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Brain Friendly Recovery

Is there a Scientific Basis for Treating Addictions 

with Contemporary Psychotherapy?

Part 1: Psychotherapy – can it integrate, and work within, the many models of Addiction?

The convergence of the diversely committed research strands into addiction leads us to conclude that addiction is a real and chronic condition made up of biological, cognitive-behavioural and social factors (Dantzer, R., Ollat H., 1991). Therefore our understanding of addiction requires an integration of basic neuroscience with social psychology, experimental psychology and psychiatry (Koob, G. F. and Le Moal, M. 1997). This paper will argue that if this understanding is to be progressed into most effective treatment protocols, we must further integrate these scientific disciplines with a no less rigorous assessment of contemporary psychotherapeutic models of treatment. It also argues that contemporary psychotherapy is uniquely able to work congruently alongside the brain disease model, affective adaptation model, conditioned response model and the social learning model of addiction. 

Pharmacology may have a positive role to play in the treatment of a sub-group of Substance Misusing Individuals (SMIs) with conditions of co-morbidity and in creating safer processes of detoxification for some substance users (Altman, J. et al, 1996). However, a swelling body of research evidence reveals that for a great number of substance misusing individuals (SMIs), psychotherapy provides a more effective treatment strategy than pharmacological solutions such as prescribed substitutes, for example prescribing of methadone to opiate users, (Vidjak, N. 2003) aversive agents, for example treatment of alcohol dependent individuals with the use of Disulfiram (“Antabuse”) (Fuller et al, 1989), while hospitalised detoxification alone reveals frequent relapse into the addictive behaviours (Marlatt, G. A. 1985), which in turn can intensify the spiralling distress of the addiction cycle  (Koob, G. F. and Le Moal, M. 1997). Further emergent bias towards psychotherapeutic treatment as an effective treatment of addiction is suggested by survey and ethnographic studies carried out in a non-residential therapeutic treatment centre in East London, James Cooke House where, following treatment, 76.5% of service users, during regular attendance and agreement of breathalyser testing, had maintained 2 years of abstinence from alcohol and illegal drugs with no more than one relapse episode of less than one week (O’Connor, E, 2004). 

Without addressing the psychological factors of client engagement, pharmacology based treatments can bring little success, as without the client’s co-operation with administration the treatment rationale is defeated before it begins. In the public domain, where celebrity narratives of addiction may be no less influential in popular perception of treatment efficacy than scientific report, sufferers such as the foot-balling hero George Best, are exposed as repeatedly floundering in their battle with alcoholism using aversive agent stomach implants (Best, G. 19 ), while Tony Adams, the former captain of Championship winning Arsenal and England football teams, reveals in his best-selling autobiography “Addicted” how, following alcohol, cocaine and gambling addiction, he has reclaimed health and found value in self and  life through a Twelve Step based psychotherapeutic program, with such conviction that his retirement and football millions are devoted to the establishment of a psychotherapeutic clinic for sports people with addiction conditions (Adams, T. and Ridley, I., 1998). 

Yet the methods and protocols of contemporary psychotherapeutic treatment of addiction remain a little considered mystery to the neuro-scientific and medical community. They are often misrepresented as recruitments of desperate individuals to archaic and compromised lifestyles of self-denial and religiosity. Such perceptions fail to acknowledge the complexities of individual process in an internally driven reconstitution of the client’s sense of self and management of own experience and behaviour, so that positive and autonomous engagement in recovery can be stimulated and treatment can succeed (Orford, J, 1985). 

Defining Addiction for ‘what works best’

The range of substance misuse behaviours and the variety of theories that define addiction can be not only divisive but even distract from forming clear treatment outcomes and effective protocols. If our priority is usefulness over “rightness” then in defining addiction for the purpose of improving treatment, we need to use definitions that are simple but not simplistic and which offer enough information around which a realistic strategy can be formulated and assessed.  Such a definition must be broad enough not to exclude (exclusion makes treatment less available), without being so vague that it hides helpful multiple descriptions. Such a definition needs to unite the various factions of professionals and service users with a shared outcome so that competing agendas do not haemorrhage resources away from effective treatment and care. The National Treatment Agency for Substance Misuse, a government agency, offers the following definition of “misuse” in their document Models of Care, that aims to reflect professional consensus resulting from “an extensive consultative process” (pp. 3, 2002).

