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Process Addictions:
An Overview

Provides an outline of
process addictions, explains
the neuroanatomy and
neurochemistry that can

be seen in people with
process addictions, and
discusses various forms of
medication treatment.

By Kirk Moberg, MD, PhD,
and Philip Scherer, CADC,
NCGC II, MISA 11, CIP

The Food Issues
Eating Us Alive

Provides insight into how
people can become addicted
to food and presents treatment
strategies for counselors

to use for their overeating

or food-addicted clients.

By Rhona Epstein, PsyD, CAC

Process Addictions

What’s New in
Problem Gambling?

Discusses the convergence

of technology and how it
affects problem gambling,
explains new trends in

the field, and provides
information on online therapy
for problem gamblers.

By Mark Griffiths, PhD
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Announcement

C THE MAGAZINE FOR ADDICTION & BEHAVIORAL HEALTH PROFESSIONALS

®

Announcing. ..
The NEW Counselor Connection Newsletter

Counselor magazine's digital newsletter, Counselor
Connection, will feature a brand new layout, new content,
and a new schedule starting fall of 2014!

The new version of Counselor Connection will be sent
out biweekly instead of bimonthly, in order to provide
subscribers with even more up-to-date information,
feature articles, and book reviews.

The new Counselor Connection will feature all
new columns. ..

* “Industry Issues,” written by Counselor Editor
Robert J. Ackerman, PhD

» “Counseling Skills,” written by author and speaker
Dennis C. Daley, PhD

» “Experiential Treatment,” written by author
Tian Dayton, PhD

e “Clinical Supervision,” written by John Fulan, LMFT

... as well as new sections that will benefit all addiction
and behavioral health professionals.

* "“Announcements,” which will feature
relevant happenings in the addiction and
behavioral health field

» “Resources for the Counselor,” which will
provide reviews and information about
documentaries, books, training manuals, movies,
and other important media

» “The Conference Report,” which will provide
information on upcoming and past conferences

» "Recovery Voices,” where readers can share their
own stories of addiction and recovery

Watch for the return of “Point/Counterpoint” . ..

Counselor Connection will be bringing back the “Point/
Counterpoint” special column, which serves as a debate
on relevant and important topics in the addiction and
behavioral health field today. Experts will go head to head,
presenting their own arguments for each side of the issue.

... featuring topics such as

¢ Marijuana legalization
» E-cigarettes
e The disease model of addiction

Sign up today!
Visit www.counselormagazine.com and select
“Sign Up for Newsletter” at the bottom of the page.
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On Slaying the Dragon:
An Interview with

Bill White

Discusses Bill White’s
contributions to the history
of addiction treatment in the
United States, and presents
information on the revised
edition of Slaying the Dragon.

By Mark Sanders, LCSW, CADC

From the Journal of

Substance Abuse Treatment

Affect Regulation
Training for Alcohol
Use Disorders

Describes the design and
goals of affect regulation train-
ing (ART) and provides insight
into the benefits of administer-
ing it in an outpatient setting.
By Paul R. Stasiewicz,

PhD, Clara M. Bradizza,

PhD, and Kim S. Slosman,

MS, LMHC, CRC

An Integrated Model

for Treatment of Dual-
Diagnosis Adolescents in
the Residential Setting

Presents an overview

of integrated models of
treatment and provides a
case study viewed through
the eyes of a psychiatrist and
a therapist, respectively.

By David E. Smith, MD, FASAM,
FAACT, Michael Wachter, MD,
and Jennifer Golick, MFT
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During this past year I attended several
state summer schools and conferences
on behavioral health, mental health,
and alcohol and drug addiction. In
most cases I attended as a speaker
and enjoyed meeting the many attend-
ees. Although I have been presenting
for many years, I still look forward to
conferences. I find them very energiz-
ing for myself and for the participants.
Conferences offer the opportunity to
break our daily routines, the oppor-
tunity to connect with other clinical
professionals, and the opportunity
not to be the expert for other people
for a few brief days. In short I believe
attending a conference is a good way
to handle burnout.

Presentation topics at these confer-
ences range from new information
about old and continuing problems
to new scientific discoveries about
human behavior and improving clin-
ical techniques. Sometimes I am asked
to present on a topic that I did years
ago only to realize that these topics are
now being heard by an entirely new
audience who is hearing the informa-
tion for the first time. At the same time,
I must constantly update my presen-
tations for today’s issues. I find that
those attendees who get the most out
of a conference are those who come as
professionals and leave as consumers.
A good conference has something that
each person can identify with person-
ally as well as professionally. I hope
you have the opportunity to attend a
conference soon; it will be good for
you!

In this edition of Counselor we offer our
first in a series of information on pro-
cess additions. As you know, process

addictions share many similarities to
alcohol and drug addiction without
the alcohol and drug abuse or in com-
bination with them. Behaviors such as
compulsive gambling, sex addiction,
Internet addiction, and work addiction
are all examples of process addictions.
Many of the interventions utilized to
treat substance abuse lend themselves
to the treatment of process addic-
tions. Obviously, the types and kinds
of addictions we are facing today are
increasing as well as the necessity to
learn about them and to develop suc-
cessful treatment outcomes. We begin
our series on process addictions with
an overview and with feature articles
on problem gambling and food addic-
tion. Additionally, this issue will also
offer you a brand new national direc-
tory focusing on process addictions
and eating disorders.

Finally, I would like to inform you
that October is National Bullying
Prevention Month. We will take part
in raising awareness through our
“Inside Books” column, which will
feature Bullies: From the Playground
to the Boardroom.

I hope you enjoy this issue of
Counselor.

Robert J. Ackerman, PhD
+
Loy | St

Editor Counselor,

The Magazine for Addiction &

Behavioral Health Professionals,

A Health Communications, Inc. Publication



professional colleagues from the mental health and
addiction fields for this premier national conference.

the most cutting edge advances in research
and clinical strategies to enhance your knowledge base as a
professional in the field.

from some of the nation’s most highly recognized
therapists, authors, and trainers and have opportunities to interact
with them in a variety of skill-building sessions.

networking with your fellow professionals from throughout
the nation and the region in this beautiful beachfront setting.
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Make the Rule to Break the Rule:
Setting Your Ethical Standards

Jennifer D. Berton, PhD, LICSW, CADC II

Let’s play a game! I’ll
present you with some

short ethical scenarios and
you think about what you
would do in each situation.
Sound fun? Good. Okay, here
wego...

¢ ]. L.is your client in an
outpatient agency, who
presents you with a
meaningful gift to thank
you for “saving his life.”
Do you accept the gift?

m Counselor - October 2014

¢ S.B.isaclient in the
agency where you work.
While driving to work
one day, you spot her
on the side of the road,
walking to the agency.
The weather is terrible
outside. Do you transport
her to the agency?

¢ C.R.isaclient in one
of your early recovery
groups. During group,
he asks if you are in
recovery too. Do you
answer his question?

Now, were any of your
answers to any of these
questions “it depends?”
When I give ethics trainings,
the resounding majority of
participants consistently say
“it depends,” so I'm going to
assume that the majority of
you readers also gave this
common answetr.

What if I told you it isn’t a
very good answer, or at least
not a very ethical one? I can
hear the loud protests! I
know, I know, we are taught

to treat each client as the
wonderfully unique beings
they are, which would
support the idea that how
you treat a person in each of
these scenarios will depend
on the specific situation. You
might look at J. L. and say it
depends on whether it is a
graduation gift, or whether
he is from a certain culture
that places great value in
gift-giving. You might look at
S. B. and say it depends on
whether she can be trusted



in your vehicle, or whether
she can be trusted not to
behave inappropriately.
You should be including
your geographical weather
patterns in your decision
making. For example, if you
live in North Carolina and
you are driving through a
blizzard, it is more likely to
be an exception that would
compel you to rescue S. B.
However, if you are driving
through a blizzard in
Minnesota, it is certainly not
an exception and you should
have a rule in place for that
scenario. You might consider
C. R. and say it depends on
whether the self-disclosure
will clinically benefit him,
or what damage you predict
withholding disclosure will
have on C. R.’s mental health.

In each of these situations,
you can see there are many
reasons—many more than
are listed here—for giving
“it depends” as the answer.
So what is the problem
here? If you are honoring the
unique individual and set of
circumstances that brought
him or her to your office, “it
depends” is a logical answer
to any clinical scenario,
isn’t it? Anyone detect the
problem with this thinking?

It’s true that every person
sitting in your office is
unique and will bring in
a special set of thoughts,
beliefs, experiences, and
circumstances that will
present a diagnostic puzzle
and will demand creative
treatment planning. Yet the
need for clinical flexibility in
assessing and treating your
clients does not replace the
equally vital requirement
for ethical standards in your
daily practice. In fact, the
profession relies on it.

In protecting the client,
our ethical standards

are based on the four
ethical pillars: justice,
beneficence, autonomy, and
nonmaleficence (Berton,
2014; Castillo & Waldorf,
2008; Corey, Corey, &
Callanan, 2007; Miller,
2008; Roberts & Geppert,
2008; Taleff, 2009; Venner
& Bogenshutz, 2008). We
ensure that the client is
treated fairly (justice),
that our actions serve to
make the client better
(beneficence), that a goal of
our treatment is to promote
client independence and
participation (autonomy),
and that overall we strive to
avoid doing harm to the client
(nonmaleficence). Looking
at these constructs, the “it
depends” response to ethical
dilemmas seems an ethically
healthy choice for two pillars,
questionable with one pillar,
and a poor response for one.
Any guesses?

Well, treating every scenario
as a unique situation with
a unique response helps us
honor nonmaleficence and
beneficence by focusing
on promoting wellness
and avoiding harm in each
individual case.

Autonomy is a bit trickier. In
any of the aforementioned
scenarios, you might tell me
that you would direct your
course of action based on the
mental health of the client.
For example, you may feel
compelled to accept J. L.’s
gift because he is healthy
enough to understand the
ethical boundaries of gift
giving. Or perhaps you agree
to go on a date with one of
your clients because surely
he or she can maintain the
boundaries necessary to keep
the therapeutic relationship
intact. Anyone detect a
problem with this thinking?
How can you be sure your

assessment of your client’s
thinking and ability for
boundary control is correct?
Unless you share a brain,
your assessment is subjective
and you can be wrong, or can
mistake your own ability with
that of your clients. The only
brain on which you should
rely is your own, and let’s
face it, you can be swindled
by your own brain at times.

Sometimes we are certain of
how we think or feel about
a situation, until a friend
or therapist suggests an
alternative, and we realize
that is how we truly feel. If
we can be mistaken about
how we feel, we can certainly
be dead wrong about other
people’s thoughts, feelings,
and motivations. Thus,
we can’t regularly make
decisions based on the
individual brain sitting before
us; we can only regularly
make decisions based on
the brain inside us. Relying
on your own brain allows
for you to make a rule. You

can decide how you operate
in the majority of situations
because your thoughts and
feelings should not deviate
significantly in most common
situations.

The pillar of justice conflicts
with the “it depends”
response. Treating clients
fairly as you would treat
other clients helps direct
us to create standards by
which we can judge the
pillar of justice. If we treat
every client individually
without a standard as a
guideline, we can’t uphold
the pillar of justice. The idea
of fair treatment cannot
be measured without a
determined standard of
care. This should give us
pause. The task of protecting
the client can benefit from
creating a standard, but what
of the task of protecting the
clinician and the profession
at large?

The clinician can be
protected by having a set of
guidelines that ensure an
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ethical practice, both those
enforced through a written
code and those created by
the clinician. Rules are a
blueprint that can ensure the
clinician is supported in the
choices they make, as long
as they follow the guidelines
and avoid going rogue. If
anyone is questioning your
ethical behavior, you can
point to the standard to
bolster your reasoning. As
a group, if we are good at
putting our client’s needs
first, that indicates we aren’t
putting our own needs at the
forefront, but are squashing
them down behind those
of the folks we serve. The
problem with this is that
while we may ensure our
individual clients are treated
well, we can simultaneously
put our careers at risk.

Integrity doesn’t come from
how we treat one person,
but from evaluating our
performance as a whole. The
little individual decisions you
make are part of alarger trend
across clients, across jobs.
Ethical clinicians will show
consistency in their whole
performance; the standards
and rules by which they
inform their practice will be
clear when evaluating their
work. Thus, making rules
about our standard way of
operating is a superior choice
to the “it depends” option
when protecting ourselves.

This leaves us to discuss
the profession at large. A
profession is an entity that
relies on its members to
survive, so the profession
only functions when you
and I do our jobs well. If we
don’t make sound ethical
decisions, the profession
takes a hit. We tend not
to think in these global
terms, perhaps because the
profession isn’t as tangible

m Counselor - October 2014

as a person, yet if we don’t
protect it, who will? Thus,
the concern with failing to
make a rule, with using “it
depends” as a sound ethical
answet, is not so much that
you are using “it depends”
in your practice, but that we
are all using “it depends” as
our regular ethical answer.
We are using “it depends”
so often that the exceptions
have become the rule
(Berton, 2014; Taleff, 2009).

Think about this. The very
definition of a profession
requires that we have
a communicable set of
standards or code of conduct
(Berton, 2014; Brown, 1992;
Jackson, 2010; Larson, 1977).
If our exceptions become the
norm, we no longer have a
standard of care, and we will
no longer meet the criteria ofa
profession. Take that thought
with you the next time you
are in front of an individual,
pondering the most ethical
course of treatment. You
want to consider the best
action that will protect your
client’s needs, but you also
want to ask yourself: What
is the best action to protect
the profession and myself?

You must first decide the
rule before you make an
exception. Make the rule
before you break the rule.

Exceptions to any rule we set
will absolutely occur.
However, if you can state,

“My policy is , but this
situation is an exception
because_____,” you will

ensure the exceptions remain
true exceptions rather than
becoming the rule. If you can
do this, you will be protecting
the client, the clinician, and
the profession. That trifecta
of ethical benefit is a win-win
...win. @

Jennifer Berton,

PhD, LICSW,

CADC I, is the

author of Ethics

for Addiction

Professionals

and maintains

the blog,

clinicalethicsblog.

com. Dr. Berton

has worked in a variety of inpatient and
outpatient settings, and currently has
a private practice of psychotherapy,
supervision, and consultation. She
previously served as chair of the

Ethics Committee for the California
Association of Alcohol and Drug Abuse
Counselors (CAADAC), where she
continues to serve as a consultant.
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The Value of Credentialing

Mary Jo Mather

s ubstance abuse is so widespread
and costly to society that the
credentialing of professionals who work
in the field is critically important. Quality
care requires a competent workforce that
is well-trained, educated, and skilled in
providing appropriate services to clients.
It is the position of ICRRC that regulatory
and funding agencies—whether on
the national or local level—should
require that prevention, substance use
treatment, and recovery professionals be
certified in order to ensure services are
provided in an appropriate and ethical
manner.

Inrecent years, several state legislatures
have considered licensure of substance
use treatment professionals, and there
has been confusion about the difference
between certification and licensure. The
two are different, and this article will
explain how.

Licensure

A license is a state’s grant of legal
authority to practice a profession within
a designated scope of practice. It is
required in order to practice or to call
oneself a licensed professional. Some
states have a single license and some
have a two-tiered system, and the names
of licenses, as well as requirements, vary
from state to state. Licensing can also be
thought of as mandatory certification.
Under a licensure system, states define
by statute the tasks and function or
scope of practice of a profession and
provide that these tasks may be legally
performed only by those who are
licensed.

The majority, if not all, of US states
require individuals to meet a set of
minimum standards of practice to work
as a substance use disorder counselor or
clinical supervisor. These requirements

are in place because substance use
disorder counselors and clinical
supervisors have a unique relationship
with their clients. Substance use disorder
clients bring multiple health, economic,
and family concerns into the treatment
setting, requiring counselors—and by
extension their clinical supervisors—to
address many personal and confidential
issues. Without demonstrated practice
competencies and adherence to a code
of professional ethics, such relationships
have the potential to become harmful or
inappropriate.

Certification

A certification is typically a voluntary
process, although it can be required to
practice in certain states. Certification is
often provided by a private organization
for the purpose of providing the public
protection on those individuals who have
successfully met all requirements for the
credential and demonstrated their ability
to perform their profession competently.
It represents the achievement of a level
of professional competency agreed
upon by the international community
as qualified to practice effectively. In
some states, holding a certification can
help a professional obtain a license.
IC&RC certification can also allow a
professional to more easily relocate to
another IC&RC state or jurisdiction. Like
a license, certification requirements
can and do vary from state to state, but
IC&RC ensures that its boards adhere
to a set of minimum standards of
competency.

Regulators and community treatment
agencies have long required substance
use disorder treatment professionals
to hold a professional certification.
With the advance of managed health
care over the past several years, many

governments have now adopted
standards that parallel certification
requirements for substance use disorder
practitioners.

Complementary Processes

Ideally, licensing and certification
processes can coexist in a single
jurisdiction and complement one
another. One example of this is when a
state recognizes the existing
credentialing organization that provides
a stringent, legally defensible, reliable,
and valid credentialing process. The
state licensing entity contracts with the
credentialing board to administer the
credential and the examination. Once a
candidate completes the credentialing
process, the certification board transfers
that information to the licensing entity
who then issues the license. The
licensing standards match the
certification standards, and the license
is predicated on the professional first
obtaining the certification and passing
the examination followed by the
issuance of the license by the state
licensing entity. Synchronizing the
certification process and licensing
process provides the ultimate in public
protection and reduces cost to the state
government. @

Mary Jo Mather is the executive

director of IC&RC, the global

leader in the credentialing

of prevention, addiction

treatment, and recovery

professionals. Organized in

1981, it provides standards and
examinations to certification

and licensing boards in twenty-

four countries, forty-seven

states and territories, five Native American
regions, and all branches of the US military.
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Fatal Attraction: Celebrity Stalkers Who Kill

Maxim W. Furek, MA, CADC, ICADC

genre of films has entered into

the domain of the stalker with
offerings such as Play Misty for Me,
Single White Female, The Crush, Misery,
Raising Cain, and the highly successful
Fatal Attraction. These films satiate
our curiosity with themes of fantasy
and dangerous obsession, but do they
ultimately present true quantifiable
realism or crass exploitation of an
illness?

There have been numerous attempts to
define the stalker. Meloy has proposed
that stalking is “the willful, malicious,
and repeated following and harassing
of another person” (1998) while Zona
and colleagues have delineated three
types of stalkers: simple obsessional,
erotomania, and love obsessional
(Zona, Sharma, & Lane, 1993). Kulbarsh
suggests that

the typical profile of delusional stalkers
is that of a single, socially immature
loner, who has been unable to establish
or sustain close relationships with
others. Delusional stalkers rarely
date and have had few, if any, sexual
relationships. They usually come from
an emotionally barren or severely
abusive childhood; growing up to
have a very poor sense of their own
identities. Most delusional stalkers
have a predisposition toward psychosis.

The common victim of the delusional
stalker is most frequently a person of a
higher socioeconomic class/status who
has had little, if any, previous contact
with the stalker (Kulbarsh, 2007).

John Moore contributed to the research
with his obsessive love wheel. Moore
attempted to demonstrate the obsessive
relational progression (ORP), a specific
style of attachment disorder driven by
a fear of abandonment, noted with
relationally dependent individuals.
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The four phases of ORP are as follows
(Moore, 2009):

¢ The attraction phase, characterized
by an instantaneous and
overwhelming attraction
to another person

¢ The anxious phase, when the
afflicted individual creates the
illusion of intimacy, regardless of
the other person’s true feelings

¢ The obsessive phase, usually
where the person being
controlled begins to withdraw
and sever the relationship

¢ The destructive phase, the
most dangerous phase where
anger, rage, and a desire to
seek revenge are observed

Desperate Inference

Moore’s destructive phase was
evidenced after “spree killer” Andrew
Phillip Cunanan went on his bloody
rampage. During a three-month period,
Cunanan, age twenty-seven, murdered
at least five people, including fashion
designer and “gay icon,” Gianni Versace.
Unable to respect the autonomy of his

idol, a desperate inference of envy,
rage, and homicide unfolded. Versace,
age fifty, was shot dead on July 15,
1997, on the steps of his Miami Beach
mansion as he returned from a morning
walk. With an angry pull of the trigger,
Cunanan took it all away. Adding to his
notoriety, Cunanan was listed on the
Federal Bureau of Investigation’s (FBI)
fugitive report. The killing spree ended
with Cunanan’s suicide eight days later,
using the same gun that killed Versace.

In the aftermath, the media attempted
to make the killer into something
he was not. Cunanan, who lived “a
relatively dull existence,” was a little-
known multiple murderer who, after
killing Versace, received immediate
infamy and was titillatingly described
as a “spree Killer,” “diabolic icon,” and
representative of the worst fears hidden
within the gay community (Poniewozik,
1999). He was none of these things, but

was in fact a drugstore clerk who lived
with his mother and fantasized about
a life of money and glamour. Getting,
then losing, a taste of that life through
a relationship with a wealthy older
man . .. Cunanan entered a spiral of


http://en.wikipedia.org/wiki/Gianni_Versace
http://en.wikipedia.org/wiki/Miami_Beach,_Florida

debt and jealousy that led disastrously
and clumsily to a string of murders
(Poniewozik, 1999).

Examination of Cunanan’s behavior in
The Anatomy of Motive “indicated that
he may have suffered from psychopathy,
a personality disorder characterized by
an abnormal lack of empathy” (Douglas
& Olshaker, 1999). Like other stalkers,
Cunanan

set out to destroy the object he most
admired, that he most coveted. In
doing so, and, in his own mind, he
accomplished something of note.

The stalker and the nonpolitical
assassin are obsessed with the object
of their attention and/or what they
represent. In some cases, as with
Mark David Chapman, killer of John
Lennon, they out-and-out want to be
that person. And when they can’t, they
decide that no one else can be, either
... And like Chapman with Lennon,
John Hinckley with his actress idol Jodie
Foster, and other stalkers, there was
a part of Cunanan that wanted to be
forever linked to his target, and so he
shall be (Douglas & Olshaker, 1999).

Star Burned Brighter

Therapist Hank Houston believes
celebrity stalkers

may be trying to find an identity
through contact with celebrities, in
an attempt to bring interest to their
otherwise lackluster existence. As the
stalking process continues the stalker
may, in his/her own mind, develop a
closer relationship with the celebrity.
If the stalker cannot continue to
strengthen this relationship they may
feel a sense of rejection by the celebrity
and, consequently, become angry.
The stalker may want to denigrate
the celebrities’ importance by causing
physical, emotional or financial injury
(M. Furek, personal communication,
September 21, 2012).

One such example was the delusional
individual who murdered John Lennon.
Mark David Chapman, a twenty-
three-year-old former security guard,
traveled to New York City from Hawaii
to assassinate the forty-year-old singer.

The ex-Beatles’ murder was as much a
matter of chance as it was of celebrity.
Chapman had considered targeting
celebrities including Ronald Reagan,
Jacqueline Onassis, David Bowie, Johnny
Carson, Elizabeth Taylor, and George C.
Scott, but decided to murder Lennon
because, as Chapman rationalized, “his
star burned brighter than the others”
and “If he was less famous than three
or four other people on the list, he would
not have been shot” (McLaughlin, 2012).

Chapman spent the afternoon of
December 8, 1980, outside the Dakota,
the Manhattan apartment building
where the singer and political activist
lived with his family. There, Chapman
carried the Double Fantasy album that
he had the former Beatle autograph.

Hours later, at 10:50 PM, according to
Biography.com:

Husband and wife return home in
their limo. After exiting the vehicle,
Lennon makes eye contact with the
awkward young man he’d met hours
earlier: Chapman, with his now-
signed album in hand, is after more
than an autograph this time, however.
Seconds later, Chapman pulls out a
.38 handgun and fires five shots at
the musician, hitting Lennon four
times—in the back and the chest.
Lennon somehow manages to continue
walking, eventually collapsing in the
front vestibule of the Dakota; strewn
around him are a number of cassettes
that he’d been holding.

A terrified Yoko Ono enters the Dakota
screaming, “John’s been shot!” Seconds
later, building worker Jay Hastings
alerts the police. Officer Steve Spiro
arrives at the scene within minutes and
Lennon is taken to Roosevelt Hospital,
near Central Park on 59th Street (Nash,
2013).

The shooter remained on the scene. He
casually read passages from A Catcher
in the Rye as Lennon lay dying.

Chapman pleaded guilty to second-
degree murder and was sentenced
in 1981 to twenty years to life. He was
incarcerated at Wende Correctional
Facility in Alden, New York (Virtanen,
2012). In 1981, over a period of three
months, Chapman mailed four typed

letters to former New York Police
Department Officer Stephen Spiro.
Chapman asked Spiro to read Catcher
in the Rye, hinting that the novel could
explain what led to the rock icon’s
murder. Chapman suffered the delusion
that he was like Holden Caulfield, the
fictional character in the 1951 book.
In the story, Caulfield is a bright yet
naive young man who is expelled
from preparatory school and decides
to go to New York City. The novel dealt
with teenage rebellion, belonging, and
alienation—all difficult themes for
Chapman.

Chapman referred to Lennon as “a
phony,” an apparent reference to
Caulfield, the troubled narrator of J. D.
Salinger’s book. “I will let you decide
whether Mr. Lennon was a phony or
not. His words shoot his life-purpose
full of holes,” the murderer wrote. “Yes,
Lennon was a phony of highest degree
but there were others who could—and
would—have served the same purpose.
I believe the District Attorney has these
names” (Roberts, 2013).

As detailed in The Lives of John Lennon,

After Chapman had been examined by
no fewer than nine psychiatrists and
psychologists, the consensus was that
he was suffering from pathological
narcissism, characterized by a
“grandiose sense of self-importance,
fantasies of success, power, and ideal
love, indifference to the feelings of
others, a need for constant attention
and admiration, feelings of rage,
shame, humiliation, and inferiority in
response to criticism and entitlement
to special favors” plus a “proneness
to manipulate suicidal gestures”
(Goldman, 1988).

Chapman was denied release from
prison during his seventh appearance
before the three-member New York
corrections parole board. Transcripts
revealed chilling details about his
preparation for the assassination. He
acquired “more deadly” hollow-point
bullets from a friend who was a deputy
sheriff in Atlanta. He flew from Hawaii
to New York City twice to case the
Dakota apartment building. Chapman
confessed, “I'm so bonded that I could
probably assure you that, if released,
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I’d probably stay right where I'm at.
You know, once you stand on a rock
for twenty years and feel the waves on
you and you don’t go anywhere because
you’re on a rock, you don’t want to
move” (McLaughlin, 2012).

Taxi Driver

Psychotic and delusional stalkers are
dangerous. Unable to separate fantasy
from reality, they view their target as
objects of obsession. In many instances
they become homicidal after misguided
attempts at affection, intimidation, and
control are thwarted.

John Hinckley Jr. was fixated upon
fourteen-year-old actress Jodie Foster.
He obsessively watched Taxi Driver on
a continuous loop. Around 1980, he
relocated to New Haven, Connecticut,
after Foster decided to take a break from
Hollywood and enroll at Yale. Hinckley
enrolled at the same university for the
sole purpose of developing a relationship
with her. He began to slip poems under
Foster’s door. Eerily, he also left letters in
her mailbox, including one, in an effort
to win her affection, where he outlined
plans to assassinate President Ronald
Reagan.

On March 30, 1981, John Hinckley Jr.
traveled to a hotel in Washington, DC,
and made good on his promise. At 1:30
PM, Hinckley stepped forward from a
crowd of television reporters and fired
six shots from a Rohm R6-14 revolver.
The bullets from Hinckley’s gun struck
Ronald Reagan in the left chest, Press
Secretary James Brady in the left temple,
Officer Thomas Delahanty in the neck,
and Security Agent Timothy J. McCarthy
in the stomach.

Hinckley was immediately arrested.
His trial began over a year later, on May
4, 1982. On June 21, 1982, after seven
weeks of testimony and three days of
deliberation by the jury, John Hinckley
Jr. was found not guilty by reason of
insanity (University of Missouri-Kansas
City, n.d.).

Confined to St. Elizabeth’s Hospital
in Washington, DC, since his trial,
Hinckley’s obsession with Foster
continued. In 1999, however, after
significant process in his psychiatric

m Counselor - October 2014

treatment, Hinckley was allowed
to leave the grounds for supervised
visits. In April 2000 he won the right to
unsupervised furloughs. The following
month these rights were revoked when
guards found in his room a smuggled
book about Jodie Foster—he is banned
from having any material about the
star. He has always seemed aware of his
motivations, even immediately after the
shooting. In 1981 he told Newsweek “The
line dividing life and art can be invisible.
After seeing enough hypnotizing movies
and reading enough magical books, a
fantasy life develops which can either
be harmless or quite dangerous” (PBS,
n.d.).

My Sister Sam

Paranoid stalkers may believe that a
third party is preventing them from
consummating their relationship with
their fantasy lover. When the object
of the stalker’s attention says “No,”
the stalker rationalizes his or her
intent away and may then focus on
the perceived situation or person the
stalker believes is standing in the way
of a relationship. “Her husband made
her get that restraining order. She really
loves me, he is the problem,” or “His
agent told him it would be bad for his
career if we were involved, but he really
loves me, that agent better stay out of it.”
Infamous erotomanic stalkers include
Robert John Bardo, who killed actress
Rebecca Schaeffer, and Margaret Ray,
who stalked David Letterman and later
committed suicide (Kulbarsh, 2007).

For years, Robert John Bardo, an
unemployed Tucson, Arizona, fast-
food worker, had been stalking
Rebecca Schaeffer, the former star of the
television series My Sister Sam. Bardo
hired a private investigator for $250 to
obtain Schaeffer’s address through her
California motor vehicle record. In July
1989, Bardo showed up at Schaeffer’s
apartment in the Fairfax District of Los
Angeles and fatally shot her as she stood
in her doorway.

Bardo’s youth was a period of much
physical and mental abuse. According
to one of his teachers, Bardo was “a time
bomb on the verge of exploding” and he
wrote his teachers threatening letters. He

was hospitalized two times because of
“severe emotional damages” (Wilkins,
n.d.). Bardo began to be obsessed with
the character Patti, played by Schaeffer.
He built a shrine to her in his bedroom.

“She came into my life in the right
moment,” Bardo stated. “She was
brilliant, pretty, outrageous, her
innocence impressed me. She turned
into a goddess for me, an idol. Since
then, I turned an atheist, I only adored
her” (Wilkins, n.d.).

