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Introduction



When I served as the director of Bellevue Hospital’s detoxification ward, I often met patients whose lives had been destroyed by addiction. I particularly remember one young man who, in addition to his heavy use of alcohol, smoked more than $100 worth of crack cocaine every day and had been admitted to the hospital in a drunken stupor. Given the life-threatening nature of his addiction, and our experience with individuals with similar stories who had died, our treatment team gave him the “full-court press.” In addition to medications, counseling, group therapy, and Alcoholics Anonymous meetings, several of us sat down with him and his family and tried to convince him of how much danger he was in, and how important it was for him to change his behavior. But despite our entreaties, he left after four days, telling us that he appreciated our concern and that he would try to cut down his alcohol use, but that he had no intention of stopping his crack cocaine use. In our staff meeting, we agreed that we’d failed to reach this young man, and prepared ourselves for his readmission or news of his death.

Much to our surprise, however, the next we heard of him was several months later when he showed up, with several others from a local AA group, to lead a meeting on our ward. He told us that after leaving our ward and using crack cocaine a few times, he’d decided to try a few of the relapse prevention techniques we’d taught him and got his best friend to go with him to an AA meeting. From that modest beginning came full-fledged sobriety and the subsequent positive changes in his life.

Ever since then, whenever I find an addict who seems similarly “hopeless,” I think back on my own hopelessness in that situation and how misguided it was. It reminds me that no case is hopeless and that the techniques for getting an addict into treatment—both those professionals use and those families and friends can use—are more powerful than we sometimes realize and can have long-lasting effects.

I wrote this book because, as a psychiatrist who treats addiction, I’ve had many similarly difficult and sometimes painful experiences with the friends and families of addicted people. Very early on in my practice I realized that although I could give some solid advice to my patients (such as encouraging them to join a twelve-step program), I had no such recommendations for the often frustrated family and friends of those addicts who would not even consider any kind of treatment. But over the fifteen years that I’ve worked in this field, I’ve developed a method for guiding friends and family to help get their loved ones into treatment without getting hurt themselves. That method—which I call “Creative Engagement”—is based on what I’ve learned from my teachers, what I’ve read in the psychiatric literature, and what I’ve found works best with the hundreds of patients I’ve treated. And I’ve written this book so I can share it with you.

Creative Engagement means, first, being willing to use every available strategy, even those you may be uncomfortable with, to convince your loved one to go into treatment. And, second, continuing to engage with the addict—to hang in there—rather than leave the addict to his or her own devices. That can mean trying to push him or her toward a program, looking for ways to help the addict avoid the dangers of the substance use, or simply being there to help as he or she suffers with the addiction. Creative Engagement, then, is essentially about focusing on solving the immediate problem of getting help for your addicted loved one, doing whatever you can to resolve it, and continuing to work on it until you have.

But in order for you to understand why I feel that Creative Engagement is such an effective method, I need to tell you something about how I think of addiction, some of which, frankly, goes against the conventional wisdom. The first and perhaps most important thing for you to understand is that addicts, almost by definition, are “reluctant patients.” That is, they’re at best ambivalent about and, at worst, in complete denial concerning their addiction. Of course, reluctance is a common enough human feeling. We’re all reluctant to do necessary but sometimes unpleasant tasks, like getting out of a cozy bed on a cold winter’s morning, or going to the dentist to have a cavity filled. We know we have to face the cold floor or the dentist’s drill, but we just don’t want to do it, at least not yet. The same is true for addicts—the problem must be faced, but the addict is invested in putting that moment off for as long as possible.

One reason for this is that, unlike other diseases such as high blood pressure or diabetes, there are actually some “upsides” to remaining addicted. Although people who have become addicted to substances usually feel very little actual “high,” some of them need the substance to work effectively, and some are literally unable to function without it. For instance, if an individual addicted to OxyContin was to stop using it, he might find himself experiencing muscle cramps, diarrhea, and insomnia. Faced with a situation like that, taking the drug may seem like a very good idea, and it would be entirely understandable for him to be reluctant to face the uncomfortable effects of withdrawal in order to get back to a sober life. This, though, is where the “creative” aspect of Creative Engagement comes into play. If, instead of disagreeing with the addict when he or she makes such an argument, you acknowledge whatever upside there may be to the substance use, even if it means having to bite your lip, you can keep the lines of communication open and continue working toward convincing him or her to enter treatment.

This is important because, reluctant though they may be, addicts are desperately in need of treatment, and just as desperately in need of someone to help them get that treatment. And this is one example of how Creative Engagement conflicts with the conventional wisdom. Much of what’s been written on addiction argues that, as a friend or family member, it’s best for you to divorce yourself from the problem of your addicted loved one and simply do what you can to protect yourself. Of course, it’s true that those who care about addicts have to work to keep from being taken advantage of by them, both emotionally and financially. But it’s equally true that friends or family who take an active role in trying to save an addict from the wreckage of his or her life can have an enormous influence. And that’s what Creative Engagement is all about—being proactive and positive instead of reactive and negative. It’s also exactly what this book will teach you to do.

