and measures to safeguard against returning to substance use, brains do heal from the effects of drugs—perhaps not without a trace, but with enough resilience to justify optimism.




Good News: The brain can heal from substance abuse and scientists are finding out more about how.





What’s the Big Deal About Dopamine?


From another corner of neuroscience, we’re learning about a neurotransmitter called dopamine. Though there are more than fifty neurotransmitters (that we know of), scientists studying substance problems have given dopamine much of their attention. The brain’s reward system and pleasure centers—the areas most impacted by substance use and compulsive behaviors—have a high concentration of dopamine. Some brains have more of it than others, and some people have a capacity to enjoy a range of experiences more than others, owing to a combination of genetics and environment. The thing about dopamine is that it makes us feel really good. We tend to want more of it. It is naturally generated through ordinary, pleasurable activities like eating and sex, and it is the brain’s way of rewarding us—or nature’s way of rewarding the brain—for activities necessary to our survival, individually or as a species. It is the “mechanism by which ‘instinct’ is manifest.” Our brains arrange for dopamine levels to rise in anticipation and spike during a pleasurable activity to make sure we do it again. It helps focus our attention on all the cues that contributed to our exposure to whatever felt good (these eventually become triggers to use, as we explain later).


Drugs and alcohol (and certain behaviors) turn on a gushing fire hose of dopamine in the brain, and we feel good, even euphoric. Dopamine produced by these artificial means, however, throws our pleasure and reward systems out of whack immediately. Flooding the brain repeatedly with dopamine has long-term effects and creates what’s known as tolerance—when we lose our ability to produce or absorb our own dopamine and need more and more of it artificially just to feel okay. Specifically, the brain compensates for the flood of dopamine by decreasing its own production of it or by desensitizing itself to the neurotransmitter by reducing the number of dopamine receptors, or both. The brain is just trying to keep a balance.


The problem with the brain’s reduction in natural dopamine production is that when you take the substance or behavior out of the picture, there’s not enough dopamine in the brain to make you feel good. Without enough dopamine, there is no interest or pleasure. Then not only does the brain lose the pleasure associated with using, it might not be able to enjoy a sunset or a back rub, either.
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