On December 20, 1991, Bardo was
sentenced to life without parole by
Superior Court Judge Dino Fulgoni.
Convicted of capital murder, Bardo
attempted to explain his actions to
Fulgoni: “The idea I killed her for fame
is totally ridiculous. I do realize the
magnitude of what I’ve done. I don’t
think it needs to be compounded by a
bunch of lies because she’s an actress”
(Wilkins, n.d.).

Because of the ease with which Bardo
found Schaeffer through her driving
records, the incident led to new
antistalking laws. The 1994 Driver’s
Privacy Protection Act (DPPA), which
prevents the Department of Motor
Vehicles (DMV) from releasing private
addresses, was passed in reaction to
a series of abuses of drivers’ personal
information held by government. Other
incidents cited by Congress included a
ring of lowa home robbers who targeted
victims by writing down the license
plates of expensive cars and obtaining
home address information from the
State’s DMV.

Senator Barbara Boxer, who sponsored
an earlier version of the DPPA, cited
further examples where stalkers were
able to find victims by simply visiting a
DMV facility. She argued that in “thirty-
four states, someone [could] walk into
a State Motor Vehicle Department with
your license plate number and a few
dollars and walk out with your name
and home address” (Electronic Privacy
Information Center, n.d.).

Boxer further explained:

In Tempe, Arizona, a woman was
murdered by a man who had
obtained her home address from that
State’s DMV. And, in California, a
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thirty-one-year-old man copied down
the license plate numbers of five
women in their early twenties, obtained
their home address from the DMV and
then sent them threatening letters at
home (Electronic Privacy Information
Center, n.d.).

When the individual was finally
apprehended, they found in his
possession a book titled You Can Find
Anyone, which indicated how to do
just that using someone’s license
plate (Electronic Privacy Information
Center, n.d.). How To Find Almost
Anyone, Anywhere, published by
Private Investigator Norma Mott
Tillman, recommends that the DMV is
an excellent place to look for personal
information. Tillman says,

Although these records may not be
considered public information in
every state, most DMVs will release
this data if there is “good cause.” Most
states require as little information as
the person’s name and date of birth.
Databases also allow vehicle license
plates and/or vehicle identification
numbers to be traced (1995).

Because of its vibrant motion-picture
industry, California has a significant
population of celebrities, and
unfortunately, a grouping of intrusive
celebrity stalkers. According to the
California legislation, a stalker is defined
as “someone who willfully, maliciously,
and repeatedly follows or harasses
another victim and who makes a
credible threat with the intent to place
the victim or victim’s immediate family
in fear of their safety” (National Center
for Victims of Crime, 2012). There must
be at least two incidents to constitute
the crime and show a “continuity of
purpose” or credible threat.

Notorious stalkers like Robert John
Bardo, Mark David Chapman, Andrew
Phillip Cunanan, and John Hinckley
Jr., dwelled in a place draped in fear,
obsession, and rage. At some point
these delusional individuals crossed
an invisible line and acted out willful,
premeditated rage that has become all
too common. By 1993, every state as
well as Canada put antistalking laws
into effect in an effort to deal with this
ongoing, and often deadly, personality

disorder that targets famous celebrities.
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Frances L. Brisbane, PhD

he dramatic growth of the gambling industry, which

includes state-run lotteries, casinos, sports wagering,
internet gambling, video poker, video keno, and many other
forms of betting, has had measurable impact on the older
population. For example, it is estimated that 50 percent of
Americans over the age of sixty-five gambled in the past year
(Desai, Maciejewski, Dausey, Calarone, & Polenza, 2004).
While gambling can be an enjoyable activity for many older
adults, it is a dangerous addiction for some. With almost one
thousand casino venues now operating throughout the United
States and more on the way (Barrow & Borges, 2013), it is
essential that a comprehensive research study be undertaken
to find ways to enhance the positive aspects of recreational
gambling and reduce the risks of pathological gambling.
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Yes, there can be positive aspects to gambling. According
to the Massachusetts Council on Compulsive Gambling,
recreational gamblers reported better social support, lower
levels of depression, higher self-health, and higher cognitive
functioning (Vander Bilt, Dodge, Pandav, Shaffer, & Ganguli,
2004). This finding is consistent with informal research I
conducted on numerous bus trips I made from New York to
casinos in New Jersey and Connecticut. The bus rides to the
casinos were filled with chatter, friendships, and welcoming
newcomers, but this was strictly reserved for the bus. Even
spouses, relatives, and close friends seldom remained
together once they darted out of the bus door to the casino.
An overwhelming majority played the slot machines or bingo
and their attention was fully devoted to the game they had
chosen.

A significant percentage of the casino bus riders I observed
appeared to be recreational gamblers who exercised restraint,
stayed within their budget, and limited their gaming activities
to a few hours. The bus riders spent a majority of their casino
experience at the buffet, taking walks inside and outside of the
casino, or sitting and waiting for the bus to take them home.
Once again my observations were consistent with research
that appeared in the American Journal of Psychiatry which
reported that, “The majority of adults in the United States
gamble ‘recreationally’ at levels not considered problematic
or pathological” (Desai et al., 2004).

In view of the fact that many casino customers are retirees who
enjoy the social networking to, at, and from the casino, it is
not unusual for some seniors to gradually increase their bus
trips to the casino to two or three times per week. However,
this can easily develop into a risky pattern of recreational
gambling that can quickly deplete cash seniors had earmarked
for necessities. This risk increases if these seniors live alone
in unsafe neighborhoods, live far from children or feel alone,
lonely or frightened. I even discovered that some older
gamblers who live in dangerous neighborhoods are escorted
to the bus stop by their adult children, friends or neighbors
who wait until their elder parent or friend is safely on the
bus before they leave for work. In the evening when the bus
returns from the casino, a relative or friend is waiting at the
bus stop to take the elder bus rider home.

Hence, older gamblers can become hooked on casino
addiction as a prelude to gambling addiction. Sadly, when
older adults develop a gambling addiction, they often lose
every dollar they budgeted and intended to spend at the



casino, and then dig into their savings at one of the casino’s
conveniently located ATMs so they can continue to gamble
and possibly lose more money. These out-of-control gamblers
are at high risk of spiraling into a financial, emotional, and
psychological crisis.

Older adults without healthy relationships and social outlets
to occupy their time find casinos appealing. Most are not aware
that they are among the major supporters of casinos. For this
reason, it is vital for state governments to take proactive steps
now to prepare for the ongoing casino expansion. Surveys of
people who care for and about older adults have found that
there is an urgent need for a reliable helpline operated by
trained people who can guide callers to helpful services (Wu,
2009). This helpline needs to be operated by social workers
who specialize in helping seniors address a wide range of
comorbidities including compulsive gambling, loneliness,
depression, alcoholism, prescription or illegal drug addiction,
neglect, and elder abuse. As reported by the United States
Government Accountability Office (GAO), research studies
have found that people with gambling disorders often have
other behavior problems (2000).

All too often professionals as well as relatives fail to ask older
people the type of questions that would reveal the nature of
their gambling problems. According to Lia Nower, JD, PhD,
an associate professor and director of the Center for Gambling
Studies at Rutgers University School of Social Work, “in most
social services organizations they screen for alcohol and
drugs, but they don’t screen for gambling” (Reardon, 2013).
Regrettably, signs of depression, loss of social connections,
loss of weight, unexplained onset of negative behavior, and
other symptoms are attributed as signs of “normal aging
conditions.” Sadly, not making a therapeutic intervention in a
timely manner can contribute to potential suicide, alcoholism,
depletion of retirement assets, and unnecessarily living in
poverty with physical, mental, and spiritual illnesses.

Older people with substance abuse

early stage, the risk of spiraling into full-blown addictions,
financial exploitation or elder self-abuse can be drastically
reduced.

As it stands now, there are very few reliable resources to help
seniors make informed decisions. Websites, texts or phone
messages lack the necessary human connection, especially
when people have a difficult time expressing a predicament
such as compulsive gambling. This is why I strongly
recommend that every state that allows casino gambling
should include a helpline operated by social workers so that
callers will have confidence that help is available from
nonjudgmental problem solvers.

Frances L. Brisbane, PhD, is a professor and dean of the
School of Social Welfare at Stony Brook University. Dr. Brisbane
has been recognized by the Governor and the New York State
Office of Addiction and Substance Abuse Services as one of eight
New York State women who made an extraordinary contribution
in the 20th Century for student and community education

and the prevention of alcoholism and substance abuse.
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problems are not likely to seek
treatment. They are often too ashamed
to admit they have such a problem at
their age. They may have the same
response of not having a problem with
gambling addiction, depression, and
incomplete suicides. But when you
observe unusual behavior among older
people who appear to be neglecting
themselves, borrowing money from
friends and relatives, using local and
state “safety net” institutions and
resources when they are receiving
Social Security, pension checks, and
other types of income, it could be time
to make plans for an intervention by a
social worker or professional therapist.
Then again, when issues such as
depression, loneliness, and self-
destructive behaviors are treated at an
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Detachment

Rev. Leo Booth

’ve just moved into a new

house. The house that I
left Id lived in for twenty-five
years. It was a great house.
I have fond memories of my
time living there, but I was
ready for a change.

People have asked me,
“Was it easy to leave your
old house? Don’t you miss
it?” My answer is “No.”
Fortunately I’'m able to live
my life enjoying all my many
possessions, but I’'m not
attached to them; they don’t
own me. I’ve developed a
spiritual detachment from my
material possessions. Indeed,
I have a certain detachment
from my ideas and opinions.
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They don’t own me either—I
can easily change my mind.
If what you are saying makes
more sense than what I've
been saying for years, then
Ilet it go.

Understanding
Detachment

Don’t misunderstand me. I'm
not saying that I don’t have
feelings for my old house
or my ideas and opinions.
Detachment does not mean
thatI don’t care. I care deeply
for my life in the old house
and I care about my ideas
and opinions; it’s just that
they do not forever define

me. I am more than where I
live and what I think.

This is my spiritual
understanding of
detachment. It allows me to
connect with my thinking
concerning God’s precious
gift of freedom. I am free to
be involved or I can walk
away. In my relationships
with other people I’ve come
to understand and appreciate
detachment because it
emphasizes separation and
boundaries. 'm not them and
they are not me.

Detachment becomes
the healing agent for
codependency issues
because it acknowledges and

respects a spiritual reality: I
cannot change you or make
you do something that you
don’t want to do. Spiritual
detachment stops me getting
hurt or angry about your
behavior which I cannot and
will never be able to control.
Freedom, in a healthy
world, demands an element
of detachment, because it
highlights the truth that I
can only be responsible for
my behavior and my actions.
You are free to say and do the
things that you want to say
and do.

The Price of Freedom

[ understand that I may not
like the things that you are
saying or doing, but that is
the price of freedom. Spiritual
detachment allows me to live
with this reality. There is little
point in me getting upset
about things that I cannot
control or determine. Bad
things do happen to good
people. Good people can
occasionally do bad things
and bad people can change
and do great things. God’s
gift of freedom allows for
the possibility, or better yet
probability, of violence, rape,
exploitation, and wars. Most
of these happenings are not
personal. It’s not anything
we said or did. A spiritual
detachment helps us live
with the world and people
as they are, rather than the
fantasy of what we would like
them to be.

Just as I'm not willing to have
my home or possessions
define who I am, neither
am I willing to have you, the
people I have a relationship
with, define who I am. This
understanding of detachment
has helped me understand
God’s relationship with the
world, and more importantly
with me.



God is Detached

While I believe that God
truly cares for this world, He
has granted to us the gift of
freedom. God wants me to
be good, but He does not
make me good. God wants
me to be clean and sober,
but He does not make me
clean and sober. God wants
peace in the world, but He
does not stop genocides
or holocausts. God is not
codependent; He exists in a
blessed aura of detachment.
This concept has been in my
mind for many years and in
my book The Happy Heretic
I write this:

We are beginning to
understand that we
cannot make somebody
happy or healthy; any
relationship requires a
certain detachment, a
respectful space, so that
the other person can take

responsibility for their
behavior. If we have come to
understand this concerning
human relationships, then
it might also explain our
relationships with the
Divine. God interacts
with creation in a similar
manner. God will not fix
our health if we continue
to overeat or ignore the
doctor’s advice. If we eat
what we like, drink what we
want, and do not exercise,
then we shouldn’t blame
God if we have health
challenges. We are created
to create, and we can also
destroy! (p. 111-2).

Greatness

Over the years I’ve come to
understand that this gift of
freedom and the possibility of
you and I attaining the state
of detachment also enables
greatness. For example, God
does not make the hero, or

the defender of the weak
or the spiritual seeker who
challenges the religious
bigot; that is our job. History
is comprised of men and
women who, in the face of
suffering and persecution,
have persevered to do the
right thing. Gandhi, Mother
Teresa, and Dr. Martin Luther
King Jr. are historically
recognized, but millions
of anonymous people
throughout the world have
grasped God’s gift of freedom
and achieved greatness. They
have not allowed suffering
and bigotry to define
them. They have detached
themselves from the suffering
around them and focused on
doing the right thing.

Concerning the focus of
Counselor magazine, it is
important for those of us who
work in the field of addiction
to attain a state of detachment
in our professionalism:

o We care, but we
cannot make others
get clean and sober.

¢ We have ideas and
opinions, but we are
not defined by them.

¢ We have spiritual
insights, but we are
forever changing
and developing.

And above all this discussion
and activity is a God, or a
Higher Power, who cares
deeply from the pedestal of
Divine detachment. @
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John Newport, PhD

nrestrained anger takes a high toll
on our health and well-being.

My experience leads me to believe that
alcoholics and addicts are particularly
prone to angry outbursts. Caught in the
throes of addiction, we often succumb
to delusions of grandeur and project an
attitude that lets others know “It’s my
way or the highway!” Abuse of alcohol
and other drugs also makes many
people highly irritable. This is due, in
part, to serious nutritional imbalances
and disruption of sleep accompanying
addictive behavior. Substance abuse
also impairs our cognitive ability and the
desire to keep our anger under control.
Unfortunately, many alcoholics and
addicts carry their predisposition to
unhealthy anger expression over into
their recovery.

In understanding the negative impact
of inappropriate expression of anger we
need to distinguish between healthy and
unhealthy anger expression. From time
to time we all encounter circumstances
where it is healthy and even desirable to
express our angry feelings. An example
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that immediately comes to mind is
when someone is verbally abusing us
and appears totally oblivious concerning
the inappropriateness of their behavior.
In the interest of maintaining respect
for our legitimate boundaries, in such
a situation it is appropriate to tell the
offender “You know, what you are saying
right now is really upsetting me. Please
stop!” This response provides a good
example of healthy expression of anger
in the form of reporting our feelings,
which allows us to communicate our
anger in a civilized manner without
going overboard.

By contrast, unhealthy anger expression
typically “lets it all hang out” and is
often delivered with the intent of taking
away the recipient’s dignity. Unhealthy
anger expression is abusive and is often
manifest in the form of extreme verbal,
emotional, and/or physical abuse. It
often takes the form of “blowing up”
with total disregard for the feelings
and sensitivities of those around us.
More often than not the intensity of the
outburst is quite disproportionate to the
precipitating incident.

Let us now examine the high costs
of uncontrolled anger as it impacts

our health, social relations, sobriety
maintenance, and our overall sense of
well-being.

Growing evidence suggests that
unhealthy anger expression increases
our susceptibility to a wide variety
of illnesses, including heart disease,
stroke, hypertension, stomach ulcers,
other gastrointestinal disorders, and
possibly various forms of cancer (Hafen,
1996).

Research conducted in the 1950s by
cardiologists Rosenman and Friedman,
which followed over three thousand
healthy adult male subjects over an
eight-and-a-half-year period, provides
a classic illustration of the price of
excessive anger in terms of dramatically
increased risk of heart disease. At the
onset participants were classified
into two personality groupings, the
overly driven “Type A” personalities
and their more relaxed “Type B”
counterparts. Friedman suggests that
Type A behavior is manifest in three
major symptoms: free-floating hostility,
chronic impatience, and an exaggerated
competitive drive (Friedman &
Rosenman, 1959).

Based on data from this long-range
study, the authors estimated that Type
A behavior doubles the risk of heart
disease—the nation’s leading cause of
death—in otherwise healthy individuals.
More recent research indicates that
within the Type A syndrome the
behavioral components most associated
with increased risk of heart disease
include anger, hostility, cynicism, and
suspiciousness.

The Rosenman and Friedman study and
subsequent research provide sobering
data concerning potential consequences
of unhealthy expression of anger
affecting our health. This is underscored
by Meyer Friedman’s estimation that
three-fourths of urban men are Type A,
and that Type A behavior is becoming
increasingly common among women
(Friedman, 1996).

Recent literature is replete with
references to adverse health
repercussions linked to unhealthy



anger expression. Dr. Bradley Bale and
his coauthors of Beat the Heart Attack
Gene offer the following advice: “If
you’re prone to high blood pressure,
one of the smartest things to do when
angry is to check it . . . Individuals who
become angry should know how their
blood pressure responds. Ifit’s going up,
they need to work diligently to manage
their anger with exercise, better sleep,
and biofeedback techniques” (2014).

Recently the Los Angeles Times reported
on an eleven-year study of ten thousand
Danish adults aged thirty-six to fifty-two
at the study’s onset, designed to test for
a possible association between chronic
argumentative behavior and premature
mortality. Shockingly, findings indicated
that middle-aged adults who frequently
fought with their spouses were twice
as likely to die at a relatively young
age compared with people who rarely
fought. In aggregate, people who
fought frequently with friends were 2.6
times more likely to die prematurely
than people who got along with their
pals, while subjects reporting frequent
fights with neighbors had a three-fold
likelihood of dying prematurely (Kaplan,
2014).

While somewhat controversial, a
growing body of research has emerged
concerning a possible link between
chronic suppression of anger and
increased likelihood of cancer. Drs.
Lawrence LeShan and Bernie Siegel,
who have both extensively researched
the mind-body connection and cancer,
report observations that many people
who have cancer have a tendency to
refrain from expressing their anger, to
suppress their emotions and be overly
compliant (Duffy, 2004). Dr. Lydia
Temoshok, the director of behavioral
medicine at the University of Maryland
Medical School, has reviewed
numerous studies concerning a
possible association between cancer
and personality traits, and reports
that the most common observations
are that cancer appears to be more
prevalent among people who may
be described as “overly nice” with a
marked tendency to suppress their
anger (n.d.).

Other Costs of Anger

Unhealthy anger expression obviously
takes a heavy toll on the quality of our
relationships with spouses and other
family members, friends, coworkers,
and business associates, not to mention
the price we pay in terms of diminished
life satisfaction. In addition, it can be a
major contributor to job loss and career
derailment, as few bosses or associates
are willing to indefinitely put up with a
chronic “loose cannon.”

I also believe that habitual unhealthy
anger expression is a significant
contributing factor to relapse to drinking
and drug use, as well as failure on the
part of many alcoholics and addicts
to recognize their problem and seek
appropriate treatment. Simply put,
chronic rage significantly impairs our
ability to take an honest look at ourselves
and undertake corrective action.

The next and final installment in this
two-part series will present suggestions
for minimizing the adverse consequences
of unhealthy means of expressing our
anger as they affect our health, sobriety
maintenance, and overall well-being. In
the meantime, I encourage you to reflect
on your own patterns of dealing with
anger, together with possible steps you
may want to take toward modifying this

behavior. Until next time—to your
health! ®

John Newport, PhD, is an

addiction specialist, writer,

and speaker living in Tucson,

Arizona. He is the author

of The Wellness-Recovery

Connection: Charting

Your Pathway to Optimal

Health While Recovering

from Alcoholism and Drug

Addiction. His website,
www.wellnessandrecovery.com, provides
information on wellness and recovery training,
personalized wellness counseling by telephone,
and program consultation services.
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Accessing Inner Power with Breath

Sheri Laine, LAc, Dipl. Ac

hat does it mean to be grounded

and centered in our body? In the
study of Oriental Medicine, we focus on
one’s breath; the feeling of circulating
our Qi (life force) and the connection to
our inhalations and exhalations.

If you practice Qigong or tai chi,
part of the exercise—along with
the movements—is the use of your
abdominal breath as a powerful source
of Qi revitalization and movement. Using
your breath is another excellent way to
calm your mind and reach down into
the reservoir of inner strength that you
always have available within your own
body.

Acupuncture is another way to access
this state of equilibrium. The circulation
of blood, oxygen, and Qi throughout
the body and mind during a treatment
is often described as “deeply relaxing”
and “transcendent.”

In Oriental Medicine, our center (also
known as the “Dan Tian”) is located
approximately two finger breaths below
the navel and above the pubic bone. We
think of the Dan Tian as a holder for our
body’s powerful Qi.

If your Dan Tian power is strong and
vital, chances are the functions of
digestion, elimination, and fertility will
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be as well. You feel calm and balanced
throughout the day. It becomes easier
to make positive empowering choices
when the Qi is flowing smoothly. With
this sense of balance comes the feeling
of emotional stability and connection to
our healthiest self.

On the flip side, if stress, addictions,
fear, anxiety, lack of sleep and regular
exercise, along with unhealthy eating,
has become a bigger part of your
everyday lifestyle, you may feel as if your
nervous system is ready for a reboot.

Your mind can take you anywhere you let
it, as can your nervous system. When we
quiet the mind with meditative breath,
a deep relaxation and reprograming
process occurs throughout our entire
body. As controlled breath deepens,
the power of the Dan Tian can begin its
revitalization and circulation process.

Try this simple breathing exercise:

1. Get comfortable, sitting or lying
on your back with your neck
supported. Soft relaxing music
is lovely, but not necessary.

2. Gently close your eyes. Relax
the muscles around your eyes,
in your face, in your jaw, and in
your neck. Relax your stomach,
arms, hands, fingers, legs, feet,
and toes. This feeling is akin to
floating on a raft in the water.

3. Slightly open your jaw and relax
your lips as you begin to slowly
breathe through your nose.

4. Feel your breath rise and fall
through your body. Imagine
that you are filling up a warm
golden orb of light in your lower
belly. As your lungs empty, try
pushing out a bit more breath.
As your lungs fill again, try to
take in a bit more breath.

5. Everyinhalation is calmness and
vitality filling you up from your
head to your toes, while every
exhalation is tension leaving you
from your head to your toes.

If you find your body drifting off, don’t
fight it. Allow yourself to relax into where
the moment takes you. If your mind
starts to wander into everyday thoughts,
bring your thoughts back to the vision of
light in your lower abdomen, filling you
with every exhalation and inhalation.

Practice every day, starting with five-
minute breathing sessions, working your
way up to ten to twenty-five minutes
each time.

As you become more and more
comfortable with using revitalizing
breath in your everyday life, you will
notice that your ability to relax and
use your breath in stressful situations
becomes easier. Most of us breathe with
shallow, short breaths into our chest
rather than reaching down with long,
languid breaths into the Dan Tian.

Using your breath is an uncanny, yet
powerful way to take a private moment,
calm your emotions, and collect your
thoughts. This technique can become
another important tool which you can
easily access at any time to stay in touch
with your inner wisdom, calmness, and
empowered vitality. @
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Interventions to Enhance Motivation:
The Client’s Perspective, Part 11l

Dennis C. Daley, PhD

his is the final column on motivation. The first two

addressed levels of client motivation to change, factors
impacting on motivation, and strategies for clients to address
motivation issues. This column discusses evidenced-based
motivational approaches and clinical strategies to address
motivation issues with clients.

Motivational Interventions

There are two motivational interventions that have significant
research support and can be integrated into clinical practice
and treatment programs: motivational interviewing (MI) and
motivational incentives (MotInc), also called “contingency
management” (Miller & Rollnick, 2012; NIDA, 2012; Stitzer,
Petry, & Peirce, 2010; Wells, Saxon, Calsyn, Jackson,
& Donovan, 2010). MI helps clients develop internal
motivation to change as well as deal with ambivalence to
change or factors that interfere with the change process. MI
is effective with substance use, psychiatric, and medical
disorders. MotInc is more of an external motivator that leads

to improved substance use or mental health outcomes and
session attendance. The reinforcement provided by external
incentives helps the client make positive changes that can
be sustained over time with other types of interventions
that impact on internal motivators. In one of our quality
improvement initiatives in a co-occurring disorders partial
hospital treatment program, MotInc has a significant impact
on increasing program attendance. External motivators can
provide time for clients to internalize motivation to recover.

Helping Clients Increase Motivation

Clients are often bombarded with internal cues (memories,
thoughts, feelings, desires) as well as external cues (signs,
smells, reminders, people, places, things, events) to use
substances, which impact their motivation to continue
recovery disciplines. I asked clients in several treatment
groups to identify coping strategies that help them through
periods of low motivation or increase their motivation to
recover. I also asked several clinicians for their ideas on ways
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to help clients deal with motivational issues. All agree that
education and awareness of motivational issues can have a
positive impact on recovery. The following are some specific
strategies to enhance motivation.

Assess the Stage of Change and Current

Level of Motivation

While helping clients deal with low motivation or increasing
motivation to change can occur in any stage of the change
process, clients in the precontemplation or contemplation
stages often require the most effort related to their motivation
to change. It makes little sense to focus on relapse issues
with clients who are not sure if they even want to stop using
alcohol or other drugs. Since level of motivation can change
frequently in the early phases of treatment and recovery,
regular assessment of the client’s current motivation enables
the clinician to determine intervention strategies.

Setting Goals for Recovery

Clients benefit from having a direction to follow in managing
their disorders. This may require them to listen to, and to let
others influence, their behaviors regardless of their level of
motivation to change. Or, as one clinician with decades of
personal recovery stated, “In early recovery, you should be
like a horse with blinders and let others guide you towards
reaching the goal of sobriety.” This is a good example of the
need to “surrender” and let others support and facilitate
recovery.

Thinking Differently

Attending treatment sessions and mutual support meetings,
even when the client does not feel like it, often has a positive
outcome. Or, as many people in recovery have stated about
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attending sessions or meetings when they did not feel like
it, “drag your body and your mind will follow.” Sometimes
clients have to take action even when they do not feel like it.

When a client moves from thinking, “I cannot drink or use
drugs because of the negative consequences” to “I can not
drink or use drugs because I do not want to,” this indicates
that motivation has moved from external to internal. The client
is now showing recovery thinking.

Keeping a Daily Log of Motivation

This is similar to keeping a “mood thermometer” or “daily
craving log” to monitor specific psychiatric symptoms or
issues such as obsessions or cravings for alcohol or drugs.
Clients attending structured programs can report their levels
of motivation during check-in periods. This enables clinical
staff and their peers to be aware of any significant changes
in motivation. This also provides a context in which a client
can get help and support with any current motivational
issue. When I ask groups of clients if they thought about
not coming to the program the day I meet with them, the
majority acknowledge this thought crossed their mind. More
importantly, they were able to share self-talk strategies they
used to convince themselves to attend the program, regardless
of how low their motivation was at that time.

Using a Decision Matrix

This was developed by Dr. G. Alan Marlatt as an exercise aimed
to help the client see both types of decisions related to using
or not using a substance or engaging in an addictive behavior
such as compulsive gambling or overeating. This can be
adapted to behaviors such as taking or not taking medications
for a psychiatric illness or substance addiction, attending
treatment or mutual support programs or engaging in any
specific behavior (e.g., quitting a job or sticking with it; trying
a new leisure activity; paying bills or going on a shopping
spree; controlling anger or expressing it in inappropriate ways;
asking a confidante for help or support or keeping personal
struggles to oneself). A client can review the results of any
decision matrix in a group session with peers, or an individual
counseling session. Seeing both short- and long-term positive
and negative aspects of any decision enables the client to think
about options to change, potential barriers, and potential
benefits.

Accepting Small Steps to Success

A client with a chronic or persistent psychiatric disorder has
to accept that not all symptoms may totally disappear, and
that some symptoms have to be endured; these are referred to
“persistent symptoms.” Or, a client with a history of multiple
relapses to addiction may have to fight through strong drug
cravings or periods of low motivation. Even a modest decrease
in psychotic, mood or addiction-related symptoms, or a
modest increase in motivation to recovery, is a step in the
right direction and evidence of improvement.

Maintaining Daily Recovery Disciplines
Incorporating recovery into daily life can involve meeting or
talking with a sponsor, a peer in recovery or other support



person; attending mutual support meetings; reading recovery
literature or listening to recovery stories on audiotapes or
DVDs; or being of service to others (e.g., helping to set up or
clean up after meetings or giving a peer a ride to a meeting).
These are reminders of where one has been, that negative
emotions or moods can be managed, and that recovery can
continue regardless of what a client faces in daily life.

Reaching Out

It helps if a client has a list of at least five people to rely on
that can be contacted during periods of need as well as during
periods when things go well. A regular connection with a
recovery support system promotes accountability with others
who know the client and his or her recovery plan. As one
woman stated, “When I tell my husband I feel headed towards
depression, he helps me get through it. If I don’t tell him, my
depression is more likely to pull me down.”

Engaging in Pleasant and Healthy Activities
These support the client’s recovery and promote well-being,
which can enhance motivation to change. These can include
regular physical workouts, praying, attending religious or
spiritual activities, meditating, practicing mindfulness or
participating in any organized group or activity that brings
the client meaning or enjoyment. The “fly by the seat of my
pants” and “engage in healthy activities only when I feel like
it” approaches usually do not work in the long run. Keeping
reminders of progress, such as calendars, journals, logs or
coins given at Twelve Step meetings for specific periods of
sobriety, and sharing events with peers (e.g., first thirty days
sober with a stable mood or without any self-harm activities)
can reinforce positive decisions.

Observations

¢ While MI has been adapted by many clinicians
across behavioral health care systems, MotInc
is used less frequently. There is still some
resistance to the idea of “rewarding” clients for
not using substances or attending sessions.

e Ambulatory treatment programs who use MotInc to
increase attendance will find a significant return on
their financial investment. For example, increasing
daily attendance in a four- to six-week partial hospital
program by five days per patient over the course of
treatment can generate $500 for programs that receive
$100 for a treatment day or $1250 for programs that
receive $250 for a treatment day (less cost of incentives).

Questions to Consider

¢ What have you found helpful in working with
clients to address motivational struggles related
to their disorders or any lifestyle issue?

e Rather than give up on a client who has had
multiple relapses and chronic struggles with
motivation, do you think of other ways you
may reach this person and affect recovery?

¢ If your program has a problem with poor adherence to
treatment by clients, have you considered implementing
a motivational incentives program to improve adherence?