Conventional wisdom also says that you can’t get people to make even beneficial changes in their lives unless they want to. In terms of addiction, this would suggest that, regardless of how much of an effort you make to convince, cajole, or demand that the addict you love deal constructively with his or her addiction, unless they’re ready, it won’t happen. And there is some truth in that. In my opinion, though, while you can’t physically or legally force an addict into a treatment program, as his or her friend or family member, you have the right to encourage the addict to enter treatment. And whether or not the addict in your life is completely ready to change, there are still effective and potentially lifesaving steps that you can take.

If, for example, your loved one is a cocaine addict, you can absolutely refuse to be around her when she’s using or intoxicated, but welcome her when she’s not. Similarly, you can spend as much time as possible helping her do positive things like looking for a job or an apartment, but refuse to help when she needs a ride to pick up drugs. In other words, you can encourage those aspects of her thinking that are positive and aimed toward getting into treatment, and discourage those that aren’t.

A third bit of conventional wisdom is that addicts have to “hit bottom” before accepting treatment and sobriety. But “bottom” for many addicts is death. So if you wait for that to happen, it may be too late. What you can do instead is help them “raise the bottom” to a more acceptable level, such as embarrassment, job loss, or even ill health. There are a number of ways you can do that, and I discuss several of them in this book.

At the same time, it’s important for you to understand that your power to prevent an addict’s use of drugs or alcohol is limited. You also have to let go of any unrealistic guilt feelings you may have for having caused or encouraged the addictive behavior. No one other than the addict him- or herself is responsible for the substance use, and no one other than the addict can stop it. That’s the bad news. The good news is that once you have a realistic understanding of the limits of your power, you can focus that power on the problem at hand and become really effective. I’ve seen families unite to convince an alcoholic parent—a woman who had been in denial for years—to address her alcoholism. I’ve seen groups of friends band together to help a member of the group stop dangerous cocaine or heroin use. Pulling together, family and friends can act as powerful change agents in an addict’s life.

One of the ways you can do this is through what I call “Constructive Coercion.” The term Constructive Coercion essentially covers a number of different strategies that you and other friends and family members can use that are more forceful than those used to just convince an addict to enter treatment. This may sound like the well-known technique called intervention, but it’s actually very different. Intervention is, essentially, a group of the addict’s friends and/or family members getting together to surprise the addict, confront him or her about the addiction, and threaten to cut him or her off unless he or she goes into a treatment program. What distinguishes intervention from other methods is that element of surprise. Someone who doesn’t want to deal with his or her addiction can avoid going to a therapist’s office or an AA meeting but has no way of avoiding a confrontation that he or she isn’t even expecting.

While I recognize that there may be some benefits to surprising an addict in this way, I don’t recommend using this technique for a number of reasons, not the least of which is that it often doesn’t work. Even more important, though, to my way of thinking the whole idea of a “surprise attack” is misguided. I think it’s better—from both the emotional and practical standpoints—to frame the interaction with the addict as an attempt to help rather than as an attack. Constructive Coercion accordingly focuses on the friends’ and family’s concern for the addict rather than on whatever threats they may make. And while it also makes use of ultimatums to coerce addicts into treatment, those ultimatums are presented by different people over a period of time, instead of all at once, and don’t include threats to cut off the addict unless he or she enters a program.

 

How, then, do you get the addict in your life to agree to enter a treatment program? This book lays out a plan for you to follow. Of course, I can’t promise that, even if you follow it exactly, you’ll be able to control the addict’s substance abuse or get him or her into a program. But I know from experience that the power of Creative Engagement and, if necessary, Constructive Coercion, can help the addict in your life. I’ve seen many examples of the strategies contained in these pages tilting the balance toward sobriety, and am confident that, regardless of what efforts you’ve already made, I’ll be able to show you some that you’ve never even thought of. More important, if you follow the plan, you can be sure that you’ll have done the best you (or anyone) could do to help the addict you love end his or her dependence on drugs or alcohol.

In order to help you achieve this goal, the book is divided into four sections. The first—An Addiction Primer—helps you figure out whether or not your loved one is an addict, answers basic questions about the nature of addiction, and shows you both how addicts avoid dealing with the problem and what you can do about it. The second part—Strategies for Getting the Addict into Treatment—provides detailed suggestions for how, using Creative Engagement, you can gather information about addiction and addiction treaters and use that information to convince your loved one to go into treatment. It also explains when and, if necessary, how to use both Constructive and Legal Coercion. The third part—Treatment Options—explains what treatment is and what types of treatment are available, what to look for in evaluating a treatment facility, why and when detoxification may be necessary, the uses of psychotherapy in rehabilitation, the benefits of organizations like Alcoholics Anonymous, and some of the popular but, in my opinion, misguided strategies that you should avoid. The last part—When Addiction Is Just One of the Problems—discusses how to handle situations that can present special difficulties, such as dealing with addicts who have also been diagnosed with mental disorders.

As you read through this book, and work toward helping your loved one achieve sobriety, there’s one other thing I’d like you to keep in mind. There’s a wide range of treatments available for addiction, and even if one method doesn’t work, that doesn’t mean another won’t. Too often those trying to help addicts give up out of frustration before exploring all the possible avenues. Sometimes they give up because they don’t know there are other possibilities. More often, though, it’s because they’re unfamiliar or uncomfortable with other methods and afraid to try them, or because they’re afraid of getting their hopes up for yet another “failure.”