The term “misuse”… refers to illegal or illicit drug taking or alcohol consumption that leads a person to experience social, psychological, physical or legal problems related to intoxication or regular excessive consumption and/or dependence. Drug misuse is therefore drug taking that causes harm to the individual, their significant others or the wider community. By definition, those requiring drug treatment are drug misusers.

This definition is of particular use to the psychotherapist because, as psychotherapists generally work “with people” who have conditions, rather than “on” conditions (Satir, 1970) the above provides a rare approach in defining the people who require drug-misuse-specific (psychotherapeutic) treatment and the people affected, intimately and more widely, by the misuse of others. 

If we arrange our broadest and most inclusive definitions of usage in parallel linear form and use four basic categories  of unproblematic use, problematic use, (Marlatt, G. A, 2002), abuse and dependence (DSM IV), then we can find a map that resembles Figure 1 (page 4). 

Figure 1: 
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Part 2 : Towards a Scientifically Informed Art
A Clash of Epistemologies and Ontologies

Many in the psychotherapeutic fields believe that their contribution in the addictions field is passed over by funders and policy makers for more simply comprehended (and marketable) treatments such as the administration of agonists like methadone and harm reduction programmes, such as controlled usage, where results can be quantifiably measured in figures of reduced infections, deaths and arrests. Psychotherapists may themselves often be responsible for their developments in the treatment of addiction being under-considered in substance misuse treatment policy. As a relatively young profession in Western culture, psychotherapeutic theory has generally been constructed around celebrated individuals in the field and their respective followers and traditions. One result of this is that competing factions within the psychotherapeutic community are selective to which scientific research they expose themselves, leading to a number of enduring myths in the field of addiction, ranging from the very denial of addiction as a genuine condition, to the promotion of ill-suited treatments, whose exposure as ineffective only adds to the scientific scepticism around psychotherapy’s genuine efficacy (Erickson, C., 2003). 

To establish a scientific basis for psychotherapeutic interventions that satisfies the brain disease model of addiction as well as the affective adaptation model, conditioned response model and the social learning model of addiction, contemporary psychotherapists need to not only demonstrate efficacy of their interventions that attend to functional adaptation, reparation in cognitive-somatic communication and improved social learning, but also reveal how such interventions may be impacting on the neuro-biology of those diagnosed with addictive disease. I shall explore how this may be possible later, referring to some examples of specific treatment interventions, their ethos and their possible effect upon the brains of those participating. But first it is important to explore and demonstrate how contemporary psychotherapeutic theory and practice is compatible with, but different from, positivist scientific method and the medical model. I shall present too that not only is psychotherapeutic philosophy different from that of medicine, but also that it should remain so to preserve its unique potential for facilitating recovery for people with substance misuse conditions.

The practice of psychotherapy is not a science. Its practice involves context dependent judgements and decisions, administered by more or less skilled practitioners, working with infinitely various human systems that differ widely in their response to treatment (Storr, A.1960). However, that is no different from the practice of medicine, which, from oncology to psychiatry, is equally an art, based on judgements, preferences, values-driven assessments on quality of life and what constitutes improvement, second opinions, “bedside manner”, even on the manual skill of the person administering many treatments such as surgery or intensive nursing. However, the practice of modern western medicine is an art that is informed by science. Its means and methods also lend themselves to a scientific method of measurement, more easily than psychotherapy. Medical interventions can be measured and assessed by weights, frequencies, observed matter and relatively simple units of outcome. 