Evidenced-based motivational approaches (MI and MotInc)
can easily be incorporated into clinical services and have a
positive impact on outcomes for clients. It is important,
however, to insure clinicians have access to ongoing training,
supervision, and/or consultation as a mechanism to sustain
the use of these approaches. There are many clinical strategies
that can be used in individual or group sessions to educate
clients and help them learn ways to deal with motivational
struggles as these are so common in recovery, regardless of
one’s disorders. Catching and addressing motivational
struggles early can enhance a client’s recovery. @
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Michael ]. Taleff, PhD, CSAC, MAC

ou might be asking yourself what in

the world critical thinking has to do
with a research to practice column. The
answer is this: everything. The point of
all these columns has been to present
better treatment options for your clients.
A big piece of determining what “better”
means is utilizing a process called
critical thinking, which helps separate
the crappy stuff from the good stuff. You,
the practitioner, should be able to know
the difference, and critical thinking will
help with that. But, it also means honing
your clinical skills and clinical thought
so with each passing year you become
better at your job.
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For example, if you’ve been in this
field for any length of time, you've
probably sat through your fair share of
staff meetings. During those meetings,
you doubtless heard some pretty far-
fetched ideas expressed to explain client
behavior. Listening, you may found
yourself wondering, “How in the world
did that person come up with that #*@%
idea?” Perhaps someone even wondered
the same thing about you.

Now, fanciful client descriptions don’t
only appear in staff meetings—they
pop up in addiction workshops and
literature as well. They all bear certain

distinguishing marks like an overreliance
on authority, a preference for stories over
statistics, and oversimplifying complex
problems (Shermer, 1997; Kida, 2006;
Taleff, 2006). These biases fog clinical
thought and sow the seeds of dubious
addiction beliefs. They lay at the polar
opposite of quality clinical thinking. If
allowed to persist, these biases can be
detrimental to how we assess our clients,
and the way we select treatment for our
clients. How can poor thinking do all
that? It’s because the key clinical skills
so essential in our field fall prey to the
distortion and spin caused of these
biases and a host of other fallacies.
Simply, bias and fallacy type thinking
in addiction treatment is not good.

Keeping your mind crisp for the
important work we do requires a few
critical thinking tips. That’s the general
goal for Parts I and II of this column. In
Part I, you just met a short overview of
biases that jeopardize solid thought. We
next address three significant biases that
can be particularly troublesome for our
field.

Sometimes referred to as the
granddaddy of all biases is the one called
“confirmation bias.” It’s a selective
thinking process where individuals
tend to confirm their own beliefs, while
avoiding, undervaluing or discarding
information that contradicts those
beliefs. Here one sees reality as they
wish to see it. People caught in this bias
push away threatening information and
pull friendly, confirming information
close. For example, say you're absolutely
convinced a client is in denial.
Confirmation bias will sway you to seek
only those client behaviors that confirm
your denial belief. So, if “the client is in
denial” is the belief, you will begin to
see and observe nothing else. Even when
clients do begin to come to terms with
their addiction, you will still be swayed
by confirmation bias, will sweep this
behavior aside, and will look instead for
any ongoing or telltale signs of denial or
contrived notions to confirm your belief.
For example, “You’re not being honest.
You're still in denial.” Influenced by the
confirmation bias is a jaundiced clinical
judgment.



Alas, confirmation bias doesn’t
end with clinicians; it is also found
with researchers. In this case, some
researchers are guilty of setting up
experiments or framing their data to
confirm the hypothesis they’re testing.
Some will compound their problem
by simply avoiding the data that
contradicts their own findings. By the
way, this is not to be taken as a slight
on science and research. Sooner or later
such faulty findings will be exposed
through additional research. That’s
the big strength of research and critical
thinking. Faults, biases, and fallacies are
all exposed sooner or later, and the good
research data is revealed.

Why would people sweep away
disconfirming information? A big
reason seems to be due to a concept
called “cognitive dissonance” or
excessive mental discomfort or stress.
Itis experienced by someone who holds
two or more opposing beliefs, ideas or
values in their head at the same time. In
some cases this is quite uncomfortable,
and who wants to feel uncomfortable?
So, the one with the dissonance feels the
need to reduce the discomfort and avoid
information that leads to the dissonance
in the first place. Basically, the individual
wants their feeling of consistency back
by reducing the dissonance. That means
sweeping away information that does
not jive with a core belief. Keep the
contradictory information at bay and
the dissonance goes away, but at an
enormous price.

“Anchoring” is the tendency of humans—
and addiction practitioners—to rely too
strongly on one piece of information, one
characteristic or concept. Individuals
who do this are said to anchor or attach
themselves excessively to certain
information, characteristics or ideas.
Anchoring affects clinical decisions by
smothering out other kinds of clinical
information that might prove beneficial
to the addiction professional. Examples
include attending a workshop or reading
an article and there after seeing all
your clients as the workshop or article
describes. While such information
may apply to some of your clients, no
workshop, article or book information

applies to all your clients. One example
is of those who rely too heavily on the
concepts of the learning theory or the
disease model, or any such addiction
theory for that matter. Pretty much any
client behavior that comes into one’s care
will be framed in terms of the anchored
learning or disease model. Not much
else is utilized to explain client behavior
save what the counselor has anchored
to. So, those who anchor to the learning
theory, or disease model or whatever,
have a difficult time seeing other
assessment or treatment possibilities
that might better suit a client. Anchoring
is a bias that limits clinical possibilities.
Addiction professionals need more
clinical options, not less of them.

Availability bias is a common mistake
when it comes to appraising wide-
ranging evidence and/or clinical data.
We commit this error when we rely on
evidence or clinical facts not because the
facts are trustworthy, but because the
facts are striking or memorable (Taleff,
2006; Vaughn, 2008). This striking effect
is different from the anchoring bias that
banks on one piece of information. In
terms of availability, if a vivid clinical
example is available in our head we
tend to see other clients in the same
vivid framework (Grambrill, 2006). Vivid
clinical examples are easily retrieved
from our memory, hence the reason
we tend to perceive them first and then
rely on them while ignoring conflicting
evidence (Kahneman, 2011). For
example, say you found that a number
of your clients relapsed shortly after
discharge from your program. Relapse
is often a striking memorable event. It
stands out in an addiction professional’s
mind. In this example, your vivid relapse
memory has you begin to believe that
your present clients will also relapse,
thus causing you to spend more time
on relapse prevention. While this seems
like a prudent clinical decision, the
problem is that you take time and effort
from other clinical issues that may be
more relevant to present client needs,
as in the need for couples therapy, PTSD
work or some other such necessity. The
availability bias will skew your clinical
judgment. That’s its power.

Hopefully by now some of you are saying
to yourself, “How do I protect myself
from these biases?” That is a very good
question that has no simple answer.
While we will address this question in
more depth in Part II, for the time being
consider that you need to think about
your thinking. Start by noticing if you
fall for the biases listed above in the first
place, which will require some effort on
your part. If you notice a propensity to
fall for the confirmation bias, next comes
the courage to bring yourself to seriously
read and examine the data, research or
ideas opposed to your bias. Following
that process, you can make better
assessments and treatment selections.
The same process of first noticing, then
finding the courage to examine other
views applies to the availability and
anchoring biases.

In Part II of this two-part series, we will
visit a few more bothersome fallacies
found in our field and address what you
can do to avoid them.

Mike Taleff has written numerous
articles, books, and book chapters,
and he teaches at the college

level. He also conducts trainings
and workshops (e.g., Critical
Thinking, Advanced Ethics,

and Become an Exceptional
Addiction Counselor) and can

be contacted at michaeltaleff@
mac.com or taleff@hawaii.edu.
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The Use and Misuse of Language by
Addiction Counselors, Part 1l
Gerald D. Shulman, MA, MAC, FACATA

his is the second part of a three-part

series focusing on terms related to
addiction and their correct and incorrect
uses.

“Binge Drinking”

According to the National Institute on
Alcohol Abuse and Alcoholism, binge
drinking is defined as a pattern of alcohol
consumption that brings the blood
alcohol concentration (BAC) level to
0.08 percent or more (n.d.). This pattern
of drinking usually corresponds to five
or more drinks on a single occasion for
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men or four or more drinks on a single
occasion for women, generally within
about two hours. It is also sometimes
used to describe an extended period of
heavy drinking by someone who has a
severe alcohol use disorder.

“Client” vs. “Patient”

The term “client” is often used to
describe the individual being assessed
and/or treated by nonmedical clinicians,
usually other than psychologists. The
term is universally used in state alcohol
and drug standards and in publicly

funded treatment programs. However,
consider that if the people we treat are
“sick” or suffer from a disease, it is more
appropriate to characterize them as
“patients” regardless of who provides the
treatment or funding or reimbursement
for treatment. Attorneys have clients.
We have patients. Additionally, during
utilization review with payers, the use of
the term “patients” rather than “clients”
is likely to resonate with the reviewer
and fit with the type of people who have
conditions for which insurance pays.



“Codependence”

This term can be problematic. It was
originally coined by the National
Association of Children of Alcoholics
(NACoA) and it identified an important
syndrome often found in adult
children of alcoholics, characterized by
dependence on the needs of, or control
of, another. It also often involves placing
a lower priority on one’s own needs,
while being excessively preoccupied
with the needs of others. However, in
common usage it was applied so broadly
as to lose any specificity (“95 percent of
the world is codependent and the other
5 percent is in denial!”). It is sometimes
applied to people who actually meet
criteria for a personality disorder.
Most importantly, it does not exist
in any generally accepted diagnostic
classification, such as the DSM-1V,
DSM-5, ICD-9-CM or ICD-10-CM. Caution
should be exercised in using the term
“codependence” to justify admission
or continued treatment when doing a
utilization review with a managed care
reviewet, so as not to create a credibility
problem.

“Compliance” vs.
“Adherence”

“Compliance” implies going along,
acquiescing or submitting because
of external pressure in contrast to
“adherence” which implies more
internal motivation. Patients in
treatment comply with treatment and
may sound like they are making progress
while they are really “doing time,”
not “doing treatment.” Furthermore,
“adherence” is strength-based and
patient-centered.

“Comorbidity”

“Comorbidity” is a medical term for
illnesses that coexist, regardless of
primacy or causal connections. In
behavioral health, it was previously
referred to as “dual-diagnosis,” but is
now referred to as “co-occurring.”

“Continuing Care”

More commonly called “aftercare,” this
term usually refers to the professionally
or peer-directed treatment (usually
group) that occurs after the completion
of primary treatment and is designed

to solidify the gains made in treatment,
facilitate the process of coping with the
stresses of early recovery, and reduce the
potential for relapse.

‘“Controlled Drinking”

While this term may be used to
describe nonproblem drinking, it is
more frequently used in the context of
an individual who has an alcohol use
disorder and appears able to return to
nonproblem or social drinking. While
this may be possible for individuals with
a mild severity alcohol use disorder, it
appears not possible for someone who
has a severe alcohol use disorder (e.g.,
alcohol dependence in the DSM-IV).

“Co-Occurring Disorders”

The current term replaces “dual-
diagnosis,” and describes the
concurrent existence of two or more
types of disorders. While commonly
used to describe the coexistence of
a substance use and mental health
disorder, it is not limited to that. For
example, a patient may have an opioid
dependence, a chronic pain disorder,
hepatitis C, and a major depressive
disorder. The term does not speak
to causal relationships between the
disorders or which is primary and which
secondary. The advantage of this term
over “dual-diagnosis” is that it does
not limit co-occurring disorders to only
two disorders and avoids the mistake of
interpreting the term as being limited
in application to only having both an
alcohol or drug use disorder and a
mental health disorder.

“Dependence”

This term is used in a number of different
ways. In general usage, it is described
as the state of relying on or needing
someone or something for aid, support
or the like. In the section on substance
use disorders of the DSM-1V, it was
a diagnosis of a more severe level of
disorder made by meeting three or
more of the seven dependence criteria.
However, it is no longer a diagnosis in
the DSM-5. It is also used to reference
physiological reliance on a substance
and used as a synonym for addiction as
in “drug dependence.”

“Detoxification”

This is the metabolic process by which
toxins are changed (broken down) into
less toxic or more readily excretable
substances by the body. The period
of time over which this takes place
is dependent on a number of factors
including the half-life of the drug,
the age and physical condition of
the patient, and different substances
used concurrently. The term is very
commonly misused to describe
treatment provided to alleviate adverse
physical or psychological reactions
to the withdrawal process. The new
ASAM Criteria has replaced the term
“detoxification” when used to describe
a level of care, the setting or the
medical management processes with
“withdrawal management.”

“Discharge” vs. “Transfer”

“Discharge” denotes the termination
of an episode of treatment while
“transfer” implies movement from
one type of treatment or level of care to
another. The terms are sometimes used
interchangeably because of insurance
benefit language.

“Disease Concept”

This term may have made its first
appearance in the book The Disease
Concept of Alcoholism, written by E. M.
Jellinek in the 1950s. The results of the
brain research during the last decade
have conclusively proven that addiction
is a chronic, relapsing brain disease. If
that is now a recognized fact, why do
we still refer to it as a “concept?” When
speaking about the disease, it is more
appropriate to refer to it as the “disease
model.”

“Dual-Diagnosis”

A term used to describe the concurrent
existence of two types of disorders,
usually a substance use and mental
health disorder. The concept of “dual”
inaccurately limits the number of
concurrent disorders to two (see
“Co-Occurring Disorders™).

“Early-Onset Alcoholics”

This term is often used to denote the age
of onset of a substance use disorder in
older adults. Although there is not total
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agreement in the literature as to what
constitutes that age, the dividing line
between early- and late-onset is often
identified as forty-five years of age,
regardless of the age of the individual
at the time of the assessment. Because
of their long histories of use by the time
a treatment intervention occurs, early-
onset alcoholics are more likely to have
more serious medical and possibly
psychiatric problems, multiple treatment
experiences, family estrangement, and
fewer social supports. The likelihood
of successful recovery appears poorer
than for late-onset alcoholics, who
often develop the disorder as a result
of the stresses of aging (retirement,
widowhood, loneliness, isolation, etc.).
Late-onset alcoholics have a history of
accomplishment prior to the onset of
the alcoholism including education, job
skills, employment history, and family
connections and are generally assumed
to have better coping skills than early-
onset alcoholics.

“Gambling Disorder”

“Gambling disorder” is now part of
the Substance-Related and Addictive
Disorders section in the DSM-5. The
term “gambling disorder” replaces
“pathological gambling,” listed as
an impulse control disorder in the
DSM-IV and commonly referred to as
“compulsive gambling.” It frequently
co-occurs with substance use disorders
and its diagnostic criteria are very similar
to those for substance use disorders.

“Gateway Drug”

This is the belief that the use of certain
drugs predisposes use to another,
usually more serious drug use. Cannabis
is often referred to as a gateway drug
and the research is mixed. The belief
probably comes from awareness that
people, particularly adolescents, who
use marijuana are also likely to use
other, more “serious” drugs. What
is missing is the documentation of a
causal relationship between marijuana
and the other drug use. People who use
substances are likely to use a variety of
psychoactive substances. However, if we
examine the belief of a causal connection
between use of a specific drug and later
use of other drugs, we find that the drug
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most frequently used

by heroin addicts

before their heroin

use is alcohol, yet

people are unlikely

to postulate a causal

relationship between

drinking and later

heroin use. If there

is a gateway drug, it

might be tobacco and

although there is no

evidence of a causal

relationship between

smoking and other

drug use, smoking

is commonly found

associated with other

drug use and preceding or co-occurring
with the other substance use disorders
(think smoking among alcoholics).
It is apparent that to find adolescents
who are using alcohol and/or other
drugs in school, one needs only to find
adolescents who smoke.

“Graduation”
(From Treatment)

This is a term often used in place of
“discharge.” One graduates when one
completes an educational or academic
experience. Since addictive disorders
are illnesses requiring treatment,
and education alone does not change
behavior—if it did no one would
still be smoking—“graduation” is an
inappropriate term to apply to discharge
from treatment. If an individual is
hospitalized for the treatment of
asthma, they do not “graduate” from
the hospital. The use of the term might
stem from the still common use of fixed
length treatment—the twenty-eight-day,
inpatient treatment program.

‘““Habilitation” vs.
‘“Rehabhilitation”

Rehabilitation implies a return to an
earlier level of successful functioning.
There are patients, who because of
the age at which they began using
substances or other reasons, have
no history of successful functioning
prior to their use of substances. For
them, the more accurate term is
“habilitation,” developing that level
of successful functioning for the first

time. Habilitation is differentiated from
rehabilitation by the necessity for more
skill-building activities.

‘“Habit”

This term is incorrectly used to describe
addiction. A habit implies certain
behaviors which become routine,
repetitive, and which can be positive
(good habits like exercising regularly)
or negative (bad habits like biting one’s
nails). Addiction is a disease and to refer
to it as a habit minimizes its seriousness.

“Heavy Drinker”

Another undefined term which could
mean anyone who drinks and weighs
over 250 pounds.

The next and final installment of
“Counselor Concerns” will pick up
where we left off and discuss terms such
as “motivation,” “recovery,” and
“tolerance.” @
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Fred ]. Dyer, MA, CADC

rowing up in Michigan

City, Indiana—yes, I'm
a Hoosier—I hung around
boys who played marbles.
As I entered junior high,
we pitched pennies, dimes,
and quarters. Then in high
school, behind one of the
doors where no one entered
or exited, we shot dice.
Interestingly, those who
shot dice were a diverse
group; at any given time you
would have seen African
American, Caucasian, Latino,
and Hispanic boys, and
possibly even an adolescent
girl in the mix. While the
aforementioned activities
may appear innocuous, they
are sometimes precursors to
high-risk behaviors that can
lead to problem gambling
among youth, which is now
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a growing public health
concern.

While gambling is
predominantly viewed as a
harmless adult pastime, more
underage youth exposed to
the widespread availability
of regulated and unregulated
forms are succumbing
to the temptations and
pressures to participate
in these activities (Jacobs,
2000; National Research
Council, 1999). Similar to
adults, research reveals that
problem gambling during
adolescence can lead to
adverse outcomes such
as strained relationships,
delinquency, criminal
behavior, depression, and
even suicide (Derevensky,
Gupta, Messerlian, &
Gillespie, 2004). Such

negative outcomes have
short- and long-term
implications for individuals,
significant others, and
society at large (Derevensky,
Gupta, Hardoon, Dickson, &
Dequire, 2003). Yet, despite
these negative consequences,
problem gambling in youth
has only recently emerged
as a significant public health
concern (Korn & Shaffer,

1999).

In analyzing the cost and
consequences of youth
gambling as a public health
problem, research has
demonstrated that problem
gambling among adolescents
has been associated with
a number of other mental
health outcomes, including
higher rates of depression
symptomatology, increased
risk of alcohol and substance
use disorders (Hardoon,
Derevensky, & Gupta, 2002),
increased risk of suicidal
ideation and attempts, prior
anxiety (Gupta & Derevensky,
1998), and poor general
health (Potenza, Fiellin,
Heninger, Rounsaville, &
Mazure, 2002). Further, these
adolescents, relative to their
peers, are at increased risk
of delinquency and crime,
disrupted familial and/or
peer relationships, and
poor academic performance
(Wynne, Smith, & Jacobs,
1996). The consequences
borne by youth experiencing
gambling-related problems
are serious, and the damage
can be devastating to the

adolescent and his or her
peers and family.

In any discussion of
adolescent behavior, it
is always necessary to
understand adolescent
developmental issues
and that the nature of
adolescence is a stage of
risk-taking experimentation
for acceptance by peers and
group conformity. Equally,
adolescence is a period of
profound brain maturation.
It is commonly believed
that brain development is
completed during childhood,
but in fact the maturation
process of brain development
is actually not complete until
about age twenty-four or
twenty-five.

There is considerable
empirical support suggesting
that gambling involves
a complex and dynamic
interaction among ecological,
psychophysiological,
developmental, cognitive,
and behavioral components
and that problem gamblers
are not a homogenous group.
Given these assumptions,
Gupta and Derevensky
(2000, 2004) contend that in
the absence of empirically
validated treatment
programs, a dynamic
approach needs to take into
account the multiplicity
of interacting factors in a
treatment paradigm for youth
experiencing significant
gambling problems. It is
necessary in constructing
treatment and prevention
policies and programs for
youth and to develop a
profile of the adolescent
problem gambler. The
International Centre for
Youth Gambling Problems
and High Risk Behaviors in
Quebec, Canada, provides
the following profile of such
a gambler (2013):



¢ Predominantly male
e Significant anxiety

e Familial problems and
poor peer relationships

¢ Preoccupation with
gambling and reported
inability to stop despite
repeated efforts

e Serious financial
difficulties

e Failure in school
and/or at work

e Lying to family
and friends

¢ Friends usually have
similar gambling
problems

¢ Stealing from family,
friends, and stores;
bank fraud

¢ Depression or feeling
dead inside

e Gambling to escape
and feel better

¢ General lack of effective
coping abilities and
problem-solving skills

¢ Confused and conflicted
about whether they really
need to stop gambling

¢ Need for arousal or
strong sensations

Gambling studies contend
that treating gambling
problems in isolation
from other pressing
social, physiological,
developmental, cognitive,
and emotional difficulties
may lead to short-term
success but will ultimately
lead to relapse. In addressing
prevention initiatives,
limited progress has been
made in understanding
the treatment of problem
adolescent gambling and
the characteristics of those
seeking help—empirical
knowledge concerning the
prevention of gambling
problems and its translation

into science-based
prevention initiatives is
similarly scarce (Derevensky,
Gupta, Dickson, & Deguire,
2001). Nevertheless, Gupta
and Derevensky (2000)
provide a comprehensive
review and list of current
programs on the increasing
widespread use of harm
reduction in the field of
alcohol and substance
abuse, which may be a
useful strategy in preventing
gambling problems (Dickson,
Derevensky, & Gupta, 2004).

As an overarching
framework, harm reduction
is drawn from the alcohol
literature and includes
strategies, policies, and
programs designed to
promote reduction and
responsible gambling
without requiring abstinence
(Riley et al., 1999). While
controversial to some—
recovering pathological
gamblers often prefer that
abstinence be emphasized—
this framework includes
secondary prevention
strategies predicated upon
the belief that it is not
only feasible but highly
unlikely that one can
prevent individuals from
participating in particular
risky behaviors (Baer,
MacLean, & Marlatt, 1998).
It is important to note that
a responsible approach
to preventing adolescent
gambling problems, such
as incorporating a harm
minimization approach, does
not preclude abstinence,
especially for young children.
Acceptance of harm reduction
as a health strategy and as
an interim step toward an
abstinence model supports
an initiative designed
to reduce and minimize
the harmful negative
consequences incurred
through involvement in

risky behaviors (Dickson et
al., 2004).

Youth gambling is a hidden
addiction and is similar to
other addictions. It comes
with a host of negative
consequences and problems.
Those of us who work with
and care about adolescents
should assist them in
generating opportunities for
prosocial activities, such as
Boy Scouts, Girl Scouts, Boys
and Girls Clubs, sports, and
other activities that do not
require engaging in risky
behaviors, because
adolescence, as a
developmental phase and
without supervision and
guidance, can be a risky
period of life.

Fred Dyer, MA,

CADC, is an

internationally

recognized

speaker, trainer,

author, and

consultant who

services juvenile
justice/detention/

residential

programs, child welfare/foster care
agencies, child and adolescent
residential facilities, mental health
facilities, and adolescent substance
abuse prevention programs.
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Ask the LifeQuake Doctor

Dr. Toni Galardi

Dear Dr. Toni:

I read your column at the home of a friend

who works in the addiction field. I have

never written to an advice columnist before. I

graduated from an Ivy League college a month

ago. I am twenty-two years old and I have never

had a serious relationship. They all start out great, but I get

attached very quickly, the guy distances himself, and it pretty
much ends.

I find myself questioning if I should continue dating guys. I
fail miserably at understanding men. I get along much more
easily with women and some of my girlfriends have chosen
to give up men and are in happy relationships with women.
Do you think I should give it a try? I come from a wealthy
family and my parents would be mortified if I came out as a
lesbian. They are still supporting me as I try and break into
acting in New York. What should I do?

—Confused in the Big Apple
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Dear Reader:

Before you give up on men, perhaps you might examine why
you get attached so quickly. Do you have sex with them early
onin the dating courtship? I use the word “courtship” because,
although it is an old-fashioned word for young people, if
what you want is a committed relationship then you need
to separate inspiring a guy to court you from sleeping with
him. Having sex is best left to a time when you both decide
you are ready to make your relationship monogamous. That
is the second phase of a relationship. The bonding hormone
(oxytocin) gets especially stimulated in women when we have
sex, so we don’t necessarily make the best decisions as to
whether the guy is relationship material when we’re drunk
on sex hormones.

Another way to not get attached too quickly is to date more
than one person at a time. Read the book The Four Man Plan.
You are young, and you probably have the energy to juggle
more than one guy. It will also make you more desirable in
their eyes; men like a little competition.



Now, to address your inquiry about
women; you don’t mention if you
have ever been attracted to a woman
or experimented with being sexually
intimate with women. If you have
and you enjoyed it, then perhaps
there is another issue here. Maybe
the heavy attachment to men right
away is a compensation for trying to
avoid facing any upheaval that would
come from dating women. I posit both
sides to this so you can do some soul-
searching. Notice how you feel when
you are around your women friends.
Is there any sexual arousal or do you
merely feel more comfortable than
with men on dates?

Ifyou merely feel safer around women,

make a choice for going slow with guys.

Insist on taking the time to develop a

friendship first. Experiment with giving

yourself a ten-date rule with a minimum of one month before
any sexual intimacy.

Dear Dr. Toni:

I have been in ACoA recovery for about

twenty years. I am fifty years old, have two

children, and have a thriving yoga business.

My mother, however, is still a raging alcoholic

and is now showing signs of dementia. She and

my stepfather live in a nursing home; I have taken care of her
estate. Mostly this consists of hiring people for upkeep of her
home, which I do from long distance but occasionally have

Unless you are prepared to step into moving for guardianship,
you have two choices: walk away and let go of any
expectations of an inheritance or engage the yogic practice
of seva (selfless service). In order to truly practice seva, you
must know that you can truly let go of any expectation of
any reward from your efforts. If you cannot do this, from a
recovery point of view it is unhealthy to continue to feel like
a doormat to your mother’s narcissism. If you are a yoga
teacher, I imagine you meditate. I would encourage you to
meditate and ask your higher self for the dharmic answer
that is in line with your true self. @

to fly across country to attend to her affairs. Recently, I asked
my stepfather for reimbursement for some of my traveling
expenses and the costs of some home repairs that I paid for.

Dr. Toni Galardi is an author, licensed psychotherapist, professional speaker,
astrologer, and life transitions strategist and is available for consult by phone or
Skype. Have a question for The LifeQuake Doctor? You can reach her through her
website, www.lifequake.net or at DrToni@drtonigalardi.com, or at 310-890-6832.

He and my mother became enraged

that I would ask for reimbursement.
This has triggered so many old
memories of me taking care of her
when I was a child and feeling like she
was a bottomless pit of need with no
gratitude. I am not her guardian, but I
don’t think she is capable of handling
her estate on her own and I would like
to have some kind of nest egg for my
children.

Should I just drop the expectations of
reimbursement and just be in service?

—Frustrated Yogi
Dear Reader:

You say you have been in recovery
for twenty years. First of all, I would
urge you to go to a meeting and get a
sponsor if you don’t already have one.

Toni Galardi, Ph.D

www.LifeQuake.net
License #ML 19438
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ESS
TIONS:

An Overview

rocess addictions, also called behavioral
addictions, constitute a group of disorders that
are characterized by an inability to resist an urge
to engage in a particular activity. These activities
include gambling, sex, shopping/spending,
Internet utilization, Internet and video gaming
activities, eating disorders, and possibly tanning
(Grant, Kim, & Odlaug, 2009; Karim & Chaudhri,
2012; Warthan, Uchida, & Wagner, 2005). They share
some significant commonalities with substance use
disorders, some of which include the experience
of anxiety or excitement preceding the activity
and pleasure during the activity (Grant, Potenza,
Weinstein, & Gorelick, 2010). The American Society
of Addiction Medicine (ASAM) recognizes process
addictions in its formal addiction definition as
follows:
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Addiction is a primary, chronic

“The Understanding Of disease of brain reward,

motivation, memory, and

process addictionsasa  related circuitry. Dysfunction

in these circuits leads to

group 1s at its iﬂfan(jy_” characteristic biological,

psychological, social, and

spiritual manifestations. This

is reflected in an individual
pathologically pursuing reward andj/or relief by
substance use and other behaviors [emphasis
added] (2011).

Before proceeding further it is helpful to review
what is known and not known regarding process
addictions:

e There is a lot more known about substance
use disorders than process addictions.

¢ Gambling disorder is the best
understood process addiction.

e There is evidence for a variety of
neurotransmitters involved.

¢ Like substance use disorders, process
addictions make use of mesolimbic
and mesocortical neural pathways.

e Parkinson’s disease provides an interesting
lens through which to study at least
some of the process addictions.

¢ There are a variety of treatment
modalities for process addictions.

It is not an understatement to say that the
understanding of process addictions as a group is
at its infancy. In fact, it is not clear whether they
constitute a real grouping. In the DSM-5 they are
separated into a variety of different sections. For
example, binge eating disorder is under eating
disorders, kleptomania is in impulse control
disorders, Internet gaming disorder in Section ITII—
which means it is still being studied to determine
if it is a true disorder—and gambling disorder
is grouped with the substance use disorders,
which makes it the only disorder so grouped.
Nevertheless, there are sufficient similarities on
clinical and neurochemical grounds that suggest
a common etiology.

Clinical Themes

Shared characteristics of these disorders include
continued participation in the behavior despite
adverse consequences, diminished control,
cravings, and a hedonic quality during the
performance of the behavior. Other clinical findings
that are similar to substance use disorders include
adolescent- or young-adult-onset, chronic relapsing
patterns, a significant spontaneous remission rate,
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tolerance, and a dysphoric state when abstaining.
However, there is no evidence of physiologic
withdrawal symptoms.

An interesting clinical phenomenon is
“telescoping,” a term that refers to an accelerated
progression of addictive disorder when the onset
occurs later in life. This has been observed in women
with gambling disorder when comparing the
progression of their disease to men. Interestingly,
it has also been described in alcoholism and other
drugs such as cannabis, opioids, and cocaine.
However, this finding was not confirmed in a recent
study possibly due to the observation that younger
cohorts are initiating drinking earlier in life.

Neuroanatomy and Neurochemistry

Gambling disorder has the most robust literature
base of the process addictions at the present time,
and therefore it is a useful model from which to
study the remaining process addictions with
respect to neurobiology. Although there are a
variety of neurotransmitters implicated, the role
of dopamine appears central to the process. This
neurotransmitter is released in response to the



exposure to addictive drugs in certain parts of the
brain to produce euphoria or a reward. Similarly,
it is released in those with gambling disorder as
function of a reward expectation and gambling
severity, but not necessarily with the task of
gambling itself.