But the “failure” of any one particular addiction treatment doesn’t mean that you should give up hope. It can mean that the treatment was ill-advised, that the addict wasn’t ready for the particular treatment, that no treatment would have been effective at that particular time, or all three. In fact, even if the addict opts out of any treatment, or if multiple treatments have been tried and failed to help, the only disaster in addiction treatment is to stop trying without reassessing the situation and trying another strategy. We human beings can’t tell the future, so we have to maintain our self-confidence and persevere through our doubts. Nowhere does this idea apply more powerfully than in addiction, where the addict’s life can become a misery of suffering and self-doubt. So, too, for the family and friends of the addict, who must face down the strength-stealing loss of morale common in such a drawn-out battle against a resourceful enemy.

As someone whose profession is helping addicts, I am buoyed in my work by my memories of addicts who have “turned the corner” to a new life free from the agony of their addiction. Although I once thought that some addiction problems should be considered “terminal,” as you’ve seen, I’ve learned over time that some of these seemingly hopeless individuals can—and do—find their way to sobriety and a better life. Although these transformations are due to the addict’s own courage and faith, they serve to remind me that I must never abandon hope myself.

All the ideas presented here are based on my work with the friends and families of addicted people, and represent the techniques I’ve found to be the most effective. My primary goal is to provide hope and encouragement to people like you who are engaged in a battle to help their loved ones stop dangerous use of drugs and alcohol—to offer you tools and information that will make your difficult job a little easier.

 

Laurence M. Westreich, M.D.

New York, N.Y.








Part I

AN ADDICTION PRIMER











Chapter One

DO YOU HAVE AN ADDICT IN YOUR LIFE?




George and Emily had just finished dinner and were relaxing over coffee and dessert one evening when the phone rang. The call was from their son Sam’s college roommate, who was calling to tell them that Sam had been hospitalized for “alcohol poisoning.” Rushing to the hospital, they found Sam heavily sedated, with bruises all over his body, and surrounded by some very worried-looking nurses and doctors. They were relieved to hear that Sam’s physical injuries were not life-threatening but surprised to discover that he’d experienced a severe alcohol withdrawal reaction in the hospital, hallucinating and even having a seizure. They were even more surprised, though, when Sam’s roommate told them that he’d passed out from drinking several times over the previous semester. He was also, they learned, regularly using painkillers in pill form and had stopped attending classes several weeks before. Not knowing what to do, Sam’s roommate had simply tried to keep him safe but hadn’t called his parents or the campus infirmary. This time, though, when Sam passed out and threw up in his sleep, his roommate got scared and called 911.

You may not have had to face a situation like this yet, but you may soon, and I understand how worried you are. You have a son, a daughter, a parent, a brother or sister, a spouse, a boyfriend or girlfriend, or a friend who you’re concerned may be an addict, and you don’t know what to do about it. Let me tell you, first of all, that I’ve seen lots of people in the same place you are now, and difficult as it may be to believe, you will get through this. Just the fact that you’re reading this book means that you care enough about the person to go out of your way to help, and that alone may well make the difference between life and death for him or her.

I’m going to tell you more about exactly what addiction is a little later, but for now all you need to know is that someone is an addict when he or she has lost control over his or her use of a substance, despite the negative consequences of that use. I know that’s a very broad definition, but I mean it to be. I want you to understand that the word “addiction” can apply not only to physically addicting drugs like heroin or cocaine but also to alcohol, steroids, medications prescribed by a doctor, and marijuana, as well as sex and even food.

But what exactly do I mean by “lost control”? And exactly what are “negative consequences”? For our immediate purposes, people can be said to have “lost control” when they’re using more of a substance than they intended, or for longer than they intended, or more often than they intended. “Negative consequences” are the harmful effects that the use of a substance has on someone’s physical health, relationships, or ability to function at work or at school. Based on this definition, you may already believe that your friend or loved one is addicted. And you may be right. But before you do anything else, it’s important that you make sure, and that’s what this chapter is about.

The Signs of Addiction

Determining whether or not your friend or loved one is an addict is essentially the first step in Creative Engagement. It’s possible, of course, that like George and Emily you may have already been confronted with incontrovertible proof that he or she is addicted, even if not quite so dramatically. You may, for example, have discovered that your wife is using so much cocaine that her nose bleeds and she feels her heart pounding so hard she can’t sleep, or that your son’s hangovers from alcohol leave him so depressed that he’s contemplated killing himself. Even in the absence of such obvious signs, though, there are a number of ways you can tell whether or not someone is addicted.

The simplest—if not necessarily the most accurate—way to tell is to simply observe the individual for signs of addiction. Most addictions cause visible, if sometimes subtle, mental, behavioral, and physical changes in the addict, and for his or her sake, as well as your own, it’s important that you know what they are. The general appearance of an addict—especially compared to his or her usual appearance—can provide clues to a serious problem. Obvious signs like an unsteady gait, sudden weight loss, a decreased interest in personal hygiene, or soiled clothing can be indications of a problem. But by the time someone is exhibiting signs like these, he or she has already been deeply drawn into addiction. That’s why you should be on the lookout for the less obvious signs that will enable you to recognize that there is a problem and to do something to help before the situation gets to that point.