Psychotherapy, on the other hand, is a treatment of great interactive complexity and variation, with immeasurably subtle nuances that might be crucial to highly personalised outcomes, that are largely measured by anecdotal evidence and self report. The condition of replicability of treatment procedure, that is necessitated in a positivist approach to scientific observation, is philosophically opposed to the principles of effective and ethical psychotherapy. In psychotherapy the uniqueness and individuality of the client’s internally generated process in recovery is a factor whose preservation, acknowledgement and encouragement is regarded as key to successful and sustainable benefit for the client (Erickson, M. H. 1948/1980), above the application of any theory or procedural preference of the practitioner (Erickson, M. H., 1979). And in psychotherapy, the positivist goals of harvesting universal laws through atomism are replaced by an observation of pattern and exception, revealed in the relationships between systems such as family, society, environment and the mind-body system (Bateson G. 1955).  Systems like this reveal exception, which yields highly useful information, when our objective is to change patterns, and progress is marked by integrated acknowledgement of paradox (Watzlawick P., Weakland J., Fisch R. 1974) – an anathema in positivist scientific thinking.

Obviously these issues raise research design problems for psychotherapists wishing to validate their practice as an effective treatment option for addiction within the positivist map. However, there are no such barriers to the art of psychotherapeutic practice (like that of the practice of medicine) to being scientifically informed and offering a validating basis in scientific research. In fact, advances in biological science have served to illuminate the possible causes of some of the success stimulated by psychotherapeutic method, much of which has developed intuitively, revealing that sometimes psychotherapists can be pre-empting of subsequent progress in neuro-science through their observation of mental/physiological processes at work in the clinical arena (Rossi, E. L. 1993). This is no more so than in the field of treating addiction, where the very resilience of the patterns of the condition have stretched psychotherapeutic theory beyond the maps and configurations by which the treatment of other neuroses and psychoses have been navigated (Bateson, G., 1971). 

A particularly unhelpful conflation may occur when narrowly doctrined psychotherapists experience success in treating problematic use, (a pre-dependent condition where intermittent drug and alcohol use is secondary to other adaptive challenges) and then promote their methods to be equally effective in treating drug or alcohol abuse, (a non-dependent condition with recurrent, maladaptive patterns of detrimental use), and drug or alcohol dependence, (a chronic condition typified by loss of control over use with a high likelihood of relapse) (DSM IV). Non-specialist therapists will receive many clients whose affective adaptation results in patterns of problem usage of drugs and/or alcohol that can be brought under control through effective psychotherapy that empowers the individual to develop healthier and more effective methods of dealing with distress and its sources (Alexander, B. K. and Hadaway, P. F., 1982). Also solution focussed psychotherapies treating problematic use encourage lifestyle changes, as removal from the environment of distress and conditioned environmental cues for usage will result in a high percentage of problematic users of drugs, even those who have developed tolerance/withdrawal symptoms, to regain manageable patterns of drug behaviours or cease usage altogether (Robins L. N., Helzer, J.E., Davis, D.H. 1975). When working with abuse and dependence, as opposed to problematic use, these improved affective adaptation and lifestyle changes are often necessary factors in lasting successful treatment and this is an argument in favour of psychotherapeutic treatment of addiction. However, by the very definition of addiction, these changes alone are seldom enough to promote a return to unproblematic usage (Lewis, B. A., 1994). The long-term engagement of an SMI with a  “controlled usage” oriented approach to manage their dependence is a contradiction in terms, as dependence is defined by the individual’s inability to control usage. Indeed treating addiction as if it were no different to problematic use, in other words as a secondary condition, can prolong and exacerbate suffering of an substance misusing individual (SMI), creating more distressing cycles of failure to control usage, not to mention frustrate the therapist that their interventions “do not seem to get anywhere”, until the therapist themselves becomes part of the co-dependent system (Bateson, G. 1971, Schaef, A. W. 1987 and 1992 and Lewis, B. A. 1996).