There is an interesting clinical phenomenon that
has been recognized with respect to dopamine.
Some patients with Parkinson’s disease or restless
legs syndrome—and who are being treated with
dopamine agonist medications, especially those
that stimulate the D2 and D3 receptor subtypes—
develop a variety of process addictions even if
they have not exhibited those behaviors in the
past. These include gambling, hypersexuality,
binge eating, compulsive shopping/spending,
skin picking, and pathological Internet use. This
is additional evidence of the importance of the role
of dopamine. Interestingly however, investigators
have observed that both dopamine agonists
and antagonists have been linked to gambling
behaviors. Other likely neurotransmitter candidates
include glutamate (compulsiveness and cognitive
inflexibility), endogenous opioids (pleasure and

urges), serotonin (impulse control), norepinephrine
(arousal and excitement), and cortisol (stress).

The mesocortical and mesolimbic circuits,
pathways that mediate processes involved in
substance use disorders, also appear to be central
to the process of repetitive behaviors in process
addictions. These circuits include structures
that mediate reward (ventral tegmental area and
nucleus accumbens), memory (amygdala and
hippocampus), coordination of behavior and
movement (substantia nigra and dorsal striatum)
and executive function (prefrontal cortex). These
pathways can be “hijacked” by addictive drugs and
presumably by impulsive or addictive behaviors
as well.

Psychological Treatment

The evidence base for treatment for various process
addictions ranges from clinical trials to case
reports with an emphasis on the latter. Cognitive
behavioral therapy (CBT) has shown promise
for gambling disorder. This therapy specifically
targets the cognitive distortions associated with a
disorder. With respect to gambling, the patient is
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taught to restructure such distortions as the near-
miss fallacy, gambler’s fallacy, and chasing one’s
losses as well as other superstitions such as the
illusion of control over random events and the
value of talismans such as lucky numbers, colors
or articles of clothing. Yet another technique that is
being increasingly used to treat gambling disorder
is mindfulness.

CBT has also shown promise for the treatment of
compulsive buying, sexual addiction, and binge
eating disorder. Its evidence is limited to case
reports in the treatment of Internet addiction and
kleptomania.

Medication-Assisted Treatment

Although there are no medications approved
by the Food and Drug Administration (FDA) for
the treatment of any process addictions, there
are a variety of medications used “off label.”
Randomized clinical trials exist that support the
use of the opioid antagonists naltrexone and
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nalmefene for the treatment of gambling
disorder. At present this class of drugs
would be considered first line therapy,
especially for those with a family history
of alcoholism, co-occurring substance
use disorder or particularly intense
gambling urges. Some additional
data supported medications to treat
gambling are N-Acetyl Cysteine, a
glutamate modulator; fluvoxamine, a
selective serotonin reuptake inhibitor
(SSRI); carbamazepine, a mood
stabilizer; lithium, for those with bipolar
disorder and gambling disorder; and
amantadine, a medication used to treat
Parkinson’s disease.

Bullock and Potenza (2012) published

an excellent review article summarizing

the clinical trials of medications studied
to date. They also provide an algorithm to guide
the treatment of those with gambling disorder.
Those who are reluctant to try medications could
attempt a trial of N-Acetyl Cysteine. If an individual
is experiencing urges or cravings to gamble or has a
co-occurring substance use disorder, consideration
of an opioid antagonist is appropriate. An SSRI trial
is reasonable if the patient is experiencing anxiety
or depression. If they are experiencing mania or
hypomania, lithium is an excellent adjunct.

Other process addictions do not have the strength
of evidence to support them with the same degree
of confidence. This is primarily due to small sample
sizes, placebo response rate, and dropout rates.
However, some evidence exists although in some
cases it is limited to case reports. The following is
a list of disorders matched with medications that
has shown a potential for success:

¢ Trichotillomania (naltrexone)

e Hypersexuality (naltrexone)



¢ Kleptomania (naltrexone)

¢ Compulsive shopping and
spending (citalopram)

¢ Hoarding (paroxetine)

¢ Binge eating (topiramate, orlistat,
zonisamide, atomoxetine)

¢ Internet gaming (escitalopram)

Who’s at Risk?

There are many risk factors to be considered in

determining those most at risk for developing

a process addiction problem. An existing

substance abuse problem is often found with

those suffering from pathological gambling,

sexual addiction or another process addiction
(Bourget, Ward, & Gagne, 2003). Other factors may
be trauma, preexisting psychiatric issues (Petry,
2006), poverty, age, gender, and poor impulse
control.

A preexisting substance abuse problem is by far
the number one correlate with people suffering
from a process addiction. This is not to say that
one causes the other, but to point out that many
sufferers of say, disordered gambling or sexual
addiction also will present with another addiction
problem. Neglect and abuse issues in childhood are
linked to negative life experiences as adults that in
turn may include addiction issues (Moore & Jadlos,
2002). Gambling as a means out of poverty can lead
to a disordered gambling problem (Welte, Barnes,
Wieczorek, Tidwell, & Parker, 2004). Young males
are more likely to develop a disordered gambling
problem as opposed to young females, but that
changes as people age; in older adults it is the
female who is more likely to experience problems
with disordered gambling (McCormack, Jackson, &
Thomas, 2003) or shopping and spending money.

Conclusion

Although there is still a lot left to be learned
regarding process addictions, it seems clear that
there are many similarities to substance use
disorders. Congruencies in natural history, clinical
characteristics, neurochemistry, and neuroanatomy
argue for a common source for all. A comprehensive
treatment program that offers psychological and
medication interventions would intuitively bring
about the best outcome, although for many of these
disorders there is no evidence to prove that
assertion. A variety of medication-assisted
treatment strategies is helping us understand the
relevant neurotransmitters and an understanding
of the underlying neurobiology helps us develop
new medications. @

Kirk Moberg, MD, PhD, is the medical
director of the Illinois Institute for Addiction
Recovery (IIAR). He is also a clinical
professor in the Departments of Internal
Medicine and Psychiatry & Behavioral
Medicine, and is certified by the American
Board of Internal Medicine and the
American Board of Addiction Medicine.

Phil Scherer,

CAADC, NCGC

II, MISA 11,

CIP, is the administrative director of the
Illinois Institute for Addiction Recovery
(IIAR). Phil has worked in the addiction
field for over twenty-three years and has
worked in all areas of treatment. He is
currently serving as board chair on the
Board of Directors of the Association

of Intervention Specialists and is the
current president of the International
Interventionists Credentialing Board.
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PROBLEM
AMBLING?

Mark Griffiths, PhD

n many areas of the world, gambling has become a popular
activity. Almost all national surveys into gambling have
concluded that most people have gambled at some point in
their lives, but that most participants gamble infrequently.
The introduction of national lotteries, the proliferation of slot
machines, the expansion of casinos, and the introduction
of new media in which to gamble—such as Internet, mobile
phone, and interactive television gambling as well as gambling via social
networking sites—has greatly increased the accessibility and popularity
of gambling worldwide, and as a result, the number of people seeking
assistance for gambling-related problems. Commissions and official
government reviews in a number of countries including the United
States, United Kingdom, Australia, and New Zealand have all concluded
that increased gambling availability has led to an increase in problem
gambling.

Estimates of the number of problem gamblers vary from country to
country, but most countries that have carried out national prevalence
surveys suggest around 0.5 to 2 percent of individuals have a gambling
problem. These surveys also indicate that problem gambling is at least
twice as common among males as it is among females, and that those
with poor education are more likely to be problem gamblers. In May 2013,
the new criteria for problem gambling (see sidebar on page 48) were
published in the fifth edition of the Diagnostic and Statistical Manual for
Mental Disorders (DSM-5), and for the very first time, problem gambling
was included in the section “Substance-Related and Addictive Disorders”
rather than in the section on impulse control disorders. Although most
of us in the field had been conceptualizing extreme problem gambling
as an addiction for many years, this was arguably the first time that
an established medical body had described it as such. But what else
is “new” in the gambling studies field? The remainder of this article
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looks at some of the developing trends
and issues.

Researchers and legislators alike appear
to be constantly playing “catch-up”
when it comes to continuing gambling
industry innovation. Most of the rapidly
shifting trends in gambling are due to
technological innovation. Many of
the trends outlined in this article may
have direct or indirect implications
for the gaming industry, particularly
as some of these trends may be
changing the risk factors associated
with problem gambling that players in
the future may face. The fundamental
issues surrounding gaming operators’
commitment to social responsibility
practices remain the same, but with
increased technological access, gaming
operators may have to think about which
groups of people are targeted in terms of
minimizing harm. Work and leisure more
generally have become increasingly
technologized and remote for both
adults and children. Activities that
were once done in a dedicated external
environment, such as an amusement
arcade or cinema, can now be done in
the home and/or workplace. This has
led to “cocooning,” where a majority
of activities can be done without ever
having to leave the home and/or the
work desk. Paradoxically, this cultural
shift in increased technology has also
led to an increase in leisure on the move
(e.g., mobile gaming) that again may
have implications for the psychosocial
impact of gambling.

One very salient trend is that technology
hardware is becoming increasingly
convergent (e.g., internet access via
smartphones and interactive television)
and there is increasing multimedia
integration such as gaming via social
networking sites (King, Delfabbro, &
Griffiths, 2014). As a consequence,
people of all ages are spending more time
interacting with technology in the form
of internet use; playing videogames,
watching interactive television, mobile
phone use, social networking, listening
to digital radio via MP3 players, etc. In
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addition to convergent hardware, there
is also convergent content. This includes
some forms of gambling including video
games with gambling elements, online
penny auctions that have gambling
elements, and television programming
with gambling-like elements (King,
Delfabbro, & Griffiths, 2014).

“Most of the rapidly
shifting trends
in gambling are
due to technological
innovation.”

At present, there are thousands of online
gambling sites worldwide that enable
players to gamble in traditional games
of chance like poker and blackjack, as
well as place bets on the outcomes of
sports, racing, and other events (Kuss
& Griffiths, 2012). Recently, there have
been debates as to whether some types
of online games should be regarded as
forms of gambling, in particular those
games in which the player can win
or lose points that can be transferred
into real life currency. It is still unclear
whether video gaming activities that
blend skill and chance elements should
be strictly classified as “gambling.”
Griffiths et al. (2014) reported that there
are online video game tournaments
in which players are being paid “per
kill” in the game. The fact that users
can make money by playing a video
game has raised concerns that these
games may be a contemporary form of
gambling. Whilst these games are largely
skill-based, there are some similarities
between paid online video games and
online poker sites. Here, players pay a
monthly subscription fee to play the
game online, and in return are able
to win jackpots, prizes, and awards
at random intervals, regardless of the
player’s skill level or preferred difficulty
level of the game. Much of these new
gambling-like activities remain little
researched and blur the boundaries
between gambling and gaming.

The launch of the first gambling for
money game, Bingo Friendzy, on
Facebook in August 2012, received
worldwide media interest and most
gaming operators are now watching
closely to see whether the move from
social gaming to social gambling will
be profitable. Gambling-type games are
popular on Facebook; the October 2013
monthly figures for the most popular
games played on Facebook showed that
Texas Hold ‘Em Poker was one of the most
popular games with twenty-four million
players worldwide, down from thirty-
four million the year before (Griffiths,
2013a). Online gambling operators and
software developers are positioning
themselves for entry into the social
gaming market, and vice-versa. Social
networking games provide pleasure,
accomplishment, and friendship. Even
when games do not involve money (e.g.,
playing poker for points on Facebook),
it introduces players, oftentimes youth,
to the principles and excitement of
gambling. One of the key psychological
ingredients in both gambling on casino
machines and social gaming is the use
of operant conditioning and random
reinforcement schedules.

Getting rewards every time someone
gambles or plays a game leads to people
becoming bored quickly. Therefore,
small unpredictable rewards leads to
highly engaged and repetitive behavior
for those players. In a minority of
cases, this may lead to addiction.
Both gambling operators and social
gaming developers use intermittent
and unpredictable rewards to facilitate
habitual behavior (i.e., get repeat
custom). Social networking sites have
the potential to normalize gambling
behavior as part of the consumption
patterns of a nongambling leisure
activity. This may change social
understandings of the role of gambling
among young people. In these
situations, there is no money changing
hands, but it again raises questions
about whether gambling with virtual
money encourages positive attitudes
towards gambling in people, and young
people particularly. For instance, does



gambling with virtual money lead
to an increased prevalence of actual
gambling? Today’s youth are more
tech-savvy, have no technophobia, and
very trusting of these new technologies.
Facebook has changed the way people
and possibly gamblers are playing
games. Empirically, we know almost
nothing about the psychosocial impact
of gambling via social networking sites
although research suggests the playing
of free games among adolescents is one
of the risk factors for both the uptake of
real gambling and problem gambling
(Griffiths et al., 2014).

Young people’s use of technology, the
so called “screenagers” and “digital
natives,” has increased greatly over
the last two decades and a significant
proportion of daily time is spent in
front of various screen interfaces, most
notably videogames, mobile phones,
and the Internet. These screenagers
have never known a world without the
internet, mobile phones, and interactive
television, and are therefore very
trusting of these new technologies. For
many of these young people, their first
gambling experiences may come not
in a traditional offline environment,
but via the Internet, mobile phone or
interactive television (Griffiths et al.,
2014). This is an issue for both offline
operators—as they will need to think
about displacement effects and whether
they will lose custom through newer
consumers preferring online gambling
over traditional gambling—and online
operators, who will need to make
sure their games and products are not
accessed by minors and/or that they are
not directly advertising to minors.

Technology has also changed the way
that society views social and asocial
activities. Although many people’s
interactions with technology are asocial,
such as a single person engaging in some
kind of screen-based activity, many of
the activities carried could arguably
be described as social activities, like
playing and chatting to others in an
online video game or during online
gambling on bingo or poker, chatting via
Twitter or other social networking sites,

etc. Not only do gamblers feel
less embarrassed and guilty
when they lose online, as
they feel more disinhibited
and anonymous because
no one can actually see
them, they may also be also
be adopting another social
persona (e.g., someone of
a different age, gender or
nationality), something
that has shown to be a risk
factor for problem gambling
in online poker players
(Griffiths, Parke, Wood, &
Rigbye, 2010).

Another key demographic group playing
arole in the way gambling is changing
is that of women. Apart from gambling
on bingo and lotteries, gambling has
traditionally been a male domain.
However, the newer, more technological
forms of gambling are gender-neutral
and what we seem to be witnessing
more and more is the feminization of
gambling. The most obvious example
is online bingo, where online gaming
companies around the world are now
actively targeting females to get online,
socialize, and gamble. Additionally,
there are many operators around the
world, including those in the lottery
sector and television companies looking
for other revenue streams, that are
targeting women via their online instant
game sites. Although males still heavily
outnumber females in both online and
offline gambling (Kuss & Griffiths,
2012), it is likely that the prevalence of
female gambling participation—and as
a consequence problem gambling—will
increase over the next decade.

One of the key drivers behind the
increased numbers of people gambling
online and using social networking
sites is the rise of mobile gambling
and gaming. Compared to Internet
gambling, mobile gambling is still
a relatively untapped area, but the
functional capabilities of mobile phones
and other mobile devices are improving
all the time (Griffiths, 2013b). There are
now hundreds of gambling companies

that provide casino-style games to
be downloaded onto the gambler’s
smartphone or mobile device. This will
have implications for the psychosocial
impact of gambling and will need
monitoring. Like online gambling,
mobile gaming has the capacity to
completely change the way people think
about gambling and betting. Mobile
phones provide the convenience of
making bets or gambling from wherever
the person is, even if they are on the
move. This will aid various sectors
within the gaming industry—particularly
sports betting and the “in-play” markets
(see next section).

One of the most noticeable changes in
gambling over the last two years or so
has been the large increase of “in-play”
sports betting (Griffiths, 2012a).
Gamblers can now typically bet on over
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sixty in-play markets while watching a
sports event, such as a soccer match.
For instance, during a soccer game,
gamblers can bet on who is going to score
the first goal, what the score will be after
thirty minutes of play, how many yellow
cards will be given during the game,
and/or in what minute of the second
half the first free kick will be awarded. A
number of factors have helped facilitate
the rise of in-play betting including the
increasing use of mobile devices and
a marked shift in gamblers wanting
instant 24/7 gratification when they bet
or gamble (Griffiths, 2012a). Live betting
is going to become a critical activity in
the success of the future online and
mobile gambling markets.

The most salient implication of in-play
sports betting is that it has taken what
was traditionally a discontinuous form
of gambling—where an individual makes
one bet every Saturday on the result of
the game—to one where an individual
can gamble again, and again, and
again. Gaming operators have quickly

capitalized on the increasing amount
of televised sports. In contemporary
society, where there is a live sporting
event, there will always be a betting
consumer. In-play betting companies
have both catered for the natural betting
demand and introduced new gamblers
in the process. If the reward for gambling
only happens once or twice a week, it
is completely impossible to develop
problems and/or become addicted
(Griffiths & Auer, 2013). In-play has
changed that because there are soccer
matches on almost every day of the week,
resulting in a daily, over two-hour period
of betting, seven days a week. Based on
the relationship between event duration,
event frequency, bet frequency, and
payout interval, empirical research has
consistently shown that games that offer
a fast, arousing span of play, frequent
wins, and the opportunity for rapid
replay are those most frequently cited as
being associated with problem gambling
(Griffiths & Auer, 2013).

DSM-5 DIAGNOSTIC CRITERIA FOR

(American Psychiatric Association, 2013)

A. Persistent and recurrent problematic gambling behavior leading to clinically
significant impairment or distress, as indicated by the individual exhibiting four
(or more) of the following in a twelve-month period:

1. Needs to gamble with increasing amounts of money
in order to achieve the desired excitement

2. Isrestless or irritable when attempting to cut down or stop gambling

3. Has made repeated unsuccessful efforts to

control, cut back or stop gambling

4. Isoften preoccupied with gambling (e.g., having persistent thoughts
of reliving past gambling experiences, handicapping or planning the
next venture, thinking of ways to get money with which to gamble)

5. Often gambles when feeling distressed (e.g.,

helpless, guilty, anxious, depressed)

6. After losing money gambling, often returns another
day to get even (“chasing” one’s losses)

7. Lies to conceal the extent of involvement with gambling

8. Has jeopardized or lost a significant relationship, job or
educational or career opportunity because of gambling

9. Relies on others to provide money to relieve desperate
financial situations caused by gambling

B. The gambling behavior is not better explained by a manic episode.
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The rise of online poker has been one of
the success stories for the online gaming
industry. This rise has also led to more
research in this area including some
that suggests a different way of viewing
problem gambling. For instance,
research has suggested that online poker
may be producing a new type of problem
gambler where the main negative
consequence is loss of time rather than
loss of money (McCormack & Griffiths,
2012). This research has identified a
group of problem gamblers who, on
the whole, win more money than they
lose. However, they may be spending
excessive amounts of time, such as
twelve to fourteen hours a day, doing
this. This could have implications for
problem gambling criteria in the future
(i.e., there may be more criteria relating
to the consequences of time conflicts
as opposed to financial consequences).
Other new types of problem gamblers
may be those who gamble via social
networking sites and/or those who
gamble via their mobile devices.

New technologies in the form of
behavioral tracking have helped
online gambling companies keep track
of player movement by noting what
games the customer is playing, the
time spent playing, the denomination
of the gambles made, and the number
of wins and losses, among other things.
Although such technologies can
potentially be used to exploit gamblers
(e.g., targeting the heaviest spenders
with direct marketing promotions to
gamble even more), such technologies
can also be used to help gamblers who
may have difficulties stopping and/
or limiting their gambling behavior



(Griffiths & Whitty, 2010). Over the
past few years, innovative social
responsibility tools that track player
behavior with the aim of preventing
problem gambling have been developed.
These new tools are providing insights
about problematic gambling behavior
that in turn may lead to new avenues
for future research in the area. The
companies who have developed
these tools claim that they can detect
problematic gambling behavior through
analysis of behavioral tracking data
(Delfabbro, King, & Griffiths, 2012).

If problem gambling can be detected
online via observational tracking data,
it suggests that there are identifiable
behaviors associated with online
problem gambling. Given that almost
all of the current validated problem
gambling screens diagnose problem
gambling based on many of the
consequences of problem gambling—for
example, compromising job, education,
hobbies and/or relationship because of
gambling; committing criminal acts
to fund gambling behavior; lying to
family and friends about the extent of
gambling, etc.—behavioral tracking
data appears to suggest that problem
gambling can be identified without the
need to assess the negative psychosocial
consequences of problem gambling
(Griffiths & Whitty, 2010).

Finally, one very notable trend that is
likely to become more important is the
use of technology in the area of help,
guidance, and treatment of problem
gamblers. Socially responsible online
gambling sites typically feature links to
relevant gambling help and awareness
sites (Griffiths, 2012b). Although there
are some disadvantages to online
therapy for problem gamblers—lack
of nonverbal information for the
therapist, the therapist not being
totally certain of the client’s identity,
issues surrounding which jurisdiction
the therapist is licensed to practice,
technological failures, the client’s
severity of problem, client referral
problems—there are many advantages
for the problem gambler including
convenience, cost-effectiveness,
helping overcome social stigma, and

helping overcome barriers that may
prevent people from seeking face-to-
face help, such as feeling stigmatized,
being disabled, being geographically
isolated, and/or being in an institution
(Griffiths, 2010). Additionally, many
of the generic factors that make the
Internet attractive for gambling online
are the very same factors that may
attract those with gambling problems
to seek help online: ease of accessibility,
affordability, anonymity, convenience,
and disinhibition, among other things.
Additionally, the screenagers of today
are the gamblers of tomorrow, and this
is the first generation that have lived out
their lives as much online as offline and
are naturally trusting of the Internet.

Obviously the salient trends highlighted
in this brief article are somewhat
subjective and based on my own
expertise within the gambling studies
field. However, these are all areas that
gamblers and the gaming industry
should have a natural interest in
knowing more about—hopefully as a
way of enhancing the customer
experience and minimizing customer
harm. The examples of convergent
gaming in this article highlight that
commercial operators always appear to
exploit new market opportunities in
emerging media and that they are often
two steps ahead of legislation. All of the
issues and trends reported here directly
affect gambling practices and deserve
further debate and empirical research.
Future research can aid governments in
devising relevant and pragmatic social
policy responses to the problem of
remote forms of gambling (e.g., Internet
gambling, mobile gambling, gambling
via social networking sites, gambling via
interactive television). These responses
may involve various strategies, including
monitoring gambling advertising on the
Internet and examining how these
messages may affect potential gamblers,
developing a research agenda focused
on online gambling, and supporting
health authorities in their campaigns to
reduce the adoption and maintenance
of gambling behavior among individuals.
Ultimately, legislators and policy makers
are the ones who decide to what extent

gamblers should be protected from
potentially harmful activities like
interactive online gambling, and to
impose measures that do not
compromise the consensual experiences
of those that want to gamble.
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ny given month in America,
between six and fifteen million people binge
eat out of control, according to the National
Institute of Mental Health (n.d.). Yet millions
never get help or seek treatment. If they did, they
would find our community, along with doctors,
scientists, researchers, and therapists who confront
overeating, though we are sometimes divided on
what to do. What causes this epidemic? Is the
problem biological or psychological? Are there
answers in a matter of willpower or hardwiring in
the brain?

Meanwhile, as we sort through the questions,
food manufacturers keep introducing new foods
designed to be irresistible in taste and texture,
with synthetic flavor enhancers that stoke and
instill cravings. In fact, the New York Times did an
extensive report on this just a year ago titled “The
Extraordinary Science of Addictive Junk Food”
(Moss, 2013). People keep overeating, gaining
weight, and obsessing about food until it ruins
too many lives.

Today, one in three adults (nearly forty million
people) is considered clinically obese, along
with one in six kids (NIDDK, 2014). Additionally,
twenty-four million Americans are afflicted by type
2 diabetes, often caused by poor diet, with another
seventy-nine million people having prediabetes
(CDC, 2014). It doesn’t make sense, does it? Food
is something every person needs to live, like air
and sleep. How can you be addicted to something
essential for life?

The facts are undeniable: too many people spend
their days and nights obsessing about food and
consuming it in voluminous amounts. Too many
others don’t necessarily obsess, but find themselves
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in situations that spiral out of control. They start snacking on
chips and end up downing the whole bag. A small howl of ice
cream turns into emptying the container. They go into debt or
spend their last dollars on desserts or bread and high-fat food
for a fix one day, and a new diet plan or program and exercise
equipment the next. Life is being eaten away. Food is costing
us health, money, relationships, vocation, hobbies, and peace.
How did we get to this place of such dysfunction with food and
the resulting weight? How can we, as the professionals, help?

A starting place is in recognizing that the brain can be
hardwired to crave certain foods, just as an alcoholic craves
a drink and a drug addict craves a fix.

It’s tempting, even in our field, to think the problem is
emotional and a person who overeats just needs to use
more self-control and willpower, and needs to work out and
exercise, or go on a diet and substitute carrot sticks and celery
for cookies and ice cream, or eat less and in moderation.
Every day another diet book, program or fitness guru tries
to convince us of these things, as well as how much better
life will be when we’re skinny. The reality is that such advice
couldn’t be more disastrous.

For the person whose brain is hardwired to be triggered by
certain foods, this over-the-counter advice lasts but a moment
and the problem remains unsolved. For the person who falls
prey to foods designed to be addictive, these mantras don’t
even register—a taste can trigger an episode of overeating and
the shame of it makes this person turn to food for comfort,
and the food triggers more episodes, and on the cycle goes.

The reasons people pig out, overeat, and find themselves
addicted to foods aren’t because they’re fat, stupid, lazy,
indulgent, greedy or have no willpower or pride. In fact,
it takes a lot of work, creativity, and intelligence to hide
overeating, binges, food abuse, and food addiction from a
world that frowns on overweight bodies and links overeating
to obesity.

The bigger picture is this:

¢ Chemical properties of certain foods, coupled with
faulty brain wiring, can contribute to overeating.

e It can be determined whether a person who
overeats has a trigger issue controlled by avoiding
certain foods, or an addiction to those foods and
a need for a more intense course for recovery.

¢ There are ways to eat that allow a person to make
peace with food and lose weight and find wholeness.

¢ A food plan can be followed and weight lost, but
there is a lot of emotional and spiritual work to do to
find true freedom from a food trigger or addiction—
the reasons that compel overeating and an obsession
with food or its effects—so a whole mind, body, and
spirit approach to help and treatment is essential.
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Professor Bart Hoebel and his colleagues at Princeton
University’s Neuroscience Institute made some fascinating
discoveries in a series of studies on food addiction, which
was reported in Neuroscience & Behavioral Reviews (2008).
They found in studies with rats that trigger foods, sugar in
particular, do have long-lasting effects in the brain of a sugar-
addict just as alcohol has in the brain of an alcoholic and
drugs in the brain of a drug-addict.

Your clients aren’t rats, but they can be hardwired like them
to be hooked on sugar just like cocaine. So just as rats showed
signs of withdrawal when researchers took away their sugar,
people trying to quit bingeing on desserts and snacks fight the
same battle as those trying to kick an alcohol or drug habit.
Take away their trigger foods and the feel-good chemicals
in their brains go down. Fear and anxiousness increase.
Withdrawal symptoms appear: sluggishness, headaches,
irritability, rapidly changing mood swings, anxiety, sadness,
anger, cravings, and sleep disturbance.

To deal with it all, just like drug and alcohol addicts taking
another hit or drink to keep the symptoms at bay, the food
addict goes for another bite, another carton or container,
another binge.

Hoebel’s rats showed an anxiousness and desperation
to consume more of the sugary foods on which they were
hooked. After bingeing on foods rich in sugar and fat for a
two-month period, the addiction became so strong that when
presented with healthier foods, the only choice for them was
to go hungry before eating anything without sugar and fat;
the rats would starve themselves rather than free themselves
from the high they got on sugar and fat.

Food addicts do the same. Comfort food becomes just that in
their minds: a source of relief and release.. . . at least until the



next fix on food is needed, and that’s quite soon
because of the physical craving, emotional shame,
and spiritual emptiness that the addict seeks to
comfort and soothe.

Think how much junk food, made up mostly of
sugar and fat or both, debilitates us. Sugar and fat
can actually desensitize the reward pathway in our
brains so that we need more and more in order
to experience the same happy feeling as before.
Nothing else, including healthy foods, satisfies—
not for the rats, not for the food and sugar addict.
Yesterday, it may have only taken one candy bar to
boost their mood. Today, it takes two candy bars
to bring back the happy.

It is indeed a rat race, this experience of a true
chemically-driven craving.

So the problem is when addicts’ brains are hard-

wired for addiction, addicts can never eat enough

of their trigger foods to get that happy feeling they

want. Each binge sets in motion an uncontrollable

chemical process that has a feedback loop. Like a
hamster on a wheel, the food addict wants to eat even more
sugar or carbohydrates or high-fat foods. It’s a vicious circle:
eating the trigger foods stimulates the pancreas to release
insulin, which decreases the concentration of amino acids,
which manufactures serotonin in the bloodstream, which
causes a drop in blood sugar level, which results in feelings of
weakness, hunger, headaches, and trembling. Every drop in
blood sugar for the food addict triggers eating more to offset
the symptoms—and round and round the cycle goes.

While many people who overeat can try the latest diet on the
market and find some success with temporary weight loss, it
doesn’t last. The person with a brain hard-wired to be addicted
to certain foods, such as sugar and white flour, can start out
deciding to live completely without the carbs, sweets or fat.
Then, because that’s hard, they stray a bit. They take back a
little bit of bread, maybe add some butter to the vegetables,
a drop of cream to the coffee. That’s all it takes to be off to the
races again, running with whatever tastes good.

You see, the diet was never the real issue to start. There is
an addiction, and that means there are trigger foods to be
avoided, just like wine or liquor for the alcoholic—and there
is mind and spirit work to do too.

It’s essential for an addictions model of treatment to address
not just the body, but the emotions and spirit too. Here’s where
we, as counselors and therapists, can best serve clients with
eating issues, whether those issues are just being triggered
to binge once in a while or in full-blown addiction where the
obsession with food and weight is consuming and ruining
the addict’s life.

However, there needs to be a greater understanding of food
addiction by our clients and ourselves. We live in a culture
where loss of control with food is fairly common, where people
make light of it, where the skits on Saturday Night Live and in
movies show someone drowning their troubles in pints of ice
cream and piles of candy bars, or the overweight actor goes
crazy, going for laughs, in a binge scene—and we laugh along.

This is no longer a laughing matter, no longer a matter where
we give in to the temptation to begin treatment with a diet and
fixing solely upon the food.