Among the most common mental signs of addiction are persistent sadness or depression, mood instability, and the hallucinations and delusions that psychiatrists call “psychosis.” This psychosis might manifest itself by the addict’s seeing bugs that aren’t really there, being paranoid about other people’s intentions, or worrying for no reason that the police are watching him or her. These mental signs can, however, be very subtle and can be easily mistaken for indications of other kinds of problems. For example, your friend may be depressed because she’s using alcohol, but it may also be because she hates her job and is having difficulty finding one she likes. Similarly, your husband or wife might be having trouble sleeping because he or she is using cocaine, but it also might be due to stress at work. In fact, all of these mental signs of addiction can have other causes, but you should suspect addiction unless it’s been absolutely ruled out.

There are also numerous behavioral signs of addiction that you should watch for. These include decreased success at work or in school, ill-defined problems in a relationship, or unexplained—even if minor—health problems. But as with the mental signs, recognizing these signs can be quite difficult. I recently worked with a family in which the parents told me they felt terrible about not noticing their twenty-year-old daughter’s heavy heroin use until she’d been doing it for almost eight months. They’d noticed that she seemed very tired much of the time, and often dozed off while watching television, riding in the family car, and, sometimes, even while eating dinner. But because they thought her “sleepiness” was due to her heavy load of schoolwork—she was a college sophomore—all they did was suggest she learn to manage her time better.

They’d also noticed, though, that sometimes, particularly on weekends, she would be irritable, unable to sleep, and complain of cramps in her legs. It was only after she took a near-fatal overdose that they realized these were all signs of heroin addiction—the sleepiness during the week being a result of her using the drug, and the irritability and sleeplessness on the weekends caused by her inability to get any of it. Having no personal experience with addiction, the young woman’s parents didn’t recognize the signs because they didn’t know what to look for. As is often the case, too, the problem was compounded by the fact that their daughter was not only trying to hide the signs from them but was also quick to provide excuses or rationales for those signs they did notice. She knew how they were used to seeing her and was able to lie effectively to make sure they would continue seeing her in the same way.

Another frequently seen behavioral sign of addiction is more-than-normal use of emergency rooms or doctors’ offices. Many types of addiction can cause multiple medical problems that require frequent contact with doctors. One of the most common of these, particularly among alcoholics, is frequent bruising or aches and pains that the individual can’t account for. In fact, they’re usually caused by the alcoholic’s falling down while intoxicated, even though he or she doesn’t remember it. But physical trauma from falls and the well-known liver problems associated with alcohol are not the only medical problems that can suggest an addiction problem. I can’t tell you the number of cocaine-addicted patients who have gone to specialists—sometimes for many years—complaining about frequent sinus infections, nosebleeds, or painful nasal passages, all of which were actually caused by snorting cocaine. There are also some common medical problems, like high blood pressure or diabetes, that can be considerably worsened by addiction.

Although the doctors themselves should be aware that these ailments might be signs of addiction, and should ask questions about them, the truth is that they don’t always do it. And that means you’ll probably have to put the pieces together yourself. In addition, if your friend or loved one is an addict, he or she may well be reluctant to tell a doctor about the substance use. In that case it would be best for you to go to the doctor with him or her to make sure that the actual problem is being addressed. Of course, if addicts acted logically they would tell their doctors everything they’re taking into their bodies. Instead, they often try to hide the likely cause of the medical problem at the same time that they’re trying to find the cause by going to the doctor. I know it doesn’t make sense. It’s called addiction, and it never does.

Finally, and most obviously, there are the physical signs of addiction. Some of these can be observed just by looking into someone’s face. If your friend or loved one, for example, has reddened eyes, he or she may be using marijuana. Dilated—that is, enlarged—pupils can be the result of using stimulants like cocaine, methamphetamine, or crack. Conversely, opioid sedatives like heroin, oxycodone, and hydrocodone can cause very small “pinpoint” pupils, as well as droopy eyelids. A persistently bleeding or irritated nose suggests cocaine use, and the smell of alcohol or marijuana on the breath indicates the obvious.

Marks on your friend’s or loved one’s skin may also be a sign of certain types of addiction. Needle marks on the arms, as well as in less obvious places like the tops of the feet and behind the knees, are only the most familiar skin problems caused by drug addiction. Multiple skin infections, or abscesses on the arms or in other locations, might mean that he or she is “skin-popping”—injecting drugs under the skin. If someone has goose bumps on his or her skin, a runny nose, and tearing eyes, he or she may be an opiate user in withdrawal. (These signs, incidentally, are where the phrase “cold turkey” comes from.) Crack cocaine users often have a burned ridge on the thumb of their dominant hand, which is caused by the repetitive use of a lighter and crack pipe. Other burns on the lips, hands, and chin also suggest the use of crack.