HOW DO YOU KNOW WHEN

FOOD IS AN ISSUE?

What separates an actual food addiction from an occasional
incident? This is may seem impossible to determine because, unlike
addictions to alcohol or drugs that keep other addicts abusing a

substance, people can’t just stop using food. Everybody needs food to

live, and most everybody overeats sometimes.

However, you can know when that problem is unhealthy or
debilitating. A deciding factor is the level of obsessive behavior: incidents
happening again and again, the constant thoughts of when one can binge
again or hide a binge or stop one by dieting—all this spinning over and over, through all these cycles with food.
The Yale Food Addiction Scale online self-test can help you see immediately if your clients’ relationship
with food has become dangerous. Go to http://www.yaleruddcenter.org/resources/upload/docs/what/
addiction/FoodAddictionScaleog.pdf. If your clients are answering “yes” to even one or two of the questions,

their relationship with food is dysfunctional.
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We’re not nutritionists and remember, the diet is not the issue.
There needs to be a change of thinking and a change of heart
for the change in eating and weight to occur.

Of course the temptation is to focus first on the food. While
a client doesn’t need a diet, they do need a food plan that’s
structured and measured, something a nutritionist who
understands addiction can help develop. The plan isn’t a
diet because it’s not about restricting, though it does involve
some abstaining from foods that trigger just as a plan for the
alcoholic calls for keeping away from the liquor. The difference
with food is you have to have food to live—a key on a healthy
food plan is being sure clients get what’s needed and aren’t
left feeling so deprived and hungry that they reach for a trigger
food or turn again to binges.

Most food addiction treatment programs start out with a
sugar- and refined-carbohydrate-free plan—as these are
the most common triggers—where you weigh and measure
foods at three meals with one or two snacks a day. This is so
important because a client probably has a fairly distorted view
of what a normal portion is. While some people can eat cleanly
without weighing and measuring, your client may need to
stick with the scales and cups at the start. Look for the plan to

® be clear and structured. There needs to be boundaries
with food, a beginning and end to eating meals. Clients
need to know which foods are good choices and which
will trigger them. They will want something clear enough
to keep them from overeating, but loose enough to live
in a world where they share meals with others without
being tied to one thing. They will want to commit to
three meals a day and maybe one or two planned
snacks, preferably around the same times each day.

¢ include all the main food groups. That means complex
carbohydrates such as fruits; vegetables; whole grains;
lean proteins such as fish, poultry, meat, and tofu; fats;
and dairy. They will want the foods necessary for health.
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o satisfy hunger. It’s important to have a plan that
satisfies clients and doesn’t leave them feeling
hungry. The guiding principle is there needs
to be enough to eat, but not too much.

You want a food plan that clients can live with for the rest of
their lives, meaning it can’t be a restrictive weight-loss plan.
Ironically, when they eat well, they get to a weight that’s right.

There’s not one way to eat trigger-free. A nutritionist well-
versed in food addiction treatment is preferable for making
a plan. If a client gets a plan from a nutritionist who is not
an addiction specialist, you can advise getting it adjusted by
someone well-versed in overeating issues, maybe someone
overcoming bingeing in recovery. This is important because
a nutritionist may see nothing wrong with a plan including
sugar-free foods. But even a taste of sweet, though it isn’t
sugar per se can trigger a food addict to binge, and someone
understanding addictions can

advise better substitutions.

Good advice to offer
here is this: learn
the language of
food, such as

the names for sugar and the ingredients
that trigger binges. Read labels. Know
appropriate portion sizes, including how
to easily eyeball right portions.

As a food plan is developed, it’s an
important step to help a client see that if
they fail to plan, they plan to fail. Thinking
through situations, and thinking ahead is a
huge step toward change. How can they expect
to manage eating out when they can’t control the
food offered and at what time? How can they get
through social events centering on food?

This is part of not just making, but keeping a

food plan, preparing one- self, strapping on that

seatbelt, driving defensively through the choices

and changes along the way, and strengthening the

mind and spirit to help when the body and emotions feel
out of control. This isn’t an issue of willpower, not a matter of
looking for determination to stick to a diet. This is positioning
the self to make good choices, plan the changes to make,



relate in a new way to food and eating, and map out the steps
needed to avoid the triggers and the behavior to take away
from whatever will drag down or set the client back.

Here is where real work begins: to start recognizing what
drives clients to eat. What’s their first memory of a binge or
overeating? Ask them to write down the place, circumstance,
what was eaten and where, how they felt afterwards, and
what they did. Then have clients write down the next memory,
and a next. Is there a pattern? Are there emotional triggers
like boredom, frustration, anger, and feeling abandoned,
unloved or unattractive? You can begin to deal with each of
these emotional keys.

The next step is to help clients recognize and separate the
hungers of mood and food. Emotional hunger doesn’t notice
signs of fullness and isn’t satisfied by eating, leaving one
feeling ashamed and guilty. It must be fed what is craved
and can come on suddenly. Physical hunger, on the other
hand, can be satiated without guilt by most any food and
grows gradually.

As clients begin to recognize what’s driven them to
dysfunctionally seek comfort in food in the first place, a range
of troubling issues and anxieties can surface. Now you're
getting to the heart of things—where walls have been put up
or bridges burned, where clients have been stopped, tripped
or become stuck, what’s kept them isolated or from connecting
with others, when they’ve felt their best or worst or in control
or not, and what’s made them feel rejected or accepted.

A big help here for the overeaters’ low self-worth and self-care
is helping them arrest what physician, psychiatrist, and author
Daniel G. Amen calls the “ANTS” or “Automatic Negative
Thoughts”; the cynical, gloomy, complaining thoughts that
come on, one after another, and keep a client from moving
forward. These are thoughts that run like a freight train
through the mind, looping over again with negativity that
can become self-fulfilled prophecies: They won’t like me. I'll
never beat this. I always fail. I'll never be more than a mess. [
can’t do anything right or well.

The ANTS aren’t just bad for a client’s mind, but for their
spirit. See how mind, body, and spirit treatment must be
connected? Angry, unkind, sad, and grumpy thoughts can
activate the deep limbic system and make the body feel bad.
Muscles tense, the heart beats faster, hands sweat, and a dizzy
and off-balance feeling can take over, triggering irritation,
frustration, depression, anger, sadness, and despair—any
manner of negative thoughts. By the same token, happy, good,
hopeful, kind thoughts trigger the brain to release chemicals
that cool your limbic system, creating calm, relaxation, and
slower and more steady heartbeats and breathing. Dealing
with the ANTS will give a client self-acceptance, worth, and
peace.

What the person overcome by food issues is looking for is
peace of mind; in body, with food, and in relationships. So

many clients with food issues have harbored their secrets
for so long, in such shame, that there are lifetimes of deeper
issues to deal with. The self-blame and loathing is so strong
it’s as though clients are walking around in a movable prison;
always bound, never free.

To truly recover, the soul, not just the stomach, needs to get
and live clean.

Here’s what the addiction model of treatment offers as the best
course for change and progress: the prayers and meditations
for surrendering to what a person can do and what they can let
go of to truly achieve freedom. These prayers not only calm the
soul, but build an inner strength. Our most common example
is the Serenity Prayer and the Prayer of Saint Francis of Assisi.

Even science acknowledges there is a biology of belief,
meaning that faith and the practices of it help the body heal,
strengthen, and achieve more vitality. Neuroscientists Andrew
Newberg, MD, and Mark Robert Waldman chronicle the effects
from a multitude of respected studies in their book How God
Changes Your Brain (2010): spiritual practice reduces stress;
contemplating a loving God curtails anxiety; prayer deepens
the capacity for gratitude and increases feelings of security,
compassion, and love; meditation has lasting effects on the
positive functioning of the brain; and belief in God helps one
handle a diagnosis of illness and fare better afterward.

Faith, hope, and love for the self are what ultimately help a
client burst free and forward from food issues. Belief in what’s
good and true empowers the client to love themselves enough
to do the work on their emotional past, their confused present,
and stick to a food plan. When this happens, clients can finally
focus on their goals and relationships more than on food,
build a winning support system to get through the hard events,
and live free of the mad cycle around the binges. What’s been
eating them alive is no longer what they chew upon, and we
can serve them this freedom by first agreeing on this model
of helping the whole person, not just a part.

Rhona Epstein, PsyD, CAC, is a licensed psychologist,
certified addictions counselor, and marriage and family
therapist in the Philadelphia area. She is also the author
of Food Triggers: End Your Cravings, Eat Well, and
Live Better. For more than twenty-five years, she’s led
seminars, conferences, and therapeutic workshops to
help people overcome food addiction and its underlying
issues. She received her doctorate in clinical psychology
from Chestnut Hill College, and her master’s degree

in counseling psychology from Temple University.
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ill White is known to many

of us as a long-tenured

addiction professional

whose contributions to the

field span the arenas of
clinical practice, clinical research, and
recovery-focused journalism. Bill is an
Emeritus Senior Research Consultant
at Chestnut Health Systems, past chair
of the board of Recovery Communities
United, and a volunteer consultant to
Faces and Voices of Recovery since its
inception in 2001. He has authored
more than four hundred articles and
monographs—including more than
seventy-five articles for Counselor—and
seventeen books. His contributions to
the field have been acknowledged by
awards from such organizations as the
American Society of Addiction Medicine,
the National Association of Addiction
Treatment Providers, the American
Association for the Treatment of Opioid
Dependence, NAADAC: The Association
for Addiction Professionals, Harvard



University Medical School, and the
Native American Wellbriety Movement.

Bill White is perhaps best known as the
author of Slaying the Dragon: The History
of Addiction Treatment and Recovery in
America, which won the Terry McGovern
Foundation award for the best book on
addiction recovery. A second edition of
Slaying the Dragon has just been released
with thirty-one chapters, 580 pages,
and more than 2,500 posted research
citations. Before this new edition was
released, I interviewed Bill about his
work as the historian of our field.
This was a particular pleasure for me
because of my collaborations with Bill
reconstructing the history of addiction
recovery among African Americans.

Bill, how did your
interest in the history of the field begin?

In 1976, after working in the
field for almost a decade, I went back
to school to get a master’s degree in
addiction studies. One of the first things
my primary mentor, Dr. Ed Senay, did
was hand me a copy of David Musto’s
The American Disease. References to
early episodes of addiction treatment
within this brilliant history of American
drug policy triggered what became a
lifelong fascination with the history of
addiction treatment and recovery. The
initial discovery of early treatment and
recovery history also left me feeling
cheated. How could I have worked in
the field so long and in so many roles
without anyone having previously
shared this history with me?

When did you decide to
write a book pulling together all of your
historical research?

I began collecting books
and artifacts on the history of treatment
and recovery in the mid-1970s as a
hobby and began sharing some of
the stories I was discovering through
various presentations. The warm and
appreciative responses to these stories
prompted the thought that perhaps I
could one day write the kind of history
that I wished someone would have given
me when I entered the field. The more
concerted research on the book began in
1990, and the writing started in 1994. It

took another four more years to finally
send Slaying the Dragon to press. Most
addiction professionals first learned
of the book through a series of articles
based on the book that I authored in
Counselor.

How did you come to
choose the title of the book?

Through my research on
the early history of addiction and its
treatment, I continually encountered
images and references to dragons,
snakes, and monsters. References to
chasing dragons and slaying dragons
have a long history in America’s illicit
drug culture. These images capture the
human species’ unrelenting attraction
to intoxicants and the near-mythical
struggles to escape the clutches of
addiction. The title was intended to
convey that this is a book filled with
the stories of people chasing dragons,
being devoured by dragons, and taming
or slaying dragons.

The field is currently
focused on the science of addiction,
which requires us to look toward new
discoveries and innovations that can
impact the future of addiction treatment.
What are the reasons that you, as an
historian, would have us look back?

There is a long-cherished
belief among historians that, if we sat
at history’s feet and truly listened to
her stories, then perhaps she would not
have to keep repeating herself. I am not
interested in history for history’s sake; I
am interested in the lessons history has
to teach us that can inform the decisions
we make as professionals, as a field, and
as a country. Slaying the Dragon is above
all a book of stories, but it also explores
the meaning of each story within
our contemporary context. Dragon
respects the evolving science, but it
also casts a critical eye on purported
innovations that wrap themselves in
the mantle of science. We should never
forget that some of the most abusive,
harmful interventions—from mandatory
sterilizations to lethal detoxification
protocol to prefrontal lobotomies—were
wrapped in the mantle of science during
the years of their introduction.

The first edition of
Slaying the Dragon was a popular text
in many addiction counselor training
programs. What do you think was its
main attraction?

Well, it was the first
comprehensive history of addiction
treatment and the book was very
affordable, but I also think the book
was embraced because of its readability
and practicality. It was a history written
through the eyes and sensitivities of an
addiction professional with a particular
focus on recovery as an organizing
motif throughout the book. I think the
addiction studies leaders also wanted
to place a book in the hands of their
students that could serve them as a
reference text for years to come. I wanted
a book that would welcome people into
the field and tell them the stories of
those who had gone before, and I think
the book achieved that.

What surprised you
most about the feedback you received
about the book?

I had hopes that the
book would reach a large audience
of addiction professionals, but I had
underestimated the personal impact
the book would have. Many addiction
professionals and many people in
recovery found their own stories
reflected in the pages of Slaying the
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Dragon. Their letters and emails were a
source of great inspiration to me during
those times when my energy would
wane in preparation of the new edition.

[ was surprised to learn
that the first edition was translated
into Japanese. What was the source
of Japan’s interest in the history of
addiction recovery in America?

I started hearing from
people in other countries, including
Japan, shortly after the publication
of Dragon. 1 do not fully understand
the popularity of the book in these
countries, but it has served as a source
of inspiration and guidance. In Japan,
for example, the shame historically
attached to alcohol and other drug
problems is much greater than in the
US. The translation of Slaying the Dragon
and my lectures there seemed to have
helped Japan increase momentum for
the expansion of addiction treatment
and recovery support resources. I vividly
remember the look of shock when I first
described to Japanese audiences that
Americans in recovery from addiction
were marching publicly in the streets
of American cities to celebrate recovery.
That seemed so unthinkable at the time,
and yet I recently received images from
the latest recovery parades in four
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major Japanese cities.
I would like to think
Dragon helped elevate
the quality of addiction
treatment in Japan
and helped incubate a
rising Japanese recovery
advocacy movement.
I hope it has had that
same effect in other
countries as well.

What
changes in the field
prompted you to write a
new edition of Slaying the
Dragon?

Since
publication of the first
edition, there has been
seminal research by
others on some of the
earlier periods of history

described in Dragon. There were also
more than fifteen years of new addiction
and recovery research and, of course,
the many significant developments
within the field that have transpired
since 1998. That addiction treatment
has gone through significant challenges
and changes in the past sixteen years
is self-evident, but readers may not
appreciate some of the momentous
and unprecedented events that have
occurred within the larger history
of addiction recovery. Such events
include the growth and diversification
of recovery mutual aid societies, the
cultural and political mobilization of
people in recovery, the emergence of new
grassroots recovery support institutions,
the rise of recovery as a potentially
new organizing paradigm for national
drug policy, and key breakthroughs in
recovery research. Pulling together the
threads of these developments into new
chapters within Slaying the Dragon was
a work of love.

What were the major
challenges you faced with the new
edition?

There were the challenges of
reading history close up and separating
the essential from the ephemeral. That is

always difficult. There are also so many
complexities within the modern era of
addiction treatment and recovery that
it deserves multiple books, not just a
new chapter or two. Awareness of that
generated pressure to synthesize the
most important developments with as
much clarity as I could muster even
where the long-term effects of some
events were not yet clear.

There was also pressure about space.
When Dragon was first published,
some critics scoffed that few addiction
professionals would read a larger than
normal size book of more than four
hundred pages. While the continued
sale of Dragon over the next fifteen
years defied those predictions, I was
still faced with how to add new material
to the book without reaching a length
that was either too personally daunting
to potential readers or prohibitively
expensive. Time will tell if I was able to
meet that challenge.

I also wanted to tell the story visually
in this new edition. That required
collecting hundreds and hundreds of
photographs and carefully selecting
which ones would help the stories I
was trying to tell come alive. I think
the photos in the second edition add a
whole new dimension to the experience
of reading the book.

In the first edition
you wrote extensively about the
contributions that peers have made to
addiction recovery. Does the new edition
elaborate on contributions that peers
have made in the last decade?

Yes, there is far more
information on the growing diversity
of recovery mutual aid organizations in
the US, including a whole new chapter
on the history of Narcotics Anonymous
written in collaboration with Chris
Budnick and Boyd Pickard. There are
also new sections on the growth of
recovery homes, schools, and ministries
as well as the growth of peer-based
recovery support services.

Do you have favorite
chapters?

I like the chapter on the
Keeley Institutes and the chapter on
Parkside because they so vividly recount



the rise and fall of prominent treatment
institutions and are so filled with lessons
of considerable import for today’s
organizations. I think my other favorite
chapters are the new chapter on the
history of NA and the chapter entitled
“The Recovery Revolution” that outlines
the new recovery advocacy movement
and its historical import.

For many years, you
worked in conducting research studies
and interpreting current research for
addiction counselors. What has it been
like to blend this role with your role as
the field’s historian?

It has been helpful in
integrating the perspectives from both
history and science. These areas are
complementary, but they represent quite
different ways of knowing—the knowing
of the laboratory and the knowing of
collective experience.

You have written
extensively on the history of addictions
treatment in America and recently
about the future of addiction treatment
in America. That would make you both
historian and futurist. How are these
areas related?

Well, I think the futurist
is a far more dangerous role. I have
written a few articles predicting trends
over the years with the full knowledge

2013 Recovery March in Tokyo, Japan.

that I may make a fool out of myself
through this process. I am on much
more solid ground as a historian with
files and files of evidence to back up any
question about how I know this or that
really happened that way. I do think,
however, that there is great value in
trying to predict trends and formulate
plans to address anticipated changes
within the field and within the field’s
operating environment.

You have also spoken
a great deal about the importance of
mentorship. Who have been the most
important mentors for your history
research? And are you currently
preparing others to become historians
in the addictions field?

I’ve been very fortunate to
have had wonderful mentoring for my
historical research. Foremost among
these is the Harvard-trained historian
Ernie Kurtz, who is best known for his
books Not-God: A History of Alcoholics
Anonymous, The Spirituality of
Imperfection, and his recently released
Experiencing Spirituality. Ernie has
mentored nearly all of my historical
writings either directly or through the
principles he taught me about historical
research and writing. Other important
sources of technical advice and
encouragement through the years were
Dr. David Musto of Yale and Dr. David
Lewis of Brown. I have tried to pass along
what I have learned to a new generation

of treatment and
recovery historians.

What
is your next major
history project?

I am
currently working
with NAADAC on
researching the
history of addiction
counseling and the
history of NAADAC.
This will be much
more focused on
addiction counseling,
whereas Slaying the
Dragon focuses more
on the larger evolution
of addiction treatment
and treatment policy.

Are there any
cautionary tales embedded in Slaying the
Dragon for addiction professionals and
for the larger field in which they work?

There are, and I've expanded
the last chapter of the book to offer my
own conclusions about such lessons in
topical areas like recovery pathways,
addiction science, the rise and fall of
treatment institutions, the cycles of
history within addiction treatment, and
the essence of addiction counseling.
An example of such a lesson is that
harm in the name of help has a long
history in addiction treatment and that
it is very hard to see such harm within
one’s own era. We can look back in
contempt on the use of cocaine to treat
morphine addiction, but one wonders
how historians of the future will judge
our own era. The study of history can
help us avoid or weed out such harmful
practices.

Where can people get
more information on the new edition of
Slaying the Dragon?

The table of contents and
a sample chapter from Slaying the
Dragon are posted on my website at
www.williamwhitepapers.com, as is
contact information for ordering the
book. There are also a large number of
my historical papers posted on this site
for free download.

Bill, thank you for
taking this time to discuss your latest
book.

Thank you for this
opportunity.

Mark Sanders, LCSW,

CADC, is an international

speaker in the behavioral

health field whose

presentations have reached

thousands throughout

the United States,

Europe, Canada, and the

Caribbean Islands. He

is coauthor of Recovery

Management and author

of Relationship Detox:

How to Have Healthy Relationships in Recovery and
Slipping through the Cracks: Intervention Strategies
for Clients with Multiple Addictions and Disorders.
He is a lecturer at the University of Chicago.
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OPRAH'’S LIFECLASS
WITH ILYANLA VANZANT
HELPED TO TURN AN
ULTIMATE WRONG INTO A
BEAUTIFUL LIFE

After eight years of marriage and two kids, Amy and
Matt had drifted apart. They started fighting, lost
trust and respect, and their marriage spiraled down.
Instead of dealing with the problems, Amy started
to drink. She lost her job, she gained weight, she
neglected her children. Then one day, she went too
far. Amy got behind the wheel of her car and in a
drunken blackout crashed head first into a tree. Only
when she came to—to the sounds of her daughter’s
screams—did she remember ... both her children
were in the car.

But, this is a story of miracles.

With heartrending honesty Matt and Amy tell a
story with the power to help others find the strength
to take that first step in the right direction—to start

a conversation with the one they love, to repair,
rebuild, and restore—because once we understand
the power of forgiveness, no relationship is ever
past hope.
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A tale of two psychotherapists.

On a summer day in 1998, Joan Childs' thirty-
four-year-old bipolar daughter leapt to her death
from the window of her father's fifteen-story
apartment. Even though mother and daughter
were both psychotherapists, Pam still could not
be saved.

As Joan shares her tragic experiences, she looks
back even as she looks forward, and though the
story will break your heart, it will most assuredly
mend it again.
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A step-by-step guide for the millions
of baby boomers who want one simple
practice for feeling and looking great!

Reap the benefits of yoga with this gentle
guide written specifically with today’s

baby boomers in mind. Filled with clear
instructions, including the use of yoga props
and modified poses, plus crisp follow-along
photographs, Francina walks readers through
poses that can prevent or lessen ailments
such as osteoporosis, hip fractures, chronic
pain, arthritis, Alzheimer’s, and Parkinson's
disease.
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This pivotal book identifies what
differentiates the adult daughters of
alcoholics from other women.

When this groundbreaking book first appeared
over ten years ago, Dr. Ackerman identified
behavior patterns shared by daughters of
alcoholics—"perfect daughters™—who operate
from a base of harsh and limiting views. But
more than just a text that identifies behavior
patterns, this book collects the thoughts, feelings,
and experiences of twelve hundred perfect
daughters, offering readers an opportunity to
explore their own life's dynamics and to heal
and grow.

Includes new material on eating disorders,
perfect daughters in various stages of recovery, helpful comments at the end of
every chapter, and a comprehensive reference section and index.

ltem #9527 $}pd5 $11.96
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« BETTER LIFE

Imagine finding someone who
understands your struggles, identifies
with your wounds, and knows how lonely
and scary it feels to live inside your skin.

In Beating Ana, Shannon Cutts introduces a
whole new way of thinking about, and recovering
from, eating disorders. Shannon understands the
total isolation, dead-end thinking, and exhausting
mind tricks that eating disorders confine their
victims to (Cutts broke free from her own fifteen-
year battle with eating-disordered thinking and
living). Here, she guides readers through the
recovery process with the same technigues she
developed to achieve her own lasting results.

Includes self-quizzes, short exercises, motivational

affirmations, and journaling that is specifically
designed to give courage, support, and tangible skKills to say 'no"to eating
disorders and "yes" to lifel

ltem #385X 5 $11.96

How to understand and conquer an eating
disorder identity.

Letting go of an eating disorder is hard,
especially when it has defined who a person

is and has helped them cope and navigate

their world. Here, world renowned expert Dr.
Sacker introduces and defines Eating Disorder
|dentity—a major road block in preventing
recovery. He explains that, in order for someone
to move away from the Eating Disorder Identity,
they must transition to a whole new identity. The
journey of finding out who they really are without
their eating disorder begins here.

ltem #5011 3pds $11.96

Oneinevery five kids suffers froma
diagnosable anxiety disorder.

An excellent tool for parents and professionals!
Anxiety is the most frequent reason parents
bring their children to a mental health provider.
Anxious Kids, Anxious Parents offers an effective
approach to help children push through their
fears and phobias to ultimately become more
resilient and happy.

This revolutionary approach breaks the cycle
of childhood anxiety and exposes the most
common treatment mistakes.

Item #7626 M $11.96

20% Off List Price

A PAINFULLY HONEST YET

HOPEFUL MEMOIR BASED

ON AN AWARD-WINNING
DOCUMENTARY

Where there's breath,
there's hope

It is almost unfathomable to believe that just nine
years ago Neen was in prison—a place as familiar to
her as the streets she lived on. In just fifteen years,
she had been arrested eighty-three times with sixty-
six convictions. Neen had—and lost—four children,
she was a crack addict, a prostitute, and desperately
lost. Yet as long as she had breath, she would still
have hope.

But this story isn't just about Neen .. . it's about the
value of human life, the depth of suffering, and the
heights of grace. Itis a convincing cri de coeur for
better practices in the way we treat and counsel
those caught in the cycles of trauma, addiction,
and serial incarceration. Neen brings us face-to-face
with the ubiquitous corruption, neglect, and abuse
in some of the systems meant to safeguard at-risk
women and children, yet she leaves us with hope
that things can change for the better.

ltem #7960 $15<6 $12.76
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READ THE BOOK THAT
STARTED AN ENTIRE
MOVEMENT ... AGAIN!

Many years ago, Janet Woititz broke new ground
in our understanding of what it is to be an adult
child of an alcoholic. Today she reexamines the
movement and its inclusion of Adult Children from
various dysfunctional family backgrounds who
share the same characteristics.

After more than ten years of working with ACoAs
Woititz shares the recovery hints that she has found
to work. Read Adult Children of Alcoholics to see
where the journey began and for ideas on where to
go from here.

Also by Janet Woititz

Adult Children of Alocholics
ltem 1127 $12e5 $10.36

Marriage on the Rocks

ltem #4176 $1peb $8.76
The Struggle for Intimacy
ltem # 4257 M $8.76

The Self-Sabotage Syndrome
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The Life Issues Publisher
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This book is for every girl with asecret,
which pretty much means every one.

Girls love secrets, and in many ways, they are
trapped by the cult of secrecy that exists today.
It is because of this cult that so many girls hide
their depression, eating disorders, pregnancies,
and sexual relationships. Although secrets can
sometimes help us, most often they hurt us, and
sometimes even haunt us beyond high school.
Here, Carrie Silver-Stock shows how to deal
with everyday stresses by being self-reliant (not
silent), how to get real about what matters, how
to overcome low self-esteemn, and shares seven
secrets on how to live a better life.

ltem #3698 $p4d5 $11.96

Cats aren’t a typical choice for animal-
assisted psychotherapy, but Timmy and
Marnia are anything but typical.

Not just any cat can be a therapy cat, after all,
such animals need to be friendly with strangers
and willing to be touched, petted, and held by
unfamiliar people. They have to be tolerant

of loud voices and angry shouting, emaotional
distress, and sudden movements. It's a tall order
for any animal, but a particular challenge for

a cat. Here, psychotherapist Kathleen McCoy
shows how two very special cats rose to this
challenge, how they helped wounded souls to
heal, and how they taught even her lessons in
mindfulness, joyful living, and compassion.

ltem #8037 $)365 $11.16

Christ-consciousness exists within each
of us.

Step by step, Dr. Nuckols illuminates the concept
that realization is about becoming one with

our Creator. Spending time in silence, solitude,
prayer, contemplation, and meditation allows

for intuitive change that alters our worldview,
causing the character defects of the narcissistic
ego to melt away.

Ultimately, this is freedom, this is illumination, and
this is spiritual growth.

ltem #7782 $lah $11.96

Order Today!




« BETTER LIFE

Here, you will find people you know.

The Flying Boy: Healing the Wounded Man is
the best-selling record of one man’s journey to
find his “true masculinity” and his way out of
codependent and addictive relationships. It's a
book for all men and women who grew up in
dysfunctional families and are now ready for
some fresh insights into their past and their
pain. An indispensable resource for therapists
and patients alike, this is ultimately a story about
feelings—losing them, finding them, and finally
expressing them.

ltem #0066 31895 $8.76

This is the way out of emptiness
and isolation.

In our fast-paced world of long working hours
and quick distractions, it's difficult to develop

and maintain relationships that nourish us. Even
relationship and behavioral experts Pat Love

and Jon Carlson found themselves battling the
plague of loneliness. Only after a momentous
meeting with the Dalai Lama did they develop an
effective approach that would recalibrate the way
they understood relationships. Now, you too can
learn their approach and never be lonely again.

ltem #5658 $pds $11.96

From betrayal to freedom.

Exploitive relationships can create trauma bonds
that link a victim to someone who is dangerous to
them. In The Betrayal Bond, renowned authority
Patrick Carnes offers an in-depth study of these
relationships: why they form, who is most
susceptible, and how they become so powerful.
Then, he shows how to recognize when traumatic
bonding has occurred and provides steps to safely
extricate from them.

ltem #8231 $1585 $12.76

20% Off List Price

A SIREN-SONG THAT
COULDN'T BE IGNORED, NO
MATTER THE COST.

No warning was included on the latest and
greatest video game release World of Warcraft.

So, when Ryan Van Cleave—a college professor,
husband, father, and one of the 115 million Warcraft
subscribers—found himself teetering on the edge
of the Arlington Memorial Bridge, he had no one to
blame but himself. He had neglected his wife and
children and had jeopardized his livelihood, all for
the rush of a virtual life of high adventure.

A fabulously written and gripping tale, Unplugged
takes you on a journey through Ryan’s semi-
reclusive life to witness the evolution of video
games—from simple two-button consoles to the
latest technology, brilliantly designed to keep users
addicted.

As is the case with most recovering addicts, Ryan
eventually hit rock bottom. Here, he shares with

you his ongoing battle to control his impulses to
play, providing prescriptive advice and resources for
those caught in the grip of this very real addiction.
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egative affect is viewed as a central
mechanism in the development
and maintenance of substance
use and substance use disorders
(Stasiewicz & Maisto, 1993). In
addition, negative affect is commonly cited as a
reason for alcohol use among alcohol abusers
in treatment. Affect regulation, or the ability to
regulate affective states, generally refers to the
cognitive and behavioral strategies that people use
to keep emotions within tolerable levels (Gross,
1998). Individuals who are less skilled at affect
regulation may resort to a range of unhealthy
behaviors, including excessive alcohol use, in
an attempt to regulate negative affect that the
individual may perceive as intolerable.

The combination of negative affect and difficulties
regulating negative affect has implications for

the development of alcohol problems, as well as
recovery. However, few studies have attempted
to assess and treat affect regulation difficulties
in alcoholic samples (e.g., Berking et al., 2011).
An affect regulation perspective proposes adding
treatment components to existing alcohol
treatment programs to help clients become more
comfortable with negative emotional experiences,
better able to access and use emotional information
in adaptive problem solving, and better able to
control emotional experiences and expression
of their emotions according to the demands of
the situation. Although there is evidence that
standard treatments for alcohol use disorders lead
to reductions in negative affect (Brown & Schuckit,
1988; Witkiewitz, Bowen, & Donovan, 2011), the
addition of an affect regulation intervention to
a standard treatment for alcohol use disorders
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may lead to greater reductions in negative affect,
improved coping skills and affect regulation
abilities, and better alcohol treatment outcomes
for individuals with an alcohol use disorder.
Better outcomes may result both from greater
reductions in negative affect and from weakening
the connection between negative affect situations
and drinking.

Designing the Affect Regulation
Training Intervention

Affect regulation training (ART) was developed
following a stage model of behavioral therapies
research (Rounsaville, Carroll, & Onken 2001),
which recommends focusing on treatment
development first followed by an evaluation of
the treatment’s efficacy. The goal of the treatment
development phase was the creation of a treatment
manual that could be used to supplement standard
cognitive behavioral therapy (CBT) for alcohol use
disorders. More specifically, the ART treatment
manual was developed to address the needs of
alcohol dependent men and women who reported
frequent heavy drinking in negative emotional
situations—in other words, negative affect drinkers.
Based upon the literature linking negative affect
and drinking, including the association between
deficits in affect regulation and problematic alcohol
use, ART was designed to include cognitive and
behavioral strategies addressing a prolonged
direct experiencing of emotion utilizing guided
imagery techniques, mindfulness skills, and
several coping and distress tolerance skills. These
affect-regulation strategies were derived from
interventions that address a range of mental health
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disorders—panic, posttraumatic stress disorder
(PTSD), depression, and borderline personality
disorder, to name a few—as well as substance use
disorders, and differ from traditional cognitive-
behavioral-skills-based interventions by placing
greater emphasis on increasing the client’s
ability to experience and regulate the subjective,
physiological, and behavioral components of
negative emotion and less emphasis on teaching
the client how to “change” the emotion or the
situational and cognitive elements that precede the
emotion. Specifically, mindfulness and prolonged
direct experiencing instruct the client to focus on
the emotion itself, and to let thoughts, feelings,
and sensations come and go, rise and fall away,
without attempting to exert control (Breslin, Zack,
&McMain, 2002). These two therapeutic techniques
are known to often deepen a client’s awareness of
the physical sensations, thoughts, emotions, and
urges that often precede substance use. Learning
to “stay with” or tolerate these experiences can
bring about important changes for the client such
as reduced reactivity to internal and external
substance use cues and increased self-efficacy for
tolerating unpleasant sensations, thoughts, and
emotions.

The goal of the treatment evaluation phase was
to compare the clinical efficacy of twelve sessions
of CBT for alcohol dependence plus an affect
regulation training supplement (CBT + ART; n=39)
to CBT plus a health and lifestyles supplement (CBT
+ HLS; n = 38). ART was developed as a supplement
to standard treatment for alcohol dependence
because it places greater emphasis on managing
negative emotion drinking situations and relatively



less emphasis on specific strategies for changing
drinking behavior. Both treatments were manual
guided and consisted of weekly, ninety-minute
treatment sessions for twelve weeks (see Table
1 on page 70 for a list of ART and HLS treatment
sessions). During each weekly session, the first
forty-five minutes were devoted to CBT and the
remaining forty-five minutes were devoted to ART
or to HLS. The study was conducted to determine
if individuals randomized to receive CBT + ART
would show greater improvement on drinking
outcomes, show greater reductions in negative
affect, and show greater improvements in affect
regulation skills when compared to individuals
randomized to receive CBT + HLS. All clients were
seeking outpatient treatment services, received a
current DSM-IV diagnosis of alcohol dependence,
and reported frequent heavy drinking in negative
emotional situations.

All clients, regardless of whether they received ART
or HLS, received twelve weekly sessions of CBT for
alcohol dependence (Kadden et al., 1992). Each
session contained information such as identifying
and coping with drinking triggers, building sober
supports, discussion of AA, and other topics
typically found in standard alcohol treatment.
In addition, the CBT session content minimized
discussion of affect-related topics and did not
overlap with the ART or HLS treatment content.

Description of the ART and
HLS Interventions

The ART treatment is comprised of several affect
regulation strategies adapted from existing
therapies that have specific procedures for helping
patients develop the capacity to regulate negative
affect in healthy ways. Therapies consulted in the
development of ART included dialectical behavior
therapy (Linehan, 1993), mindfulness-based
cognitive therapy for depression (Segal, Williams,
& Teasdale, 2001), and prolonged exposure therapy
for PTSD (Foa, Hembree, & Rothbaum, 2007).
Specific strategies adapted for use in ART included
behavioral analysis of inter- and intrapersonal
drinking situations involving negative affect (Sobell,
Toneatto, & Sobell, 1994), several distress tolerance
skills (Linehan, 1993), mindfulness-based cognitive
strategies (Marlatt, 2002; Segal et al., 2001), and
prolonged direct experiencing of emotion which
uses guided imagery to facilitate engagement with
the unpleasant emotion, as opposed to escape or
avoidance. The HLS treatment was intended to
serve as an active control and provided education
about a variety of health-related topics (see Table
1). Treatment sessions included information and
discussion with the clients.

The Essence of ART: Direct
Experiencing of Negative Emotion

Negative affect plays a prominent role in a range
of mental health disorders, including substance
use disorders, and successful treatment of these
disorders must include procedures for the clinical
management of negative affect. One strategy,
common to many interventions, is the direct
experiencing of negative emotion. Whether through
imagery, mindfulness, role play or discussion
of high risk situations, direct experiencing of
negative emotion is viewed as an important step
in the change process. The direct experiencing
of negative emotion is conceptually similar to
behavioral exposure and response prevention and
is thought to increase a person’s ability to tolerate
or accept unpleasant emotions; reduce learned and
maladaptive emotional and behavioral responses to
negative emotion, such as reducing substance use
in response to negative emotions; and increase self-
efficacy for managing future negative emotions.

ART facilitated the prolonged direct experiencing
of emotion using guided imagery of individualized
negative affect drinking situations and mindfulness
to help manage urges, cravings, and negative
emotions. The negative emotional drinking scenes
were developed using a guided imagery worksheet
developed for this study. The worksheet included
questions about the client’s thoughts, feelings,
physical sensations, and other internal and
external cues present during the negative emotional
drinking situation. Prior to each imaginal scene
presentation, the counselor instructed the client to
“really feel the emotions, to accept them and remain
in contact with them, without trying to suppress
them or push them away.” These instructions were
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provided to make the experience as much like “real
life” as possible so as to maximize the potential
therapeutic benefits of the technique.

At their intersection, both mindfulness and
prolonged direct experiencing of emotion involve
paying attention in the moment, observing one’s
thoughts, feelings, and physical sensations without
judging them or trying to suppress, avoid or escape
them. The primary focus of both techniques is
on the client’s direct experience in the moment.
Similarly, various components of these strategies
are incorporated into the “urge surfing” technique
(Marlatt, 1985). Urge surfing encourages the client
to imagine an urge or a craving as an ocean wave,
and to observe the urge as it rises up, crests, and
then subsides before gently washing up on shore.
With all of these strategies, the therapist provides
encouragement and assistance in redirecting
the client back to the present moment and
emphasizes the importance of being accepting
of the experience. A key element of ART, or any
intervention that addresses disorders of affect
regulation, we believe, is one of engagement
with—rather than suppression or escape from—
one’s urges, cravings, and emotional experiences
(see the “Suppression vs. Engagement” text box).
Therefore, in ART, we employed prolonged direct

SUPPRESSION

VS.
ENGAGEMENT

alking about urges might be considered off-limits by some ther-

apists and admitting urges might be denied by some clients. To
discuss urges, or to admit to them, may be viewed as a threat to the
client’s treatment for two separate yet related concerns. First, a thera-
pist may feel that discussing or otherwise drawing attention to urges
may trigger a relapse. Second, a client may feel that to acknowledge
an urge is to admit that treatment is not working. However, individu-
als who attempt to suppress urges and negative emotions are more
likely to experience “rebound” effects (Sayers & Sayette, 2013). For
example, attempts to suppress an urge may produce stronger and
more frequent urges. Therefore, it’s been suggested that an urge
or negative emotion be viewed as a signal alerting the person that
something is wrong and requires attention (Bien & Bien, 2002). Both
mindfulness and prolonged exposure promote turning one’s atten-
tion toward the unpleasant or unwanted experience rather than away
from it. When used skillfully, these techniques allow the client to see
that the unpleasant experience will pass. Often, the client gains a
deeper understanding of what triggers these experiences and learns
to “stay with” or accept the unpleasantness rather than feeling a
reactive need to suppress or avoid it.
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experiencing of emotion and mindfulness to help
the client learn that emotions and urges will pass
and that they can manage these experiences
without the need to drink.

When using the techniques of mindfulness and
prolonged direct experiencing of emotion, the
therapist is creating a safe therapeutic space
in which the client can engage with negative
emotions without responding or reacting in the
usual ways. While practicing staying with intense
or uncomfortable emotions, rather than attempting
to avoid or escape them, the client learns about
the time course of an emotional response, how it
unfolds, and the unique sensations, thoughts, and
secondary emotions that may arise and which may
precede the use of substances. Clients may learn
that the unpleasant emotional response begins to
decrease within a few minutes, or that the urge or
craving for alcohol follows the same wave pattern
as the emotional response. Finally, the client may
learn that a different outcome is possible, that
they can accept and tolerate the uncomfortable
experience of an urge or negative emotion without
engaging in substance use to avoid or escape.
Repeated exposures will help strengthen this new
learning and the client can be encouraged to use
these skills when experiencing negative emotions
in everyday situations.

Results

Excellent levels of client acceptance and satisfaction
with ART were accompanied by promising results
in support of the treatment approach. The findings
indicate that supplementing standard CBT for
alcohol dependence with ART significantly
reduced drinking for alcohol dependent clients
who reported frequent heavy drinking in negative
emotional situations. For percent of days abstinent,
drinks per drinking day, and percent heavy
drinking days, those receiving ART had greater
gains on these outcomes from pre- to posttreatment
when compared to those receiving HLS. In addition,
for percent of days abstinent and percent heavy
drinking days, the gains were maintained at three-
and six-month follow-up. Changes in several
characteristics of mindfulness and in negative
affect also support further investigation of ART’s
usefulness as a treatment supplement delivered
concurrently with CBT for alcohol dependence.
Specifically, those who received CBT + ART reported
reductions in negative affect and increases in two
facets of mindfulness, observing, and describing.
We think that the combination of mindfulness
and prolonged direct experiencing of emotion
helped facilitate these changes by allowing clients
an opportunity to experience the activation and
reduction of negative emotions without attempting
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to avoid or escape them. Engaging with their
negative emotions allows clients the opportunity
to learn that their emotions will change over time
and, importantly, that they do not have to react (i.e.,
drink or use drugs) in the moment to escape or avoid
the emotions. Such corrective learning is an integral
part of mindfulness-based therapies and several
theoretical models that offer an explanation for
how behavioral exposure and response prevention

therapy works (Foa & Kozak, 1986).

TABLE 1. SUMMARY OF
TREATMENT CONTENT

FOR ART AND HLS

Session 1

Session 2

Session 3

Session 4

Session 5

Session 6

Session 7

Session 8

Session 9

Session 10

Session 11

Session 12

Affect Regulation
Training (ART)

Introduction to
Treatment

Negative Affect
Monitoring

Mindfulness Training
to Improve Emotion
Identification

Integrating
Mindfulness and

Health and
Lifestyle (HLS)

Introduction to
Treatment

Negative Health
Consequences of
Heavy Alcohol Use

Drinking and Driving

Personal Values
and Priorities

Experiencing Emotions

Cognitive and
Behavioral Coping
Skills for Managing
Negative Affect

Coping with
Overwhelming
Emotions

Prolonged, Direct
Experiencing of
Negative Emotions: [

Prolonged, Direct
Experiencing of
Negative Emotions: II

Prolonged, Direct
Experiencing of
Negative Emotions: III
Prolonged, Direct
Experiencing of
Negative Emotions: IV

Enhancement of
Positive Emotions

Review and
Termination
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Monitoring Session

: Role Identification

 Reducing HIV Risk
or Protecting your
Health with HIV

Healthy Eating
and Nutrition

Monitoring Session

Starting/Maintaining
an Exercise Program

Screening for Breast
Cancer (Women)

or Colorectal
Cancer (Men)

Review and
Termination

Conclusions and Future Directions

We developed and tested a novel treatment
supplement for alcohol dependence designed to
address the problem of negative affect drinking.
Following the stage model of behavioral therapies
research, we were able to demonstrate excellent
patient acceptance of ART, the feasibility of
conducting ART in an outpatient setting, and
clinically significant patient improvement. While
these results are encouraging, future work in this
area should focus on helping clients learn skills
for actively modifying negative emotions. For
example, while individuals who received CBT +
ART demonstrated decreased negative affect and
improvements in two mindfulness skills, observing
and describing, there were fewer changes in affect
regulation skills designed to actively modify
negative emotions. Such skills could include active
problem solving, seeking guidance, and curbing
impulse control problems, among several others.
In a previous study involving inpatients being
treated for a variety of mental health disorders,
improvements in patients’ abilities to actively
modify, accept, and tolerate negative emotions
were the strongest predictors of treatment gains
(Berking, Ebert, Cuijpers, & Hofmann, 2013).

With its inclusion of mindfulness and prolonged
direct experiencing of negative emotion, ART
places greater emphasis on awareness, tolerance,
and acceptance of negative emotions than it
does on promoting the acquisition of skills for
actively modifying negative emotions. One affect
regulation skill that shows promise across a range
of problem behaviors is cognitive reappraisal,
which involves changing how one thinks in order
to influence one’s emotional response (DeSteno,
Gross, & Kubzansky, 2013). Although ART did
not include a cognitive reappraisal skill-building
session, individuals who received ART reported
more improvement on a measure of reappraisal
compared to those who received HLS. However,
the observed change in reappraisal was a small
effect and may have occurred after engaging in
mindfulness and prolonged imaginal exposure
to negative affective drinking situations. In other
words, by emotionally processing high-risk
negative affect drinking situations individuals
learned that they could tolerate the unpleasant
emotions without resorting to substance use.
Alternatively, individuals can be actively instructed
to use reappraisal before encountering a high-risk
negative emotional situation or in the early stages
of a negative emotion-eliciting situation with the
goal of altering and/or reducing the emotional
impact of the event. In this way, the client, like a
surfer, learns to recognize the ocean swell before



it becomes a wave. With regard to future directions
for ART, it will be interesting to see if treatment
outcomes can be enhanced by the addition of skills
designed to actively modify negative emotions. @
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he challenge

of integrating treatment is not new to the
medical world. Any patient struggling
with a chronic illness is frequently seen
by a team of treatment professionals
who attempt to collaboratively address
the unique needs of the patient.

Addiction treatment in particular,
however, has historically developed
along polarized lines, often leading
to clashing models of medical, social
or psychological paradigms. The
investment in a single model creates a
treatment silo. These models, or silos,
can fail to integrate, often viewing
each other as having an incomplete
or incorrect understanding of the
same disease they are trying to treat
(Havassy, Alvidrez, & Mericle, 2009).
In the following discussion we use
case material to illustrate our effort
to construct an integrated treatment
approach in the adolescent residential
chemical dependency treatment setting.
You will experience the perspectives
of Dr. David E. Smith, “The Maverick”
who pioneered medical treatment of
addiction in the early 1960s through
the creation of the Haight-Ashbury
Free Clinic; Dr. Michael Wachter, “The
Paradoxical Psychiatrist” who spends
more time listening than prescribing;
and Jennifer Golick, LMFT, the “Intrepid
Therapist” who immerses herself into
the family system. The model used
to exemplify integration is formally
identified as case formulation. We
will explore this model of integration
through the lens of a sixteen-year-old
patient and his family.

The Maverick

Substance abuse in all its forms
represents our country’s number one
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adolescent public health problem
(CASAColumbia, 2011). Peak incidence
for the onset of substance use disorder
(SUD) is between ages fifteen and twenty-
one, with the leading cause of death
in this age group being drug overdose
followed by fatal auto accidents, many
of which are related to drunk and/or
drugged driving.

This surge in drug overdoses has been
fueled in large part by the increase in
prescription drug abuse in the adolescent
and young adult age group, coupled with
the recent heroin epidemic in suburbia
and rural areas of the US, challenging
the traditional view that addiction is
essentially an urban, inner-city problem
(CASAColumbia, 2011). Studies have
found that 20 percent of SUDs have a
co-occurring Axis I psychiatric disorder.
Furthermore, there is growing awareness
of reward deficiency syndrome (RDS)
and comorbid process or behavioral
addictions (Smith, 2012).

Propelled by the National Institute of
Drug Abuse (NIDA), the 1990s were
declared “The Decade of the Brain.” This
allowed scientific pressure to be exerted
upon the treatment communities to
develop integrated treatment models
because there are “no silos in the brain.”
New treatments offered an integrated
biosocial/psychological/spiritual/
holistic approach, dealing with all
aspects of an individual’s neurobiology
and life function. This trend in treatment
focused on evidence-bhased and patient-
centered treatment, often in conflict with
rigid, modality-driven programs. Such
integrated treatment is particularly
important for adolescent early-onset
addiction with clinically significant
comorbid psychiatric disorder.

The partitioned approach is particularly
counter-productive with dual-diagnosis
patients. Dual-diagnosis disorders are
defined as the coexistence of a substance
use disorder (SUD) and a comorbid
mental illness. According to the 1999
Surgeon General’s Report, about one-
third of adults with a SUD have another
psychiatric disorder, while 15 percent of
adults with a psychiatric disorder meet
the criteria for a SUD (ASAM, 2000).

The therapeutic approach to patients
with a mental illness and a co-occurring

SUD is complex, because different
therapies are appropriate for different
addiction and mental disorders. Dual-
diagnosis patients may need medications
for their psychiatric disorders, and
entirely different classes of medications
for their substance dependence, such as
buprenorphine (Grau-Lopez et al., 2014).
Specific research has established that
medication-assisted treatment (MAT)
of opiate addiction increases patient
retention and decreases drug use,
infectious disease transmission, and
criminal activity (NIDA, 2012). MAT of
opiate use disorder is supported by the
Substance Abuse and Mental Health
Services Administration (SAMHSA),
the National Institute of Medicine (NIM),
and the World Health Organization
(WHO).

The goal is holistic recovery that allows
individuals to live productive, fulfilled
lives as they effectively manage the
symptoms of their disorder. Over the
past forty years of my experience in
addiction medicine I have observed the
power of each silo grow and expand. Our
current challenge is to integrate the silos
into a synergistic and unified approach
to treating the addicted population, now
formally recognized by The American
Society of Addiction Medicine (Cavacuiti,
2011). I continue to work toward an
integrated, multidisciplinary approach
to addiction treatment and, thankfully, I
am no longer considered an outlier.

The Paradoxical Psychiatrist

As the consulting psychiatrist at Muir
Wood Adolescent and Family Services,
I will continue Dr. Smith’s discussion
from the perspective of his mandate for
integrated treatment. Our program relies
on the Twelve Step social model with
our recovery counselors and milieu, a
medical model to manage detoxification
and other medical comorbidities, a
psychiatric model to evaluate psychiatric
comorbidities, and a psychological
model to effect behavioral change for the
adolescents and their families through
intensive individual and group therapy.
Hence, without a unifying construct
we run the risk of “siloed” thought and
treatment philosophy regarding clients
and their families.



The model that we use to integrate the
Twelve Step, medical, psychiatric, and
psychological paradigms is the well-
delineated case formulation. This model
is concisely outlined in psychiatric
literature, with a practical discussion
of “its structure, purpose, and
application” (Perry, Cooper, & Michels,
1987; Winters, Hanson, & Stoyanova,
2007; McWilliams, 2013). We, along
with numerous other authors, believe
that the collective group construction
of the case formulation model creates
inclusion through a shared stance of
curiosity.

We will use case material of a sixteen-
year-old, dual-diagnosed adolescent
and his family to take the reader
through the construction of a case
formulation. The case formulation is
constructed collaboratively with our
multidisciplinary team of recovery
counselors, physician, psychiatrist,
therapist, and clinical director. The
forums for contribution include
multidisciplinary treatment planning,
daily shift reports, individual
assessments, and all available relational
experiences between program and
client/family. To illustrate, a report
of staff interaction in a car ride to the
gym or an outside meeting may provide
data as important as that obtained from
the seemingly more formal admitting
psychiatric evaluation. This data can
fundamentally change or expand the
initial formulation.

We also subscribe to the “relational”
view of the treatment experience in the
construction of the formulation. This is
a contemporary school of psychological
thought, with compelling discussion of
its value in engaging, retaining, and
developing strong therapeutic alliance
in adolescent chemical dependency
treatment (Mitchell, 1995; Director, 2000,
2002, 2005). The fundamental aspect
of the relational model is its focus on
the two-person field, thus examining
the evolving therapeutic relationship
between client and clinician, rather than
merely observing the client and family as
singular entities. The clinician and the
patient are in treatment together.

Case formulation has three main
components (see also Smith,

Wachter, Golick, & Sowle, 2014). The
first component includes external
stressors. For this client they include
homelessness, substance use,
substance induced psychosis, learning
disorder, academic failure, unstable
and dangerous peer relationships,
ruptured family dynamics, and recent
treatment failures, just to name the most
overt. Of note, many of these external
stressors are individual diagnoses unto
themselves, certainly qualifying this
patient for dual-diagnosis status.

Frequently treatment stalls at this
juncture, burdened by the high density
of external stressors, diagnoses, and a
reflex to respond to them algorithmically.

Hence, the first part of the formulation
is a list of external problems, most of
which carry a valid demand for external
treatment interventions.

The second part of the formulation is
designed to understand the unique
psychological makeup of the client and
family, which we will be discussing in
great detail. It is a comprehensive
description of the client’s personality
structure, including wishes, fears, and
defenses. We believe that the standard
treatment interventions cannot be taken

up equally or generically by any two
clients, and must be adjusted to consider
the psychological structure.

Data for the second part of the
formulation is collected by the
interpersonal or relational experience
between client and clinician.
Careful attention is directed toward
understanding the subjective experience
in the room between client and clinician,
even while gathering the “factual” past
history and present history outside the
room. Close attention is paid to the style
or process of the interview, which can
be distinct from the content. How a
client tells his story is as important as
the content of the story. Does the client

seem credible? What is his affect? What
are his defense mechanisms?

Data to answer these questions comes
from the internal experience of the
clinician conducting the interview.
What feelings emerge while listening to
the story? How do those feelings affect
our line of questioning and thinking?
These are long held fundamentals in
psychotherapy, collectively referred to
as “countertransference.”

The third part of the formulation is
to make an early prediction of the
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client’s response to the total treatment
situation based on the interaction of the
client’s personality with the staff and
program. The goal of this prediction is
to orient us to the client at the greatest
available depth of relationship, thereby
establishing early engagement and
therapeutic alliance.

We will focus the reader on the second
and third components, perhaps most
usefully considered together as the
psychological and relational parts of
the formulation. This is distinct from, yet
used in conjunction with, the external
data described below.

Our client is a sixteen-year-old boy
admitted for severe substance use
disorder including amphetamine-
induced psychosis. External stressors
are extensive; however, the chief
stressor we will explore from a relational
perspective is his homelessness. He lives
on the street, immediately outside his
parents’ comfortable residence, with
the assertion that he is a functional
adult. He periodically comes home,
but the family’s concern at the time of
admission is that he is “emancipated,”
thereby limiting their ability to admit
him involuntarily to treatment. He is,
therefore, at the time of admission, a
pauper outside his palace.

In my psychiatric assessment I make
note of the subjective quality of the
interview:

This is a very engaged adolescent male,
who presents himself as extremely
mature, autonomous, separated from
his parents, and able to live successfully
as an adult on the street. His interview
style is very controlling in the way he
dictates the rate, pace, and contents of
the interview. He does not want to be
interrupted and has a very organized
and methodical way of presenting his
story. This does appear somewhat
defensive as he is distressed and
disorganized by questions that might
disrupt the flow of his rigid narrative.
This lends a pseudomature quality to
his presentation, where he wants to
appear “adult,” but demonstrates fear
and limitation in an adult interpersonal
exchange.
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Based on my relational experience of the
interview, an early, speculative model
of the client’s character structure can
be formed. I draw on here-and-now
dynamics of the interview to extrapolate
into past and present relationship style.
A general sense of uniqueness begins to
form, as no two clients have the same
permutations of events, experiences,
and relational style. My early prediction
in this case is as follows:

In predicting a response to therapeutic
situations, we should consider this
patient’s pseudomature development,
wherein he imagines he can reject
his parents and his illness, and
live as an autonomous adult. This
pseudomaturity appears as a centrally
organizing defensive stance. He works
hard, however, to preserve this stance
in the interpersonal context of the
interview, lending it a rigid and brittle
quality.

He simultaneously appears relieved
to be in treatment and potentially
curious about his experience with
us and his family. This speaks to
underlying wishes for containment
and dependency, palpable beneath
his thin pseudomature veneer. This
poses a conflict about autonomy and
dependency, which will likely manifest
behaviorally with staff and peers. We
can anticipate a broad spectrum
of distress as we necessarily make
“contact with the conflict” (Vedder,
Ament, Gossard, & McCready, 1993;
Bromberg, 1991).

Our clinical director, Jennifer Golick
LMFT, next takes us through the
relational experience of the case. She
speaks from her personal subjectivity,
informed by her immersive interaction
with the recovery counselor staff; client,
family, medical and psychiatric team;
and staff therapist, as well as her own
individual and group therapy work.

The Intrepid Therapist

[ have observed that maturation, in all its
aspects, holds tremendous importance
in the mind of the adolescent and
his or her parents. What is the rate of
maturation? Will the teen reach a point
of maturity in relationships, work, self-
determination, and autonomy to be

successful in the world at age eighteen?
Can he or she go to college, obtain a job,
and begin to live independently with
the rest of “adult society”? Here we
present a case with a central formulation
theme of the maturity, or in this case,
the pseudomaturity (Bromberg,
1995; Goldberg, 1995; Meltzer, 2008;
Mondrzak, 2012) of an adolescent client
and his family.

This case began with several phone
calls from the parents during the initial
preadmission screening. The parents,
let’s call them Shelly and David,
sought treatment for their endangered
sixteen-year-old son, who we will call
Roger, but expressed helplessness in
dealing with their perception of his
“emancipation to adulthood” at age
sixteen. They described a boy living
on the streets outside their residence,
truant from school, nearing psychosis
with stimulant use, embraced by a
homeless peer group, and defying them
to intervene, as he was “an adult.” Roger
was not running away, made periodic
visits home, and had essentially
declared himself a poor adult living just
outside his home, as a pauper outside
his palace. The problems of dealing with
their poorly developed, but “adult” or
pseudomature son paralyzed Shelly
and David. Their confusion about his
maturity then led to confusion about
the right context for treatment.

They decided to admit Roger to our
program, using adult negotiation to
“collaboratively” engage him in the
process. David purchased cigarettes
for Roger during his transportation,
in deference to his “adult” status, and
to “collaborate” on the admission. At
one point while they were en route to
treatment, Roger initiated a phone call
with the executive director to advocate
for his ability to smoke in treatment. This
was a foreshadowing of things to come,
demonstrating Roger’s desire to dictate
terms of an adult treatment.

Roger spent the majority of the first
weeks talking about prior treatment
episodes, comparing and contrasting
treatment programs by endorsing what
he described as his previously superior
treatments, emphasizing his “adult”
experience of a brief stay in a sober living



environment. He also spoke at length
of his “street wife” and “street family,”
all of whom were actual adults who had
chosen the lifestyle of homelessness and
lived in an encampment near Roger’s
family’s residence. He frequently
referenced these individuals as his
chosen family and made regular
declarations about his desire to return
to them as a relational family of origin
rather than his own biological family.

When I began interacting with Roger,
I was struck by his need to present
himself as a mature adult to staff and
other residents. This presentation
had an awkward and fragile quality.
I sensed it was a “pseudomaturity”
that was not rooted intrapsychically.
My own countertransference began to
arise around his resistance or inability
to integrate information, stating he had
“heard all of this” during his previous
treatment episodes. This knowledge of
Twelve Step recovery and psychological
underpinnings, however, did not
translate into behavioral or cognitive
changes and remained isolated in an
intellectual silo.

The staff that interacted with him
daily had their own set of reactions
to Roger’s pseudomaturity, primarily
defaulting to treating him like an adult
client and focusing on self-actualization
in the service of independence. They
encouraged him to make decisions
about his discharge plan that were in
direct conflict with his age and ability
to execute. Shelly and David initially met
this approach with gratitude, expressing
their appreciation of staff’s ability to
support their son.

They began to develop resistance to this
stance of the recovery staff, however, as
they evolved their own leanings toward
discharge preferences. I could see their
difficulty in expressing their leanings
directly, preferring instead to wish that
Roger would choose their private plan
as an independent adult.

I felt their ambivalence to directly
express their parental needs and desires
to their son. Shelly and David frequently
deferred difficult conversations to me,
placing me in the position of messenger.
In spite of my encouragement for them
to find their own voices in treatment,

they seemed paralyzed by their fear that
if they took a stance with their son they
would invoke his rage and precipitate
his rejection of treatment.

The family therapy was hence initially
very tenuous, and Shelly and David
seemed reluctant to allow us in to
the issues in their family system.
They seemed afraid of expressing
themselves to their “adult” son. Most
of the conversation was kept at the
surface level, ostensibly to keep Roger
from reacting in anger. They frequently
deferred to Roger in therapy, allowing
him to dictate the subject matter and to
decide when a particular subject was
off-limits.

Over time, it became evident that
their inability to speak directly was
causing Roger significant agitation.
He repeatedly asked them for direct
answers to specific questions, such
as duration of treatment, discharge
plan, a potential family move, etc.
Their difficulty answering helped us
see a fundamental conflict in their
interaction with their pseudomature
son; they wanted to address his density
of problems with learning, academic

status, peer relationships, and life
threatening substance use, but at the
same time wished him to be an adult,
past all these problems and ready to
function autonomously in the world.
Pseudomaturity seemed to work for
everyone and cracking the shell was
met with resistance—outrage by Roger
and paralysis by his parents.