But whether you’re looking for mental, behavioral, or physical signs of addiction, the important thing is that you be vigilant and trust your instincts. If something seems to be “not right” about a friend or loved one, ask yourself if it could possibly be explained by the use of drugs or alcohol. Then ask everyone who might be able to provide you with some understanding—others in the family, friends, doctors, and anyone else you can think of. Finally, don’t be afraid to ask the person you’re concerned with about it, even if you think it might be embarrassing. Real concern from someone like you, expressed in a loving manner, can help an addict start thinking seriously about his or her actions as well as about the need for treatment.

Expressing Your Concern in a Constructive Way

But what’s the best way to express your concern? And how do you do it without alienating the individual you’re trying to help? To be perfectly honest, there’s no “right” way. However, I’ve found that the people who are most successful at approaching friends or loved ones about addiction are those who simply describe their worries while, at the same time, expressing their positive feelings for the individual. If, for example, you’re concerned that your son may be smoking marijuana, you might raise the issue by saying something like, “Bill, Mom and I have been really worried lately when you come in late and we smell what seems like pot on your breath. We’re just concerned that, if it is, you might hurt yourself while driving, or that it might be affecting your ability to study.” Similarly, if you’re worried that your father may be an alcoholic, you might invite him out to lunch and, during the meal, say, “Thanks for coming out for lunch with me, Dad. I wanted to spend some time with you, but I also wanted to tell you how worried I am about your drinking. It looks to me like it’s making you depressed. I mean, you don’t even seem to like golf anymore, and that’s not like you.”

In my experience, when people suspect addiction-related troubles in a friend or loved one, they’re almost always correct. Even so, it’s best to express your concerns this way because, when you do, you can avoid the individual’s feeling that you’re trying to “label” him or her as an addict, which is something that, not surprisingly, makes most people defensive. Also, by not specifically accusing the individual of anything, you acknowledge that you might be wrong and that the behavior you see could be due to something else.

But timing is also important in approaching someone you’re concerned may have an addiction problem. There’s an old axiom in psychotherapy that says, “Strike while the iron is cold,” and that’s good advice to follow in situations like these. When the individual is intoxicated or in withdrawal, there’s probably not much value in your pursuing the subject. He or she may not be able to process what you’re saying, be in such discomfort that nothing will get through, or be unable to even remember the conversation later. But when he or she is feeling relatively well—and you’re feeling somewhat less panicky about the problem—you can sit down and express your concerns in a low-key, nonthreatening way.

The chances are that, if you raise the issue this way, even if it turns out that there’s some other explanation, the worst thing that can happen will be that your friend or loved one will think you’re being overly concerned about his or her well-being. More likely, though, you’ll have accurately picked up on a problem. And if that’s the case, by confronting the addict with the concrete evidence you see before you—even if he or she denies it—you’ll have started chipping away at the addict’s efforts to cover it up. In the best-case scenario, your raising the issue might even provoke the addict to ask for or seek the help he or she needs. Here’s an example of how such a conversation might go.




“I Don’t Use Cocaine That Much Anymore”


Boyfriend: Marie, I’m really worried about the way you’ve been using cocaine at parties lately. You talk a mile a minute and you act like everything is hilarious, and it’s really scary. [Bill just offers an observation rather than accusing Marie of anything.]

 

Addict: Oh, please, Bill! I just snort a few lines to get up for the party. I work really hard all week, and if I didn’t do some coke when we go out I’d be asleep by ten o’clock. You know that. [Marie minimizes her drug use.]

 

Boyfriend: I do know that, but it was really embarrassing at Tina’s last week when she asked you to leave. Especially since she’s such a good friend of yours! She told me that you were coming on to all the guys there and she couldn’t take it anymore. To tell you the truth, it looked to me like you were flirting with everyone in the room, male and female. [Bill offers more simple observation.]

 

Addict: I was just kidding! Have you lost your sense of humor? [She pauses for a moment.] Okay, sometimes I worry about the way I use it, too. But I really don’t use it that much anymore—only on weekends, after work is done. It’s nothing like when we were in college.

 

Boyfriend: I know you’re using less than you did in college. But the way you’re using now really does scare me, and I’m worried about you. You look like you’re going crazy when you use, and you act crazy. You won’t stop, or pay attention to me, and you pester anyone who’s got it to give you more. [Bill (still) correctly sticks to description, not diagnosis, when confronting her about the problem.]

 

Addict: That’s not fair! I’ve cut down on my cocaine use, and now you’re attacking me!

 

Boyfriend: I’m not attacking you. I’m worried about you.

 

Addict: [She’s silent for few moments.] Anyway, you use coke, too.

 

Boyfriend: It’s true, and I guess I shouldn’t. The thing is, I’m willing to stop if you are, because I think it’s hurting you, and it could hurt me, too. We could go to get some help together.

 

Addict: Oh, great! I can just see us in some AA group. A couple of losers who aren’t even alcoholics. [Marie tries to deflect Bill’s suggestion. But drug-addicted people often attend AA, as well as other groups like Cocaine Anonymous or Narcotics Anonymous.]

 

Boyfriend: Well, at least we wouldn’t be spending all our extra cash on drugs.

 

Addict: All right. I’ll go to AA, but only if you go with me. I think your problem is as bad as mine.