I noticed that Shelly and David took
copious notes during the family therapy
sessions, psychoeducational courses,
and multifamily process groups. At one
point Roger questioned the reasoning
behind the note taking and asked
me, “Do you think they even read
what they wrote?” As my treatment
relationship with the family deepened,
it was revealed that David, who was
an Ivy League graduate, suffered from
the same auditory processing disorder
as Roger. David compensated for this
through his use of note taking, which
may have served more to manage
anxiety than to create references.
Shelly also had significant cognitive
distortions, particularly around the
anger that she perceived Roger to be
incubating. She had difficulty seeing
that Roger was fundamentally angry at
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his parents’ inability to make decisions
or have definitive dialogue, which risked
cracking the pseudomature shell.

My family therapy work with Shelly and
David became increasingly frustrating
on a countertransference level, due in
large response to their inability to make a
decision about discharge planning. They
were unwilling to commit to aftercare
decisions because they perceived that
Roger had to choose his own plan to
comply. I began to see how Roger’s
pseudomaturity became solidified in
direct response to Shelly and David’s
own need for maintaining it.

From a treatment perspective, this
relational dynamic helped enhance
the formulation and the treatment
interventions that followed. Shelly and
David, in their inability to assert their
role as parents and leaders in the family,
frequently deferred to Roger’s desires
regarding discharge planning and
treatment. Roger became increasingly
agitated toward his parents as his
questioning of transition plans and
future goals was met with equivocal
responses. We consolidated our
formulation in treatment planning,
now organizing our team around the
problem of psuedomaturity within the
family system.

This helped prepare me for interactions
in the moment with Roger and his
family. In one particularly poignant
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session, Roger asked, “Am I going to
have to stay in treatment longer and
do I have a choice in the matter?”
I responded spontaneously, in an
uncharacteristically direct and
authoritative manner, by saying “Yes,
you’re staying longer; no, you don’t
have a say in the matter.” He became
visibly relieved and relaxed immediately,
responding simply, “Thank you.”

It appeared that a direct answer to a
direct question was comforting, as it had
not been his experience within his own
family system. In essence, Roger asked
to be parented by me. By my responding
to him in an age-appropriate manner,
rather than engaging or reinforcing
his pseudomaturity, he was able to
experience the relief that came from
the containment by the direct response.

I experienced this moment as a pivotal
turning point, as I was able to observe
the shift in Roger from agitated “adult”
client in need of dictated treatment to an
adolescent boy relieved to know what
the next steps would be. I brought this
personal experience to the treatment
team as data to incorporate into the case
formulation. We collectively paused and
recalibrated our understanding of each
of our points of contact with Roger and
his family.

Paradoxically, as Roger began to
demonstrate increased maturity and
personal agency through his recovery,

Shelly and David appeared to unravel
and become less mature. David showed
increasing outbursts of anger and
frustration, particularly in his email
exchanges with me. He began to use
profanity in a way that was incongruous
with his normal presentation. He also
had a flare up of rosacea, which seemed
coincidental with his increasing internal
frustration and distress.

David increasingly demonstrated
resentment toward Roger, feeling that
his addiction and associated behavior
had dominated the entire family. This
contrasted with the initial presentation,
where the family had been willing
to make whatever accommodations
necessary to support Roger’s recovery.
Shelly and David also became
increasingly resentful that Roger, when
given several choices for discharge
locations, would not choose the facility
that they preferred. This was confusing
and frustrating for Roger, as he had
difficulty navigating his own desires,
much less the unconscious desires of
his parents.

I brought my relational experiences
to the treatment team, who could use
them as data, even if it was encoded
in the private language of Twelve
Step, psychiatry or psychology. This
lent organization and cohesion to our
collective formulation. We could then
organize a discharge plan to a long-term
structured treatment setting, where
Roger could remain sober and begin
to address the multiple deficits in his
development.

Once the discharge plan was established,
and a therapeutic boarding school was
chosen, there was a marked shift in
Roger. He became more comfortable
with being age appropriate, and hence
seemed more mature and grounded in
himself. He was able to speak calmly
and intelligently, and advocated for his
needs in a way that he had not been able
to previously.

Conversely, Shelly and David became
increasingly fragile as discharge loomed.
They made an unconscious attempt to
undo Roger’s progress by suggesting
a week-long vacation in California as
a transition between programs. It was
striking to feel their discomfort with
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Roger in his newfound actual maturity
versus his previous pseudomaturity.

We could now understand how the
pseudomature construct was failing
everyone. The parents were unable
to address their real child and Roger
was unable to experience the safety of
childhood containment from his parents.
This fundamental understanding
became the core of our multidisciplinary
treatment team formulation, enabling
us to incorporate Twelve Step, medical
(psychiatric), and psychological
perspectives in our work with Roger and
his parents.

The success of the case was not only
in helping Roger mature; it was also in
achieving an organized plan that the
presenting construct of pseudomaturity
precluded. Roger accepted a
developmentally appropriate discharge
placement and his parents took more
responsibility for administering it.

The treatment team continues to discuss
our experience of Roger and his family.
Perhaps each subgroup uses private
internal language; however, we can
all refer to our collectively evolved
formulation of pseudomaturity as
we get updates from his current
treatment setting, and apply this to our
formulation. This permits us to add to
or revise our ongoing understanding of
his maturation and his overall progress
through recovery. We can then question

our past interventions and modify our
future predictions.

This case exemplifies our use of
case formulation to integrate the
Twelve Step, psychiatric, and
psychological components of our own
multidisciplinary treatment team.
Specific aspects of this case have
relevance to other cases, which aids
subsequent formulations. But more
importantly, the process of building a
case formulation as a team carries our
commitment to integration into our
approach to subsequent cases. We see
a meta-effect of each case formulation
enhancing subsequent formulations by
virtue of both content and process. We
seek to keep our experience of treatment,
not just the information gleaned from it,
out of the rigidity of silos, and integrated
intoamore cohesive clinical application. @
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KEY
* Various Locations in State
** Various Locations Nationwide

A CENTER FOR

EATING DISORDERS
www.acenterforeatingdisorders.com
205.933.0041

PO Box 55901,

Birmingham, AL 35255

THE EATING DISORDER
CENTER OF ALABAMA
www.edcalabama.com
205.949.4550

956 Montclair Rd., Ste. 210,
Birmingham, AL 35213

MAGNOLIA CREEK
www.magnolia-creek.com
888.494.4213

645 Crenshaw Rd.,
Columbiana, AL 35051

A NEW BEGINNING
http://anewbeginning.com
480.941.4247

9825 N. 95th St., Ste. 101,
Scottsdale, AZ 85258

COTTONWOOD TUCSON
www.cottonwooddetucson.com
800.877.4520

4110 W. Sweetwater Dr.,
Tucson, AZ 85745

DECISION POINT CENTER
www.decisionpointcenter.com
888.966.9279

505 Whipple St.,

Prescott, AZ 86301

DESERT MILAGROS
http://desertmilagros.net
520.531.1040

3438 N. Country Club Rd.,
Tucson, AZ 85716

DOORWAYS
www.doorwaysarizona.com
602.997.2880

1825 E. Northern Ave., Ste. 200,
Phoenix, AZ 85020

HEALTHY FUTURES
www.healthyfuturesaz.com
480.451.8500

8065 N. 85th Way,
Scottsdale, AZ 85258

THE MANDEL CENTER
www.mandelcenter.com
480.734.1199

8120 E. Cactus Rd., Ste. 310,
Scottsdale, AZ 85260

THE MEADOWS
www.themeadows.com
800.244.4949

1655 N. Tegner St.,
Wickenburg, AZ 85390

MIRASOL RECOVERY CENTERS
www.mirasol.net

888.520.1700

1615 E. Ft. Lowell Rd., Ste. 141,
Tucson, AZ 85719

PRESCOTT HOUSE
http://prescotthouse.net
866.425.4673

214 N. Arizona Ave.,
Prescott, AZ 86301

REMUDA RANCH
www.remudaranch.com
866.390.5100

1 E. Apache St.,
Wickenburg, AZ 85390

ROSEWOOD CENTERS FOR
EATING DISORDERS*
www.rosewoodranch.com
800.845.2211

36075 S. Rincon Rd.,
Wickenburg, AZ 85390

SIERRATUCSON
www.sierratucson.com
855.373.7752

39580 S. Lago del Oro Pkwy.,
Tucson, AZ 85739

ARKANSAS CHILDREN'S
HOSPITAL EATING
DISORDERS CLINIC
www.archildrens.org/Services/Eating
-Disorders-Clinic.aspx
501.364.1849

16101 Cantrell Rd., Ste. 114,
Little Rock, AR 72223

ADOLESCENT GROWTH*
www.adolescentgrowth.com
888.671.0597

PO Box 910913,

Los Angeles, CA 90091

Additional Locations: Commerce
and Sherman Oaks, California.

Casa Palmera is a residential treatment center accredited by the Joint Commission that
provides 12-step, evidenced based treatment with an integrated holistic component. We
serve individuals and families needing treatment for the disease of addiction, eating
disorders, and trauma/mood disorders. We offer a full continuum of care to include
residential treatment, partial hospitalization with and without board, intensive outpatient
and weekly continuing care. Our clinical focus is individualized treatment which includes
concurrent treatment for co-occurring disorders. Our professional staff consists of medical
doctors, psychiatrists, nurses, PhD, PsyD and Licensed Masters Level clinicians in all

treatment modalities.

FOR MORE INFORMATION
CALL 858-481-4411 OR 888-481-4481 | WWW.CASAPALMERA.COM
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ALTA MIRA
www.altamirarecovery.com
866.922.1350

125 Bulkley Ave.,
Sausalito, CA 94965

A NEW JOURNEY
www.anewjourney.net
800.634.1733

2121 Cloverfield Blvd., Ste. 131,
Santa Monica, CA 90404

THE BELLA VITA*
www.thebellavita.com
818.676.1540

22466 Ventura Blvd.,
Woodland Hills, CA 91367

CASA PALMERA
http://casapalmera.com
866.768.6719

14750 El Camino Real,
Del Mar, CA 92014

CASA SERENA*
Www.casaserenaedp.com
925.682.8252

1868 Clayton Rd., Ste. 123,
Concord, CA 94520

THE CENTER FOR ANOREXIA
AND BULIMIA
www.altabatessummit.org/eatingdis-
orders/

510.204.4569

2001 Dwight Way,

Berkeley, CA 94704

CENTER FOR HEALTHY SEX
http://centerforhealthysex.com
310.843.9902

9911 W. Pica Blvd., Ste. 700,
Los Angeles, CA 90035

CIELO HOUSE*
http://cielohouse.com
650.455.9242

1200 6th Ave. #201,
Belmont, CA 94002

CLEARVIEW

TREATMENT PROGRAMS*

www.clearviewtreatment.com
866.713.7948

1334 Westwood Blvd., Ste. 3A,
Los Angeles, CA 90024

CLIFFSIDE MALIBU
www.cliffsidemalibu.com
888.926.5912

30060 Andromeda Ln.,
Malibu, CA 90265
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THE CONTROL CENTER
www.thecontrolcenter.com
855.701.4040

8383 Wilshire Blvd., Ste. 228,
Beverly Hills, CA 90211

CREATIVE CARE, INC.
www.creativecareinc.com
800.832.3280

5941 Trancas Canyon Rd.,
Malibu, CA 90265

DEL AMO BEHAVIORAL
HEALTH SYSTEM
http://delamohospital.com
800.824.4936

23700 Camino del Sol,
Torrance, CA 90505

EATING DISORDERS
CENTER FOR TREATMENT
AND RESEARCH
http://eatingdisorders.ucsd.edu
855.824.3050

4510 Executive Dr., Ste. 315,
San Diego, CA 92121

EATING DISORDER CENTER
OF FRESNO
www.edcfresno.com
559.224.8408

723 W. Shaw Ave.,

Fresno, CA 93704

EATING DISORDER CENTER
OF SAN DIEGO
http://healingwithinreach.com
858.205.6690

990 Highland Dr., Ste. 312B,
Solana Beach, CA 92075

HEALTHY WITHIN
http://healthywithin.com
858.622.0221

5665 Oberlin Dr., Ste. 206,
San Diego, CA 92121

THE INSTITUTE FOR

SEXUAL HEALTH
http://theinstituteforsexualhealth.com
310.286.1300

400 S. Beverly Dr., Ste. 316,
Beverly Hills, CA 90212

LA VENTANA
TREATMENT PROGRAMS*
www.laventanaed.com
800.560.8518

275 E. Hillcrest Dr., Ste. 120,
Thousand Oaks, CA 91360

LOMA LINDA

UNIVERSITY BEHAVIORAL
MEDICINE CENTER*
www.lomalindahealth.org
/behavioral-medicine-center
800.752.5999

1710 Barton Rd.,
Redlands, CA 92373

Additional Locations: Murrieta,
California.

THE LOTUS COLLABORATIVE
www.thelotuscollaborative.com
831.600.7103

701 Mission St.,,

Santa Cruz, CA 95060

MISSION HOSPITAL EATING
DISORDER PROGRAM*
www.mission4health.com
877.459.3627

27700 Medical Center Rd.,
Mission Viejo, CA 92691

MONTECATINI EATING
DISORDER CENTER
http://montecatini.crchealth.com
877.762.3753

2524 La Costa Ave,,

Carlsbad, CA 92009

MONTE NIDO**
www.montenido.com
888.228.1253
27162 Sea Vista Dr.,
Malibu, CA 90265

NEW DAWN

TREATMENT CENTERS*
www.newdawntreatmentcenters.com
866.969.4300

3 Harbor Dr., Ste. 110,

Sausalito, CA 94965

NEW DIRECTIONS EATING
DISORDERS CENTER
www.newdirectionseatingdisorders.
com

818.377.4442

4419 Van Nuys Blvd. #410,
Sherman Oaks, CA 91403

OCEANAIRE**
www.oceanaire-ed.com
866.406.0166

4281 Katella Ave., Ste. 111,
Los Alamitos, CA 90720

OCEAN RECOVERY
Www.ocCeanrecovery.com
800.641.2388

3419 Via Lido,

Newport Beach, CA 92663
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PARADIGM MALIBU
http://paradigmmalibu.com
855.780.8336

6323 Via Escondido Dr.,
Malibu, CA 90265

PROMISES**
WWW.promises.com
877.959.6078

3743 S. Barrington Ave.,
Los Angeles, CA 90066

Additional Locations:
Malibu, California; Austin, Texas.

PUENTE DE VIDA
www.puentedevida.com
877.995.4337

PO Box 86020,

San Diego, CA 92138

RADER PROGRAMS**
WWW.raderprograms.com
800.841.1515

2130 N. Ventura Rd.,
Oxnard, CA 93036

REBECCA'S HOUSE*
www.rebeccashouse.org
866.554.1851

23861 El Toro Rd., 7th Floor,
Lake Forest, CA 92630

REASONS EATING
DISORDER CENTER
http://reasonsedc.com
800.235.5570 x290
4619 Rosemead Blvd.,
Rosemead, CA 91770

SAFE HARBOR PROGRAMS
http://safeharborprograms.com
818.713.1312

6325 Topanga Canyon Blvd., Ste.
305, Woodland Hills, CA 91367

SEXUAL RECOVERY INSTITUTE
Www.sexualrecovery.com
877.959.4114

914 S. Robertson Blvd., Ste. 200,
Los Angeles, CA 90035

SHARP MESA VISTA HOSPITAL
www.sharp.com/mesa-vista/
858.836.8434

7850 Vista Hill Ave.,

San Diego, CA 92123

SHORELINE
http://shoreline-eatingdisorders.com
562.434.6007

191 Argonne Ave,, Ste. 3,

Long Beach, CA 90803

SOBER COLLEGE
http://sobercollege.com
855.253.8715

6233 Variel Ave.,
Woodland Hills, CA 91367

TORRANCE MEMORIAL
MEDICAL CENTER
www.torrancememorial.org
310.325.4353

3330 Lomita Blvd.,
Torrance, CA 90505

UCLA EATING
DISORDERS PROGRAM
http://eatingdisorders.ucla.edu
310.206.4376

150 UCLA Medical Plz.,

Los Angeles, CA 90095

ACUTE CENTER FOR
EATING DISORDERS
www.denverhealth.org/medical
-services/acute-eating-disorders
877.228.8348

777 Bannock St.,

Denver, CO 80204

CHILDREN'S

HOSPITAL COLORADO
www.childrenscolorado.org
/departments/psych/programs/eating
-disorders

720.777.1234

13123 E. 16th Ave.,

Aurora, CO 80045

EATING DISORDER
CENTER OF DENVER
www.edcdenver.com
866.771.0861

950 S. Cherry St., Ste. 1010,
Denver, CO 80246

EATING RECOVERY CENTER**
www.eatingrecoverycenter.com
877.825.8584

7351 E. Lowry Blvd., Ste. 200,
Denver, CO 80230

THE INSTITUTE OF LIVING
www.harthosp.org/InstituteOfLiving
/EatingDisorders/default.aspx
860.545.7000

200 Retreat Ave.,

Hartford, CT 06106

SILVER HILL HOSPITAL
www silverhillhospital.org
866.542.4455

208 Valley Rd.,

New Canaan, CT 06840

WALDEN BEHAVIORAL CARE**
www.waldenbehavioralcare.com
860.533.4672

2400 Tamarack Ave., Ste. 203,
South Windsor, CT 06074

WELLSPRING
http://wellspring.org
203.266.8000

21 Arch Bridge Rd.,
Bethlenem, CT 06751

WILKINS CENTER

FOR EATING DISORDERS
www.wilkinscenter.com
203.531.1909

7 Riversville Rd.,

Greenwich, CT 06831

BEHAVIORAL HEALTH OF THE
PALM BEACHES*
www.bhpalmbeach.com
888.432.2467

631 US Hwy. 1, Ste. 304,
North Palm Beach, FL 33408

BLUE HORIZON EATING
DISORDER SERVICES
www.bluehorizoned.com
407.960.2651

1155 Louisiana Ave., Ste. 210,
Winter Park, FL 32789

CANOPY COVE
WWW.Canopycove.com
800.236.7524

13305 Mahan Dr.,
Tallahassee, FL 32309

C.A.R.E.

ADDICTION RECOVERY
www.careflorida.com
866.494.0866

321 Northlake Blvd., Ste. 102,
North Palm Beach, FL 33408

CENTRAL FLORIDA
BEHAVIORAL HOSPITAL
www.centralfloridabehavioral.com
407.370.0111

6601 Central Florida Pkwy.,
Orlando, FL 32821
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THE DELRAY CENTER
FOR HEALING
www.delraycenter.com
888.699.5679

403 SE 1st St.,

Delray Beach, FL 33483

EATING DISORDER
RECOVERY CENTER
https://ufhealth.org/eating-disorder
-recovery-center/journey-recovery
-begins-here

352.265.3372

4101 NW 89th Blvd.,
Gainesville, FL 32606

FAIRWINDS
TREATMENT CENTER
www.fairwindstreatment.com
800.226.0301

1569 S. Ft. Harrison Ave.,
Clearwater, FL 33756

FAMILY BEHAVIORAL CENTER
http://familybehavioralcenter.com
561.637.2592

5850 W. Atlantic Ave.,

Delray Beach, FL 33484

FUTURES OF PALM BEACH
www.futuresofpalmbeach.com
888.711.3065

701 Old Dixie Hwy.,

Tequesta, FL 33469

HYDE PARK
www.hydeparkcenter.com
877.746.3960

207 W. Verne St,,
Tampa, FL 33606

THE IRIS PROGRAM
http://delraycenterforeating
disordertreatment.com
888.506.1573

88 SE 4th Ave.,

Delray Beach, FL 33483

MILESTONES IN RECOVERY
www.milestonesprogram.com
800.347.2364

2525 Embassy Dr., Ste. 10,
Cooper City, FL 33026

OLIVER-PYATT CENTERS
www.oliverpyattcenters.com
866.511.4325

6150 SW 76th St.,

South Miami, FL 33143
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THE REFUGE*
www.therefuge-ahealingplace.com
877.425.9760

14835 SE 85th St.,

Ocklawaha, FL 32179

THE RECOVERY VILLAGE
www.therecoveryvillage.com
877.212.3047

633 Umatilla Blvd.,

Umatilla, FL 32784

THE RENEW

CENTER OF FLORIDA
www.therenewcenter.com
800.557.6090

2200 N. Federal Hwy., Ste. 230,
Boca Raton, FL 33431

TURNING POINT OF TAMPA
www.rehabisforquitters.com
800.397.3006

6227 Sheldon Rd.,

Tampa, FL 33615

USF HEALTHY WEIGHT CLINIC
http://health.usf.edu/publichealth
/index.htm

813.974.2201

2 Tampa General Cir.,

Tampa, FL 33606

ATLANTA CENTER

FOR EATING DISORDERS*
www.eatingdisorders.cc
770.458.8711

4536 Barclay Dr.,

Dunwoody, GA 30338

GRACEWAY RECOVERY
RESIDENCE FOR WOMEN
WWW.gracewayrecovery.com
229.446.7800

412 W. Tift Ave.,

Albany, GA 31702

RIDGEVIEW INSTITUTE
www.ridgeviewinstitute.com
770.434.4567

3995 S. Cobb Dr.,,

Smyrna, GA 30080

TALBOTT RECOVERY
www.talbotcampus.com
800.861.4290

5448 Yorktowne Dr.,
Atlanta, GA 30349

Al PONO HAWAII*
WWW.aipono.com
808.540.1001

1188 Bishop St., Ste. 2412,
Honolulu, HI 96813

NOVA LUNA CENTER
http://novalunacenter.com
808.870.9886

1135 Makawao Ave.,

PMB 340, Makawao, HI 96768

ALEXIAN BROTHERS
BEHAVIORAL HEALTH
HOSPITAL
http://www.alexianbrothershealth
.org/abbhh

800.432.5005

1650 Moon Lake Blvd.,
Hoffman Estates, IL 60169

ILLINOIS INSTITUTE FOR
ADDICTION RECOVERY*
www.addictionrecov.org
800.522.3784

5409 N. Knoxville Ave.,
Peoria, IL 61614

INSIGHT BEHAVIORAL
HEALTH CENTERS*
www.insightbhc.com
312.540.9955

333 N. Michigan Ave., Ste. 1900,
Chicago, IL 60601

LINDEN OAKS AT EDWARD*
www.lindenoaks.org
630.305.5500

801 S. Washington St.,
Naperville, IL 60540

OSF ST. FRANCIS
MEDICAL CENTER
www.osfsaintfrancis.org
309.655.2000

530 NE Glen Oak Ave,,
Peoria, IL 61637

TIMBERLINE KNOLLS
www.timberlineknolls.com
855.292.8195

40 Timberline Dr.,
Lemont, IL, 60439
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YELLOWBRICK
www.yellowbrickprogram.com
866.364.2300 x223

1560 Sherman Ave., Ste. 400,
Evanston, IL 60201

THE CABIN
http://thecabin.org
317.873.8140

220 S. Elm St.,
Zionsville, IN 46077

THE CHARIS CENTER
FOR EATING DISORDERS
http://iuhealth.org/methodist
/behavioral-health/charis-center
-for-eating-disorders/
317.962.2622

1701 N. Senate Blvd.,
Indianapolis, IN 46202

DEACONESS CLINIC
www.deaconess.com
/DeaconessClinic/Services/Behavioral
-Health.aspx

812.426.9779

421 Chestnut St.,

Evansville, IN 47713

LOTUS GROUP
www.lotusgroup.biz
317.595.5555

11950 Fishers Crossing Dr.,
Fishers, IN 46038

SELAH HOUSE
http://selahhouse.com
888.692.0505

1201 E. 5th St., Ste. 3000,
Anderson, IN 46012

ST. GREGORY
RETREAT CENTER
www.stgregoryctr.com
888.725.2889

5875 Fleur Dr.,,

Des Moines, 1A 50321

UNIVERSITY OF

IOWA PSYCHIATRY CLINIC
www.uihealthcare.org /eatingdisorders
319.353.6314

200 Hawkins Dr.,

lowa City, IA 52242

CHILDREN’S MERCY
HOSPITALS EATING
DISORDERS CLINIC
www.childrensmercy.org
913.696.5070

5520 College Blvd.,
Overland Park, KS 66211

RENEW COUNSELING CENTER
www.renewkc.com

913.768.6606

11695 S. Black Bob Rd.,

Olathe, KS 66062

THE BRIDGE TO RECOVERY
www.thebridgetorecovery.com
877.866.8661

1745 the Bridge Rd.,

Bowling Green, KY 42101

KENTUCKY CENTER
FOR EATING AND
WEIGHT DISORDERS
www.kyeatingdisorder.com
855.443.2514

2201 Regency Rd., Ste. 301,
Lexington, KY 40503

RIVER OAKS HOSPITAL
http://riveroakshospital.com
800.366.1740

1525 River Oaks Rd. W.,
Harahan, LA 70123

THE NEW ENGLAND EATING
DISORDERS PROGRAM
http://mercyhospital.org
207.879.3795

144 State St.,

Portland, ME 04101

THE BODY IMAGE CENTER
http://thebodyimagecenter.com
443.602.6515

9192 Red Branch Rd., Ste. 270,
Columbia, MD 21045

THE CENTER FOR
EATING DISORDERS
AT SHEPPARD PRATT
http://eatingdisorder.org
410.938.5252

6535 N. Charles St.,
Towson, MD 21204

-

Imagine what you'll accomplish once
you're free from mood-altering chemicals
and addictive behaviors.

We offer comprehensive addiction
treatment for alcohol, drug, gambling,
food, sex, Internet, video game, spending,
and chronic pain with addiction.

Illinois Institute for
(A~ Addiction Recovery

X

309-691-1055 - 800-522-3784
www.addictionrecov.org
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JOHNS HOPKINS

EATING DISORDERS
PROGRAM
www.hopkinsmedicine.org/psychiatry/
410.502.5467

600 N. Wolfe St, Meyer 101,
Baltimore, MD 21287

PERSHING TURNER CENTERS
http://pershingturnercenters.com
888.371.0671

104 Ridgely Ave., Ste. 202,
Annapolis, MD 21401

THE WASHINGTON CENTER
FOR EATING DISORDERS
www.washingtoncenteronline.com
301.530.0676

6410 Rockledge Dr., Ste. 412,
Bethesda, MD 20817

ARBOUR HEALTH SYSTEM
www.arbourhealth.com
617.731.3200 x183

227 Babcock St.,

Brookline, MA 02446

CAMBRIDGE EATING
DISORDER CENTER
www.eatingdisordercenter.org
617.547.2255

3 Bow St.,

Cambridge, MA 02138

KLARMAN EATING
DISORDERS CENTER
www.mclean.harvard.edu
/patient/adult/edc.php
617.855.3410

115 Mill St.,

Belmont, MA 02478

A FOREVER RECOVERY
http://aforeverrecovery.com
888.738.4579

216 St. Mary's Lake Rd.,
Battle Creek, MI 49017

BEAUMONT

CHILDREN’'S HOSPITAL*
www.beaumontchildrenshospital.com
/eating-disorders

855.480.5437

468 Cadeieux Rd.,

Grosse Pointe, M1 48230
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CENTER FOR
EATING DISORDERS
www.center4ed.org
734.668.8585

111 N. First St., Ste. 2,
Ann Arbor, M| 48104

INNER DOOR CENTER
www.innerdoorcenter.com
248.336.2868

317 E. Eleven Mile Rd.,
Royal Oak, M| 48067

UNIVERSITY OF
MICHIGAN EATING
DISORDERS PROGRAM
www.mottchildren.org
/medical-services/eatingdisorders
877.475.6688

1500 E. Medical Center Dr.,
Ann Arbor, M| 48109

ASSISTANCE IN RECOVERY
http://a-i-r.com

800.561.8158

400 Selby Ave., Ste. D,

St. Paul, MN 55102

THE EMILY PROGRAM**
www.emilyprogram.com
888.364.5977

1449 Cleveland Ave. N.,

St. Paul, MN 55108

MAYO CLINIC**
www.mayoclinic.org
507.284.2511

200 First St. SW,
Rochester, MN 55905

PARK NICOLLET*
www.parknicollet.com
952.993.6200

3525 Monterey Dr.,

St. Louis Park, MN 55416

WATER’S EDGE COUNSELING
AND HEALING CENTER
www.watersedgechc.com
952.898.5020

1755 Southcross Dr. W.,
Burnsville, MN 55306

A BRIDGE TO RECOVERY
www.abridgetorecovery.com
601.977.9353

361 Towne Center Blvd., Ste. 1300,
Ridgeland, MS 39157

COPAC*
WWW.COpacms.com
800.446.9727
3949 Hwy. 43 N,
Brandon, MS 39047

PINE GROVE
www.pinegrovetreatment.com
888.574.4673

2255 Broadway Dr.,
Hattiesburg, MS 39402

CASTLEWOOD
TREATMENT CENTER**
www.castlewoodtc.com
877.937.7809

800 Holland Rd.,
St. Louis, MO 63021

MCCALLUM PLACE
www.mccallumplace.com
800.828.8158

231 W. Lockwood Ave,, Ste. 201,
St. Louis, MO 63119

ST. LOUIS BEHAVIORAL
MEDICINE INSTITUTE**
www.slbmi.com/eating-disorders
636.532.9188

16216 Baxter Rd., Ste. 205,
Chesterfield, MO 63017

WEBSTER

WELLNESS PROFESSIONALS
www.websterwellnessprofessionals
.com

314.737.4070

231 W. Lockwood Ave., Ste. 202,
St. Louis, MO 63119

RIMROCK FOUNDATION
www.rimrock.org
800.227.3953

1231 N. 29th St,,

Billings, MT 59101
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CHILDREN'S HOSPITAL AND
MEDICAL CENTER
www.childrensomaha.org
/EatingDisorders

402.955.6190

1000 N. 90th St,,

Omaha, NE 68114

OMNI BEHAVIORAL HEALTH
www.omnibehavioralhealth.com
402.397.9866

5115 F St,,

Omaha, NE 68117

CENTER FOR HOPE

OF THE SIERRAS
http://centerforhopeofthesierras.
crchealth.com

866.690.7242

3740 Lakeside Dr., Ste. 201,
Reno, NV 89509

CREATIVE

HEALTH SOLUTIONS
http://chslv.com
702.363.6005

8285 W. Arby Ave.,

Las Vegas, NV 89113

THE CENTER FOR EATING
DISORDERS MANAGEMENT
www.cedm-inc.com
603.472.2846

360 Rte. 101, Unit 10,

Bedford, NH 03110

ALINA LODGE
www.alinalodge.org
800.575.6343

61 Ward Rd.,
Blairstown, NJ 07825

CENTER FOR

EATING DISORDERS CARE
www.princetonhcs.org
609.853.7578

1 Plainsboro Rd.,

Plainsboro, NJ 08536

GENPSYCH*
www.genpsych.com
855.436.7792

31 E. Darrah Ln.,
Lawrenceville, NJ 08648

GORYEB

CHILDREN’'S HOSPITAL*
www.atlantichealth.org/goryeb
973.971.6475

100 Madison Ave., 2nd Floor,
Morristown, NJ 07960

SOMERSET MEDICAL
CENTER EATING
DISORDERS PROGRAM
www.somersetmedicalcenter.com
800.914.9444

110 Rehill Ave.,

Somerville, NJ 08876

EATING DISORDERS
TREATMENT CENTER
http://eatingdisordersabg.com
505.266.6121

5203 Juan Tabo Blvd., Ste. 2A/B,
Albuquerque, NM 87111

LIFE HEALING CENTER
http://lifehealingcenter.crchealth.com
866.806.7214

25 Vista Point Rd.,

Santa Fe, NM 87506

SOLUTIONS
TREATMENT CENTER
www.treatmentsolutions.org

877.499.1354
1264 Rodeo Rd.,
Santa Fe, NM 87505

APPLEMAN NUTRITION*
www.applemannutrition.com
917.885.4624

939 8th Ave,, Ste. 502,

New York, NY 10019

BALANCE EATING DISORDER
TREATMENT CENTER
http://mrogersnutrition.com
212.645.6903

112 W. 27th St., 7th Floor,

New York, NY 10001

THE BEACON PROGRAM
http://thebeaconprogram.com
646.559.9019

12 E. 44th St., 4th Floor,
New York, NY 10017

BIO-BEHAVIORAL INSTITUTE
www.biobehavioralinstitute.com
516.487.7116

935 Northern Blvd., Ste. 102,
Great Neck, NY 11021

OUR PROGRAM IS BASED ON RESULTS NOT TIME

We offer the following
approaches to recovery:

We accept most insurance. Financing is available.

Call Best Drug Rehabilitation at 844.204.4687
to speak now with an intake counselor.

Holistic
Cognitive
Traditional
Faith Based
One Year Aftercare

Or visit us at www.bestdrugrehabilitation.com or call 844.204.4687
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CENTER FOR THE STUDY OF
ANOREXIA AND BULIMIA
http://icpnyc.org/csab
212.333.3444

1841 Broadway, 4th Floor,

New York, NY 10023

CENTER SYRACUSE
Www.centersyracuse.com
315.671.2202

3300 James St.,
Syracuse, NY 13206

THE COLUMBIA CENTER FOR
EATING DISORDERS
http://columbiapsychiatry.org
/eatingdisorders

646.774.8066

1051 Riverside Dr.,

New York, NY 10032

COLUMBUS PARK
COLLABORATIVE
www.columbusparkcollaborative.com
646.414.1446

210 Central Park S.,

New York, NY 10019

EATING DISORDER
RESOURCE CENTER
www.edrcnyc.com
212.989.3987

300 W. 58th St., Ste. 206,
New York, NY 10019

FOUR WINDS HOSPITAL*
www.fourwindshospital.com
800.888.5448

30 Crescent Ave.,
Saratoga Springs, NY 12866

THE HEALING CONNECTION
www.thehealingconnectioninc.org
585.641.0281

1387 Fairport Rd., Ste. 1000D,
Fairport, NY 14450

MATHER HOSPITAL EATING
DISORDER PROGRAM
www.matherhospital.org
631.473.3877

100 Highlands Blvd., Ste. 201,
Port Jefferson, NY 11777

METRO BEHAVIORAL
HEALTH ASSOCIATES*
http://mbhany.com
914.723.6242 x505

14 Harwood Ct., Ste. 512,
Scarsdale, NY 10583
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THE REEDS CENTER
http://thereedscenter.com
212.203.9792

7 W. 36th St., 15th Floor,
New York, NY 10018

UPSTATE NEW YORK

EATING DISORDER SERVICE*
http://unyed.com

877.765.7866

1003 Walnut St.,

Elmira, NY 14901

CAROLINA HOUSE
http://carolinahouse.crchealth.com
866.690.7240

176 Lassiter Homestead Rd.,
Durham, NC 27713

THE DUKE CENTER

FOR EATING DISORDERS
www.dukemedicine.org
919.668.0398

2608 Erwin Rd.,

Durham, NC 27705

SOUTHLAKE COUNSELING
http://southlakecounseling.com
704.896.7776

903 NE Dr., Ste. 201,

Davidson, NC 28036

STRUCTURE HOUSE
http://structurehouse.crchealth.com
800.553.0052

3017 Pickett Rd.,

Durham, NC 27705

TAPESTRY EATING
DISORDER RECOVERY
www.tapestrync.com
855.396.2604

11 N. Country Club Rd.,
Brevard, NC 28712

UNC CENTER FOR
EXCELLENCE FOR
EATING DISORDERS
www.med.unc.edu/psych
/eatingdisorders
919.966.7012

101 Manning Dr., CB #7160,
Chapel Hill, NC 27599

VERITAS COLLABORATIVE
http://veritascollaborative.com
919.908.9730

615 Douglas St., Ste. 500,
Durham, NC 27705

THE EATING
DISORDERS INSTITUTE
www.nrifargo.com/edi.asp
701.293.1335

700 First Ave. S,

Fargo, ND 58103

SANFORD EATING
DISORDERS AND WEIGHT
MANAGEMENT CENTER**
www.sanfordhealth.org
800.437.4010 x4111

1717 S. University Dr.,

Fargo, ND 58103

THE CENTER FOR
BALANCED LIVING
www.centerforbalancedliving.org
614.293.9550

445 Durbin Granville Rd.,
Worthington, OH 43085

THE CLEVELAND CENTER
FOR EATING DISORDERS
http://eatingdisorderscleveland.org
866.531.0500

25550 Chagrin Blvd., Ste. 200,
Beachwood, OH 44122

LINDNER CENTER OF HOPE
www.lindnercenterofhope.org
513.536.4673

4075 Old Western Row Rd.,
Mason, OH 45040

RIVER CENTRE CLINIC
WWwWw.river-centre.org
877.212.5457

5464 Main St.,

Sylvania, OH 43560

A CHANCETO
CHANGE FOUNDATION
www.achancetochange.org
405.840.9000

5228 Classen Cir.,
Oklahoma City, OK 73118
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LAUREATE EATING
DISORDERS PROGRAM
www.saintfrancis.com
800.322.5173

6655 S. Yale Ave,,

Tulsa, OK 74136

KARTINI CLINIC
www.Kkartiniclinic.com
503.249.8851

2800 N. Vancouver Ave,, Ste. 118,
Portland, OR 97227

PROVIDENCE ADULT
EATING DISORDERS
TREATMENT PROGRAM
http://oregon.providence.org
503.216.2025

9450 SW Barnes Rd.,
Portland, OR 97225

BELMONT CENTER FOR
COMPREHENSIVE TREATMENT
www.einstein.edu

800.220.4357
4200 Monument Rd.,
Philadelphia, PA 19131

BRADFORD REGIONAL
MEDICAL CENTER INTERNET
ADDICTION PROGRAM
www.brmc.com

800.446.2583

116 Interstate Pkwy.,

Bradford, PA 16701

BRANDYWINE HOSPITAL
EATING DISORDERS PROGRAM

EATING DISORDERS
PROGRAM AT

PENN STATE HERSHEY*
http://pennstatehershey.org
717.531.7235

2170 Noll Dr.,,

Lancaster, PA 17604

KEYSTONE CENTER
http://keystonecenterecu.net
800.733.6840

2000 Providence Ave,,
Chester, PA 19013

THE LIGHT PROGRAM**
www.mylightprogram.com
888.686.7511

801 Old York Rd., Ste. 310,
Jenkintown, PA 19046

THE RENFREW CENTER**

www.renfrewcenter.com
800.736.3739
475 Spring Ln.,
Philadelphia, PA 19128

WOODLAND FORGE

www.woodlandforge.com

610.933.6475
4053 Tinker Hill Rd.,
Phoenixville, PA 19460

KEYSTONE
TREATMENT CENTER
www.keystonetreatment.com
877.762.3740

1010 E. 2nd St,,

Canton, SD 57013

FOCUS TREATMENT CENTERS*
http://focustreatmentcenters.com
800.675.2041

7429 Shallowford Rd.,
Chattanooga, TN 37421

INTEGRATIVE LIFE CENTER
http://integrativelifecenter.com
877.334.6958

1104 16th Ave. S,

Nashville, TN 37212

LA PALOMA
TREATMENT CENTER
www.lapalomatreatment.com
877.345.1887

2009 Lamar Ave.,
Memphis, TN 38114

ONSITE WORKSHOPS
www.onsiteworkshops.com
800.341.7432

1044 Old Hwy 48 N.
Cumberland Furnance, TN 37051

OUR A UNIQUE APPROACH TO RECOVERY

www.brandywineeatingdisorders.
com

877.406.0431

219 Reeceville Rd.,
Coatesville, PA 19320

CARON

TREATMENT CENTERS**
WWW.Caron.org
800.854.6023

243 N. Galen Hall Rd.,
Wernersville, PA 19565

Additional Locations: Boca Raton
and West Palm Beach, Florida;
Princeton, Texas.

A Forever Recovery’s Philosophy

We understand that every addict is unique, and no
single approach to addiction treatment and recovery
will work for every individual. At A Forever Recovery,

we provide multiple program tracks tailored for various
belief and lifestyle preferences for an effective and
personal path to overcoming addiction.

We don't save lives. We teach our clients how to save their
lives from addiction.

We accept most insurance. Financing is available.
Call A Forever Recovery Now at 844.204.4689 to speak with an intake counselor.

Or visit us at www.aforeverrecovery.com or call 844.204.4689
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THE RANCH
www.recoveryranch.com
877.959.4316

PO Box 38,

Nunnelly, TN 37137

SOLACE CLINIC
www.solaceclinic.com
423.752.5207

3097 S. Broad St.,,
Chattanooga, TN 37408

CEDAR SPRINGS AUSTIN
http://cedarspringsaustin.com
800.828.8158

4613 Bee Caves Rd., Ste. 104,
Austin, TX 78746

THE CENTER FOR PEDIATRIC
EATING DISORDERS
www.childrens.com

469.303.5900

7601 Preston Rd., Ste. P4300,
Plano, TX 75024

CHRYSALIS EATING
DISORDER PROGRAM
www.northtexaseatingdisorders.com
940.382.5688

722 W. Oak St.,

Denton, TX 76201

EATING DISORDER CENTER
AT SAN ANTONIO
www.edcasa.com

210.826.7447

515 Busby Dr.,

San Antonio, TX 78209

FULSHEAR RANCH ACADEMY
www.fulshearranchacademy.com
888.317.9229

10514 Oberrender Rd.,

Needville, TX 77461

MENNINGER CLINIC
www.menningerclinic.com
800.351.9058

12301 Main St.,,
Houston, TX 77035

THE RANCH AT DOVE TREE
www.ranchatdovetree.com

800.218.6727
1406 Country Rd. 5800,
Lubbock, TX 79403
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SANTE CENTER FOR HEALING
WWww.santecenter.com
800.258.4250

914 Country Club Rd.,,

Argyle, TX 76226

SHADES OF HOPE
http://shadesofhope.com
800.588.4673

402 Mulberry St.,
Buffalo Gap, TX 79508

WALKER WELLNESS CLINIC*
www.walkerwellness.com
877.899.7254

5225 Katy Fwy.,

Houston, TX 77007

ASPIRO WILDERNESS
THERAPY
www.aspiroadventure.com
801.349.2740

63 E. 11400 S., #186,
Sandy, UT 84070

AVALON HILLS
www.avalonhills.org
800.330.0490
175E. 100 N,
Logan, UT 94321

BIRDSEYE RTC
www.birdseyertc.com
877.467.1681

PO Box 117,

Spanish Fork, UT 84660

CENTER FOR CHANGE
http://centerforchange.com
888.224.8250

1790 N. State St,,

Orem, UT 84057

DISCOVERY RANCH
www.discoveryranch.net
801.489.3311

1308 S.1600 W.,
Mapleton, UT 84664

FORTE STRONG
http://fortestrong.com
435.319.0004

1071 E. 100 S, Ste. C1,
St. George, UT 84770

THE JOURNEY

www journeywilderness.com
801.885.7244

619 N. 500 wW.,

Provo, UT 84601

KOLOB CANYON
www.kolobcanyonrtc.com
435.592.3220

1338 E. 600S.,

New Harmony, UT 84757

LA EUROPA ACADEMY
www.laeuropaacademy.com
801.916.5696

1220 E. Vine St,,

Murray, UT 84121

MOUNT PLEASANT ACADEMY
www.mtpleasantacademy.com
866.439.8110

1100S.70 W,,

Mt. Pleasant, UT 84647

NEW HAVEN*
www.newhavenrtc.com
888.317.3958

2172 E.7200S,,

Spanish Fork, UT 84660

OXBOW ACADEMY
www.oxbowacademy.net
435.436.9460

95 State St.,

Wales, UT 84647

SECOND NATURE**
Www.snwp.com
866.205.2500

2711 Santa Clara Dr.,
Santa Clara, UT 84765

Additional Locations: Duchesne,
Utah; Bend, Oregon; Clayton,
Georgia.

SOLSTICE
www.solsticertc.com
801.444.0794

1904 W. Gordon Ave.,
Layton, UT 84041

SUNRISE
www.sunrisertc.com
888.317.3961

65 N. 1150 W.,
Hurricane, UT 84737

VISTATREATMENT CENTERS*
www.vistatreatmentcenters.com
801.250.9762

8265 W.2700S.,

Magna, UT 84044

WINGATE
www.wingatewildernesstherapy.com
800.560.1599

1739 S. Hwy. 89A,

Kanab, UT 84741


www.recoveryranch.com
www.solaceclinic.com
http://cedarspringsaustin.com
www.childrens.com
www.northtexaseatingdisorders.com
www.edcasa.com
www.fulshearranchacademy.com
www.menningerclinic.com
www.ranchatdovetree.com
www.santecenter.com
http://shadesofhope.com
www.walkerwellness.com
www.aspiroadventure.com
www.avalonhills.org
www.birdseyertc.com
http://centerforchange.com
www.discoveryranch.net
http://fortestrong.com
www.journeywilderness.com
www.kolobcanyonrtc.com
www.laeuropaacademy.com
www.mtpleasantacademy.com
www.newhavenrtc.com
www.oxbowacademy.net
www.snwp.com
www.solsticertc.com
www.sunrisertc.com
www.vistatreatmentcenters.com
www.wingatewildernesstherapy.com

GREEN MOUNTAIN
AT FOXRUN
www.fitwoman.com
800.448.8106

264 Fox Ln.,,

Ludlow, VT 05149

NORTHFIELD MINISTRIES
www.northfieldministries.org
804.658.5222

2550 Professional Rd., Ste. 200,
Richmond, VA 23235

POTOMAC

BEHAVIORAL SOLUTIONS**
www.pbshealthcare.com
571.257.3378

2001 Jefferson Davis Hwy., Ste.
211, Arlington, VA 22202

PROSPERITY
www.prosperityedwell.com
703.466.5150

103 Sterling Rd., Ste. 203,
Herndon, VA 20170

REFLECTIONS

EATING DISORDERS CENTER
http://dominionhospital.com
703.538.2886

2960 Sleepy Hollow Rd.,

Falls Church, VA 22044

THE CENTER
www.aplaceofhope.com
888.771.5166

547 Dayton St.,
Edmonds, WA 98020

THE MOORE CENTER
http://moorecenterclinic.com
425.451.1134

1601 114th Ave., Ste. 180,
Bellevue, WA 98004

OPAL
http://opalfoodandbody.com
206.926.9087

1100 NE 45th St., Ste. 600,
Seattle, WA 98105

RESTART
www.netaddictionrecovery.com
800.682.6934

PO Box 490,

Fall City, WA 98024

ROGERS

MEMORIAL HOSPITAL*
www.rogershospital.org
800.767.4411

34700 Valley Rd.,
Oconomowoc, WI 53066

WALDEN LIVING*
http://waldenliving.com
262.443.7192

411. W. Main St.,
Madison, WI 53703

TRINITY TEEN SOLUTIONS
www.trinityteensolutions.com
855.631.4424

89 Rd. 8 RA,

Powell, WY 82435

At BRS Rehab we offer the following:

Private Rooms

Result Paced-Choose from different
treatments that suit your needs

One on One Counseling

Private Chef

Privacy - Situated on an 80 acre property
surrounded by 20 Lakes

One Year Aftercare

We accept most insurance. Financing is available.

Call Best Drug Rehabilitation at 844.204.4687 to speak now with an intake counselor.
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OF RECOVERY
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RECOVER (IR

Renew offers
readers the
guidance,
support and
resources they
need to stay
the course.

YOUR LIFE, BETTER

RENSW

Get your FREE ISSUE at:
RenewEveryDay.com

Dedicated & Committed To Helping Those

Who Are Ready To Make A Change For Life.

www.PalmPartners.com

www.bhpalmbeach.com
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MEADOWS.

The Meadows Family:
Specializing in Trauma, Addiction and

Eating Disorders Treatment

Inpatient treatment for women and
young girls struggling with an eating
disorder and cooccurring illness
866.390.5100 featuring experiential and equine
www.remudaranch.com  therapy on a ranch setting.

Experiential-based inpatient

treatment for young adults ages D/\'= vt
18-26 struggling with emotional AT THE MEADOWS
trauma, addiction, dual-diagnosis 855.333.6075

and failure to launch issues. www.dawnthemeadows.com

ge nt l e p a t h Confidential sexual addiction

treatment founded by Dr. Patrick
ot The PNeadlo

% Carnes and integrating trauma
855.333.6076 resolution work for men only ages

www.gentlepathmeadows.com 18 and older.

866.856.1279 | www.themeadows.com

Our Programs Include:

« Professionals Treatment Program
Santa Monica

+ Promises Young Adult Program
West Los Angeles

+ Substance Abuse and Intimacy
Disorders Program
Malibu

+ Promises Malibu

+ Malibu Vista

PR AMAISES

TREATMENT CENTERS

800-985-4717  Creating Extraordinary Lives  promises.com

Private Treatment for Trauma
and Co-Occurring Disorders

The Refuge, A Healing Place is 3 leader in specialized trauma and addictions treatment
located on a private healing 96 acre campus. The Refuge provides residents a tranquil
therapeutic environment for treating trauma, PTSD, addiction, depression, anxiety
and co-occurring disorders

LEVELS OF CARE

Find it at Betty Ford Center.
Betty Ford Center is a licensed addiction

treatment hospital. If you’re SERIOUS about getting
sober and staying sober, contact us NOW.

800-854-9211

bettyfordcenter.org

MILLENNIUM ¥

LABORATORIES

With treatment centers throughout the United States,
AAC is a premier industry provider offering a full
range of treatment services and options.

www.americanaddictioncenters.com
888-854-8017 MOST INSURANCE ACCEPTED

§ LOMA LINDA UNIVERSITY

BEHAVIORAL MEDICINE CENTER

Betty Ford Center SIS LWL TS SNl SRk
ROGRAMS
Sausal;'to, California
Providing multi-level
carein che MEANINGFUL LIVES,
o owing areas INFINITE POSSIBILITIES
~ Chronic Pain and
Medication
Dependency
Comprehenswe Addiction Treatment. ~ Eating Disorders
Recovery For Life.” ~ Chemical
Dependency
Wwww.caron.o rg ~ Mental Health
Sophisticated Testi
800.678.2332 909-558-9275 ophisticated Testing
llubmc.org Individualized Care

Extra-ordinary Treatment Experiences

Call 866.922.1350 | altamirarecovery.com
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Process Addictions: An Overview

1. Which of the following was listed as a factor that could contribute to the development of a process addiction?
® Age
Poverty
© Gender
® All of the above

2. According to the authors, which of the following process addictions is the most understood?
® Eating disorders
Internet addiction
© Gambling disorder
® Sex addiction

3. True or False. Parkinson’s disease provides a good lens through which some process addictions can be studied.
® True False

4. Naltrexone is a successful treatment for all of the following disorders, except:
® Kleptomania
Hypersexuality
© Compulsive shopping
® Trichotillomania

5. True or False. Young males are less likely to develop disordered gambling problems than young females.
® True False
What’s New in Problem Gambling?

1. According to the author, what constitutes convergent content?
® Online penny auctions with gambling elements
Video games with gambling elements
© BothAand B
® None of the above

2. True or False. Bingo Friendzy was depicted on Facebook’s October 2013 monthy figures as one of the most popular games
played, with twenty-four million players around the world.
® True False

Please print clearly and mail with a $20 payment to: (check payable to HCI)
U.S. Journal Training, Inc., CE Quiz « 3201 SW 15th Street, Deerfield Beach, FL 33442

Name Amount enclosed $ QCheck @VISA AQMC
Address Card No.

City State Zip Security Code Exp. Date

Phone( ) Name (exactly as it appears on card)

E-mail address Authorized Signature

Type of License/Certification

| certify that | have completed this test without receiving any help in choosing the answers.

Signed Date

Make checks payable to Health Communications, Inc. Please allow 3 to 6 weeks for notification of your results and your certificate of completion (if you pass). You may want to keep a copy of this quiz as a record for your licensing board. U.S Journal Training, Inc., is an
approved provider for continuing education home study by: NAADAC Approved Education Provider Program (#000194); CFAAP/CAADAC Provider (#0S-86-057-0516); CAADE Provider (#CA93031-7152); CABD of Behavioral Sciences (#PCF78) for MFTs and LCSWs;
and National Board of Certified Counselors (#5130). NBCC approval is limited to the sponsoring organization and does not necessarily imply endorsement of individual offering. U.S. Journal Training, Inc., provider #1143, is approved for social work continuing education
by the Association of Social Work Boards (ASWB) www.aswb.org, through the Approved Continuing Education (ACE) program. U.S. Journal Training maintains responsibility for the program. ASWB approval period: 12/5/13-12/5/16. Social workers should contact their
requlatory board to determine course approval for continuing education credits. (Social work practice categories are intermediate to advanced levels.) For questions, grievances, or refunds please contact Lorrie Keip-Cositore at (800) 851-9100 ext. 220.
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3. Which of the following was not listed as a definition of a “screenager” or “digital native™?

® They have never known a world without the internet
They have no technophobia

© They know not to trust some new technologies

® They are tech-savvy

4. True or False. In-play sports betting involves the ability to bet multiple times during a

Counselor Magazine
Evaluation Quiz

Scale: 1 (low) - 5 (high)

single televised sporting event. E;g\fﬁe"dte;ag['esig)
® True False content agrea
5. Which of the following was not listed by the author as a reason people are likely to seek 1 2 3 4 s

online help for problem gambling?
® Accessibility
Convenience
© Anonymity
® None of the above, these are all valid reasons

The Food Issues Eating Us Alive

1. Which of the following was not listed as a cause of food addiction?
® Lack of willpower
Faulty brain wiring
© Chemical properties of certain foods
® BothBand C

Content consistent
with objectives

1 2 3 4 5
Content

Infortmation was suitable
and useful to course topic

1 2 3 4 5
Article was appropriate

to my education and
licensure level

2. According to the author, which of the following is not something that happens when trigger 1 2 3 4 5

foods are removed from food addicts?
® Anxiousness and fear increase
Withdrawl symptoms appear
© Feel-good chemicals in the brain increase
® Sleep is disturbed

3. True or False. One in three adults and one in five children are considered obese.
® True False

Information in the article
was current

1 2 3 4 5

Appropriate for intended
audience (Intermediate to
advanced levels)

1 2 3 4 5

4. A diet for treating the body of a food addict should adhere to all of the following criteria,

except:
® Includes all the main food groups
® Satisfy hunger
®© Have boundaries with food
® None of the above, these are all valid criteria

Clarity of content
1 2 3 4 5
Support

Did you need to contact the
Program Administrator?

5. True or False. According to Newberg and Waldman, spiritual practices reduce stress and 1 2 3 4 5

contemplating God decreases anxiety.
® True False

LEARNING OBJECTIVES:

After reading the following articles, the participant should be able to:

Process Addictions: An Overview

1. Explain that process addictions, like substance use disorders, make use of the mesolimbic and mesocoritcal neural pathways.

2. List the medications that have been successful in treating process addictions, such as naltrexone, paroxetine, citalopram, and escitalopram.

3. Discuss the risk factors for developing a process addiction problem, which may include trauma, preexisting psychiatric issues, poor impulse control, and an
existing substance abuse problem.

4. Compile a list of medications that assist particularly with gambling disorders, such as fluvoxamine, carbamazepine, amantadine, and lithium.

What’s New in Problem Gambling?

1. Demonstrate how the use of technology by young people is increasingly becoming an issue as these “screenagers” and “digital natives” might first experi-
ence gambling in online milieus, rather than offline.

2. List the new trends in gambling, such as in-play sports betting, gambling via social networking sites, mobile gambling, and gambling via interactive televi-
sions.

3. Explain how behavioral tracking data has been shown to detect patterns in problem gamblers online, which can lead to further research and identifying
problem gambling before severe consequences arise.

4. Analyze how online help is an up-and-coming method of treatment for problem gamblers who may have barriers or be unwilling to seek other forms of
treatment, as it can help them overcome social stigma and other situations that may occlude their attempts to get help.

The Food Issues Eating Us Alive

1. Recognize that the brain can be hardwired to crave certain foods, which is made worse by the food manufacturers who increasingly put sugar and refined
carbohydrates into their products to increase cravings.

2. Assess whether overeating is fueled by avoiding certain foods because of a trigger issue or is a true addiction to those foods and how this is an important
step in beginning treatment.

3. Explain how treating food addiction is a mind, body, and spirit endeavor, and that simply addressing one aspect of this problem will not help to control the
triggers and cravings.

4. Demonstrate how treating the mind should involve helping clients identify the issues driving their food addiction and treating the spirit should help clients
find peace and faith that they can change for the better.

Earn 1.5 continuing education credits by
completing the following quiz. Pass with a
grade of 75 percent or above and you will
be awarded a certificate of completion
for 1.5 nationally certified continuing
education hours. This is an open-book
exam. After reading the indicated feature
articles, complete the quiz by circling

one of the fourmultiple choice answers.
Be sure to answer all questions and to
give only one response per question.
Incomplete questions will be marked as
incorrect. Send a photocopy of the page
along with your payment of twenty dollars.
Be sure to print clearly and fully complete
the information section.

CE quizzes are available online at www.

counselormagazine.com.
It’s quick and easy, no stamp needed!
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Bullies: From the Playground to the Boardroom
Jane Middelton-Moz & Mary Lee Zawadski

Reviewed by Leah Honarbakhsh

ust in time for National Bullying

Prevention Month this October,
author and speaker Jane Middelton-Moz
and her colleague Mary Lee Zawadski
bring bullying back into the spotlight
with a revised edition of Bullies: From
the Playground to the Boardroom. In a
day and age where school shootings are
on the rise, twenty million Americans
face workplace abuse daily, and 160,000
American children miss school every day
to avoid bullying, this edition of Bullies
is a much-needed and timely response
to the epidemic that has caused so much
pain in so many people.
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In Bullies, Middelton-Moz and Zawadski
provide readers with a four-step
approach to preventing the injuries to
self-worth that bullying produces:

1. Break the chains of denial
that have held us captive.

2. Learn not to personalize the
bully’s bad behavior, empower
ourselves with self-awareness,
and seek the support of others.

3. Learn to recognize the styles and
tactics of bullies in much the same
way that we would familiarize
ourselves with hazard signs on
our roadways and highways.

4. Learn the strategies and skills
that are necessary to effectively
deal with the bullies in our lives.
Learn tools that will prevent us
from being hemmed in and held
as the bully’s emotional captive.

Using these steps, Middelton-Moz and
Zawadski present in-depth methods and
exercises that will allow readers to tackle
bullying head-on, build confidence, and
stand up for themselves. Pieces of advice
such as “Look the bully straight in the
eye” and “Use confident body language”
are meant to teach assertiveness and
empowerment to those coming face-
to-face with a bully. Additionally, the
authors present examples and strategies
for coping with a number of bullying
styles, such as “Head-On Collisions,”
bullies who lash out seemingly out of
nowhere; “Rear-Ended” bullies, who
hide their bullying with sarcasm and
jokes; and “The Controller” bullies, who
have a distorted view of reality and an
unparalleled sense of righteousness.

One of the most important and unique
facets of Bullies is that readers have
the opportunity to hear the story from
the bully’s side; one of the chapters
features stories about bullies that
provides insight into why they behaved
the way they did. Nancy, who was a
teenage bully, recounted how she felt
fearful and unworthy, and how she
was bullied by her parents throughout
her childhood. Ann, who was abused
and bullied by her parents, raped
and threatened by someone she once
thought to be a friend, and fired from
her job as a result of a malicious rumor,
became a bully and a “tough girl” when
she thought it was “useless” to try to
be good. These revelations—alongside
indispensable and comprehensive
information regarding early childhood
development—help readers understand
the makings of a bully and how most
often those who bully were once victims
themselves.

Bullies is a revolutionary look into the
minds of bullies, victims, and those who
watch from afar, as well as a workbook
for what to do in the face of bullying.
Middelton-Moz and Zawadski explore
the inner-workings of effective bullying
prevention programs in schools and
bullying in adult relationships, both
areas that are not tackled in every
conversation about this epidemic.
Additionally, the stories that are
presented throughout the book allow
readers to get a firsthand look at different
kinds of bullies, how bullying develops,
and how people can get help. Bullies is
an essential read for the teacher, the
counselor, and the parent as well as any
others with the ability to foster positive
change in bullies and their victims.
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THERE IS STILL TIME TO REGISTER!

“Addictions more than coexist; they interact, reinforce, and become part of one another. They become packages.
The different types of addiction interaction will be discussed and presented with appropriate treatment strategies
for each emphasizing effective diagnosis, assessment, and treatment for addiction interaction.” -DR. PATRICK CARNES

This year’s conference will focus on four key areas:

Advanced Love, Sex & Employee Assistance Food
Intervention Relationships Professionals Disorders

REGISTER ONLINE OR CALL 800.508.1489

Breakfast, lunch, and coffee breaks are included in your registration fee.

Earn up to USE CODE 200/ OFF
o
1C§ -CABNADZSQ\;Iﬁ REGISTRATION

Connect with us on social media

Y @LiConference f Lifestyleintervention B @LIConference # 2014LIC

Visit us Online at LifestyleIntervention.org
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