 

Boyfriend: Great, I’ll find an AA meeting for us to go to this Saturday night before we go out. [Bill avoids rising to the bait of discussing his own use of drugs. He’s gotten Marie to agree to go to a meeting, a first step in getting her the help she needs. And the specific commitment—an AA meeting on Saturday night—is better than just asking her to agree to “go for help.”]





This conversation obviously worked out well. To be fair, though, there is a possibility that, when confronted like this, your friend or loved one may react in an angry or, in extreme cases, even violent way. Of course, an angry response would suggest that there’s a genuine and serious problem with addiction. If you think that he or she may become violent, it would be best to avoid the confrontation yourself and, instead, arrange for a professional to discuss the issue with him or her. I’ll tell you more about the types of addiction treaters that are available and how to get an addict to see one later on in the book. As a start, though, you can make arrangements to do this by looking in your local phone book for psychiatrists, psychologists, social workers, or counselors who treat addiction. In addition, your local hospital may have resources available from the psychiatry department. You could also use the resources suggested in Appendix A: Where to Find Help.

Getting Toward a Diagnosis

Based on the definition of addiction I’ve suggested, or on signs you’ve observed, you may now believe that your friend or loved one is an addict or at least has a problem with a particular substance. If so, before you do anything else, it’s important that you make sure. At the same time, though, you should remember that, as I mentioned earlier, in terms of seeking help, the actual diagnosis is secondary. Damage—and potential damage—to the individual’s physical and mental health, relationships, and employment are much more important than quibbling over the exact diagnosis. Even so, there are several reasons why establishing a diagnosis is important.

First, the process of establishing a diagnosis—whether you’re using a very simple method or one of the well-defined and scientifically validated approaches—can sometimes convince the addict that he or she has a problem and help solidify your own determination to help the individual. Second, just asking the kind of questions that need to be asked may enable both you and the addicted person to recognize additional consequences of addiction that you hadn’t even considered. Finally, a standard diagnosis may be required for admission into a treatment program and/or to get a health insurer to cover the cost of the program.

How, then, can you determine definitively if your friend or loved one is an addict or has a substance problem? There have been a number of methods developed to do that. Among the best-known and widely used of these are the “Substance Dependence” criteria included in the professional handbook called the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition–Text Revision (American Psychiatric Association, 2000), referred to as DSM-IV-TR; “The Michigan Alcoholism Screening Test (MAST)” (M. L. Selzer, “The Michigan Alcoholism Screening Test—The Quest for a New Diagnostic Instrument,” American Journal of Psychiatry 127(1971): 1653–1658.); the CRAFFT test for adolescents; and the Alcohol Use Disorders Identification Test (AUDIT).

These tests were all developed—and are used—by professionals. In fact, if you should need to get your friend or loved one into a program, a clinician will probably administer one of them to him or her. They’re all designed to get at the core of the issue, that is, the behaviors that lead people to suspect there may be a problem. By essentially providing lists of behaviors that indicate the existence of such a problem, these methods enable practitioners to determine whether or not a problem actually exists. Some of them, however, are quite complex, and for your immediate purposes there’s a much simpler test you can use to determine if the individual is an addict or has a substance problem. It’s called the “Three C’s of Addiction.”

The Three C’s of Addiction

The “Three C’s of Addiction” are “Lack of Control over Use,” “Compulsive Use,” and “Continued Use Despite Knowledge of Adverse Consequences.” “Lack of Control over Use” distinguishes between the individual who has two beers on a Friday night and the addict who says he’s going to have two beers and winds up drinking ten times that many. “Compulsive Use” refers to the repetitive use of a substance to the exclusion of other major life activities, such as working or maintaining relationships with other people. That is, it defines an addict as someone whose use of a substance is so all-consuming that it’s more important than anything else in his or her life. Finally, “Continued Use Despite Knowledge of Adverse Consequences” essentially means that anyone who continues using a substance that he or she knows to be harmful is in all likelihood an addict. In fact, this criterion could alone be considered the very definition of addiction.

This method is appropriate for use by anyone trying to determine if someone has an addiction problem, because the “Three C’s” put into words some commonsense criteria you can use to convince yourself (and perhaps your loved one) that there is a problem. Of course, these criteria are very general, so they’re not as meaningful as the more detailed methods used by professional addiction treaters. If, however, you’re interested in getting a better understanding of how addiction affects people, and in more accurately determining whether or not your loved one has a problem, you can also ask yourself the questions listed below.

Additional Questions to Ask

There are essentially five areas in which an addict is likely to exhibit behaviors that may be caused by whatever substance he or she is using—physical problems, mental problems, relationship problems, work/school problems, and legal problems. Using the professional tests I mentioned earlier, I’ve put together a list of questions in these five areas. If you suspect your loved one is having a problem in one of these areas, you should run down the list and see if he or she is having any of the other problems mentioned. If, on the other hand, you suspect the individual has a problem but you don’t know whether or not it’s true, you can simply browse through all the questions. Doing so should help you recognize those behaviors that are related to substance abuse, and if it appears that your friend or loved one is using a substance, you can use that information to press him or her to get help.

QUESTIONSABOUTPHYSICALPROBLEMS


	Has the individual become so tolerant of the effects of the substance that he or she has to take more to achieve the same effect?

	Does the individual exhibit symptoms of withdrawal from the substance when he or she stops using it?

	Does the individual continue using the substance despite its having negative physical effects such as skin infections, weight loss, or others?

	Has the individual ever physically harmed him- or herself—or anyone else—as a result of the substance use?



QUESTIONSABOUTMENTALPROBLEMS


	Does the individual take more of the substance than he or she intends?

	Does the individual continue using the substance despite negative emotional effects such as depression or anxiety?

	Does the individual use the substance to feel better?

	Does the individual forget what happens when he or she uses the substance?



QUESTIONSABOUTRELATIONSHIPPROBLEMS


	Has the individual’s marriage or other relationship(s) been affected by the substance use?

	Does the individual’s substance use worry friends or family?

	Does the individual get into verbal or physical fights while using the substance?

	Does the individual, when using substances, have sex with people he or she would otherwise not have sex with?



QUESTIONSABOUTWORK/SCHOOLPROBLEMS


	Has the individual’s work productivity or attendance suffered as a result of his or her substance use?

	Has the individual’s school grades or attendance suffered as a result of his or her substance use?

	Does the individual use substances while on the job or at school?



QUESTIONSABOUTLEGALPROBLEMS


	Has the individual been arrested for anything related to drugs or alcohol?

	Has the individual been stopped by the police for any reason related to drugs or alcohol?

	Has the individual committed any illegal act as a result of his or her substance use?




If the answer to even one of these questions is “yes,” you certainly have reason to be concerned and should look into it further by asking your friend or loved one about it. Although social use of substances can occasionally result in a positive response to one of these questions, it’s more likely that you’ve either identified an early sign of more serious substance use or just recognized the most visible of several such signs. In any case, you’re better off asking about the issue than remaining silent and perhaps allowing your loved one to progress to a more dangerous level of addiction.

Is He or She Just an Addict, or Is There Another Problem, Too?

Being an addict is certainly enough of a problem for anyone. But sometimes—in fact, much more frequently than most people realize—addicts also suffer from a variety of other mental illnesses. A common example of this is the alcoholic who also has clinical depression. This kind of “dual diagnosis” can confuse the addicts themselves, their friends and family, and those who treat them, because symptoms of addiction and mental illness can mimic each other. Sadness, lethargy, and impaired sleep, for example, are found in both alcoholics and people with depression. Interestingly, the American Psychiatric Association’s official diagnostic guidelines put substance dependence in the same category (AXIS I) as other psychiatric illnesses such as depression and schizophrenia. What this means is that addiction should be considered a disease in the same way that schizophrenia is. That is, while the sufferer should not be held responsible for having the condition, he or she should be held responsible for getting it treated.

The term “dual diagnosis” includes a virtually endless variety of combinations, from the anxious individual who smokes marijuana to the schizophrenic who uses crack cocaine. And since mental illnesses and addictions often occur at the same time, and mimic each other’s symptoms, if you suspect that, besides being addicted to a substance, your friend or loved one suffers from another mental illness, you should make sure to contact a psychiatrist who’s been trained specifically in the field of dual diagnosis. Such an individual will be able to assess the nature and extent of the addict’s substance problem as well as of his or her mental illness. He or she will also be able to design and coordinate the kind of more complex treatment plan that the addict will need in order to deal with both of his or her problems. (There’s more information on these kinds of treatment plans in chapter 7, as well as a discussion of how to deal most effectively with dually diagnosed addicts in chapter 13.)




Do You Have an Addict in Your Life?


	Be on the lookout for the mental, behavioral, and physical signs of addiction.

	Always trust your instincts. If something doesn’t seem right, ask about it.

	Make sure your friend or loved one actually has a substance problem before taking any action.

	Focus on the addict’s behaviors rather than on the diagnosis.

	Concentrate on getting help for the addict, not on “catching” him or her.

	Strive to be gently insightful rather than dramatic.

	Always address the big problems first.

	If you think the addict may also have a mental illness, have a trained clinician assess him or her to determine if it’s so and, if necessary, design a comprehensive treatment program.







You now know how to tell if someone is an addict and should have a good idea of whether or not your friend or loved one actually has a substance abuse problem. In the next chapter I’m going to tell you more about what addiction really is, how and why people become addicted, and the kinds of things they become addicted to.








Chapter Two

WHAT ADDICTION REALLY IS




Before you try to help an addict, it’s important that you know and understand exactly what addiction is. That is, why and how people become addicts and the kind of substances to which they become addicted. This, too, is part of Creative Engagement. Having this kind of information will help you—and help you help the addict—by enabling you to understand and appreciate how powerful a pull addiction has on those who are under its influence. This will, in turn, enable you not only to be more compassionate but also to maintain, over the long term, the desire you feel right now to help the individual rid him- or herself of the addiction. And that’s ultimately what this whole process is about.

Why and How People Become Addicted

Trying to understand why and how your friend or loved one became an addict is one of the most painful and difficult tasks you’re likely to encounter. To complicate matters, reasonable people can and often do disagree on the causes and explanations of addiction. And for that reason, there are a number of different theories, or models, of it. However, because each of these models approaches it from a somewhat different perspective, each one, except the one called the “Moral Model,” can help explain at least some part of addiction, as well as some part of why the addict you love behaves in such a self-destructive way. There’s something else, too, that these models have in common. They all make it painfully clear that once someone becomes an addict, because of the nature of addiction itself, he or she no longer has the ability to make choices in the same way that you and I do. The addiction, in effect, damages the “choosing mechanism” in his or her brain. And that’s something you always have to take into account when dealing with someone who has a substance abuse problem. In practical terms, this means that no matter how clearly and logically you explain to your friend or loved one why the addiction must stop, he or she simply won’t understand and will continue using the substance.

The Models of Addiction

Of the several models, or explanations, of addiction, the most unfortunate—and least useful—is the one referred to as the “Moral Model.” This model argues that all addicts are either evil, weak-willed, or both, and was used for years to explain the apparently inexplicable behavior of addicts. Although it’s been convincingly disproved by several of the other explanations discussed below, even now family members hurt by an addict’s behavior, health-care workers frustrated in their attempts to help addicts, or politicians looking for an easy target sometimes turn to this “theory” of addiction.

The “Learning Theory Model” of addiction, which is based on neurochemistry and psychology, suggests that people become addicts because, having experienced a beneficial effect from using a substance, such as feeling “high,” they will seek out the substance again. This is known as “positive reinforcement.” Of course, it’s perfectly normal for people to want more of something that feels good. But our brains aren’t designed to cope with the kind of substances we can become addicted to, so even though that kind of response may be psychologically appropriate, it can also be terribly destructive. In addition, according to this theory, once addicted, the individual may continue using the substance to avoid the painful effects of withdrawal. A prime example of this is the alcohol-dependent person who has to have a drink early in the morning to avoid the “shakes,” one of the symptoms of the addiction itself.

Another model, the “Self-Medication Hypothesis,” suggests that people become addicts by starting to use a particular addictive substance in order to “treat” a specific kind of emotional disturbance. An angry person, for example, might choose a depressant drug like heroin to calm the fury he or she feels inside all the time. By contrast, a depressed, lethargic person might choose a substance like cocaine to provide him or her with a burst of energy, even if only a temporary one. According to this theory, which has been best described by Dr. Edward Khantzian at Harvard University, it’s the need to control these emotional disturbances that encourages the initial use of the substance. This, in turn, not only leads to the user’s becoming dependent on the substance but also contributes to his or her relapses. Advocates of this theory don’t claim that these drugs actually help addicts deal with their emotional problems over the long term, only that the need to exercise some control over those problems is what begins the cycle of addiction.

The “Biopsychosocial Model,” as its name suggests, argues that addiction—like other types of psychiatric illness—is caused by a combination of factors and, accordingly, requires a combination of interrelated methods to treat it. This theory is based, at least in part, on the widely held although not conclusively proven belief that, in addition to psychological and social components, there’s a biological or genetic component to addiction. Research studies on twins and children of alcoholics—although not on those dependent on other substances—show a clear tendency toward addiction in blood relatives. This doesn’t mean that alcoholism is something you can inherit from your parents, like blue eyes or red hair. It only means you can be born with a predisposition, or vulnerability, to it.

According to the “Biopsychosocial Model,” it’s this vulnerability, when combined with psychological and social components, that can lead to substance abuse problems. Unhappiness, stress, or psychiatric syndromes like depression or psychosis can make someone with this genetic predisposition turn to substances for relief of their symptoms. Similarly, social factors like poverty, homelessness, and a general lack of social support can contribute to the likelihood of someone’s becoming an addict. However, while this model may ultimately prove to be a useful explanation of the causes of addiction, right now it’s actually most valuable as a prescription for treatment. As I’ll explain later on, any addict is most likely to abstain from substances of abuse if he or she receives comprehensive treatment that addresses psychological problems, biological changes, and the environmental or social cues that encourage relapse.

Finally, there is the “Disease Model” of addiction, which is the one I find most convincing. This model defines addiction as a chronic, relapsing medical condition much like high blood pressure or diabetes. This definition fits the picture of addiction in many ways: like a medical illness, addiction has both a genetic and an environmental component. The genetic component, as I mentioned earlier, is the possibility that people can actually inherit a vulnerability to addiction, at least to alcohol if not necessarily to other substances. And environment becomes a factor because, just as a person with hypertension can lower his or her blood pressure by losing weight and avoiding salt, an addict can ward off relapse by avoiding situations that he or she knows will trigger a relapse, such as spending time with other addicts or in the local bar.

Also like individuals with physical ailments, however, addicts must bear responsibility for treating their condition, or suffer the consequences of neglecting that treatment. In the same way, for example, that a diabetic must take insulin on a daily basis to stay healthy, a recovering addict must attend self-help groups, have relapse prevention counseling, and take his or her prescribed medications. To my mind, though, the greatest advantage of the “Disease Model” may be that it removes the moral stigma from addiction. It presents the addict, like anyone suffering from an illness, as an unfortunate victim rather than as a “bad person” who is somehow to blame for his or her sickness. Unlike the “Moral Model,” which essentially blames the individual for being ill, this model takes a more positive approach by emphasizing the action needed to treat the addiction and make the sufferer well again.

The Biology of Addiction
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