Here lies a philosophical conundrum for contemporary psychotherapists - the recognition of addiction as to satisfy the disease model. The well–trained, experienced, modern practitioner is conditioned to perceive avenues to solution in the very presentation of the client’s symptoms (Thompson, K.F., 1998) . “Dis-ease” and its presence are interpreted as evidence of the working processes of natural healing agents within the human system (Gilligan S, 1997). To diagnose the client as “diseased” is to condemn the person into a static label of identification that defeats the very basis of therapeutic change, which ultimately rests on the premise of the individual’s agency in activating personal evolution (Bell-Gadsby, C. 2001). In defining clients as diseased, incurable and ultimately unaccountable, effective treatment is hindered and the goals of treatment obscured, just as if we described the presence of diabetes as making the diabetic eat sugar (O’Hanlon, W. and Rowan, T. 1999). 

Yet, therefore psychotherapy is uniquely positioned to hold communion with both sides of the perplexing paradox that is addiction. On the one hand, the basis of addiction processes is in how the individual looks to some uncontrollable entity outside of themselves (a substance or process) to become the source and measurement of their satisfaction and well-being (psychological and physiological dependence), creating a false sense of “powerlessness” over their choices and behaviours (Schaef, A, 1987). On the other hand, as it is put in “Twelve Steps” philosophy and substantiated by the brain disease model, effective recovery from dependence can begin only when the individual recognises their powerlessness over the substance of addiction and looks for help outside of the destructive system of their relationship to the substance, as AA members describe somewhat distractingly, to a “higher power” (Alcoholics Anonymous). The introduction of pharmacological substitutes or aversives does not approach the dynamics of addiction at the level at which it needs to be affected, as the power for recovery still remains within the prescribed substance and the administrator of treatment, both external, uncontrollable entities, rather than power being reclaimed within the personal system of the person in recovery. It is on this change of ownership of recovery and response to treatment, what psychotherapists call “engagement” that successful treatment rests (Lewis, A. 1996), whether or not pharmacology is used as an aid.

In presenting a realistic and scientifically attractive treatment protocol, psychotherapy is required to distinguish between treatment of behavioural patterns of problematic use and treatment of abuse and dependence, a physiological as well as psychological disease, and to address all three (Altman et al, 1996). In order to fully adapt their wealth of contribution to treatment of both problematic use and addiction, psychotherapy must make peace with, or at least accommodate as a metaphor, the disease brain model of addiction in the light of overwhelming neuro-scientific evidence.  The model already has some worth to psychotherapists in their ethical concerns regarding the obstructive personal condemnation of SMIs that otherwise results from regarding dependency as a “self-inflicted” state. However, the task of presenting treatment as reliable process without losing the very essence of psychotherapy into “expertly administered formulae”  (Thompson, K. 1986/2004) can be a rewarding challenge. In so doing their contribution is enriched, even to the point where, for some, the presence of highly problematic patterns of use may be recognised and arrested through psychotherapeutic and educational intervention before developing into the brain disease of addiction (Leshner, A. I. 1997). To prove such claims however and to develop so worthy a path as better treatment and even prevention of addiction, psychotherapists need to both develop research methods that can be conducted with or around neuro-scientific methods and adjust their perception of their own clinical successes to include scientifically informed explanations.
Table 1:
Summary of Epistemological and Ontological Differences between Scientific Method and Contemporary Psychotherapy

	Scientific Method
	Contemporary Psychotherapy

	Universal Laws
	Pattern, Exception and Paradox

	Replicability
	Individual Creative Deviation

	Atomism
	Cybernetic Relationships within Systems

	Model of Disease, maladjustment and Disease Onset
	Model of Health and Healing and Personal Evolution

	Diagnosis and Explanation
	Self-Description and Change

	Treatment as introduction of external agent
	Treatment as environment to stimulate internal agency

	Recovery due to treatment

	Recovery due to client’s response to treatment

	Ownership of treatment is Practitioner’s




	Ownership of recovery management is Client’s


Defining Contemporary Psychotherapy with relevance to Addiction Treatment

Whenever we speak of psychotherapy we have to ask  “which psychotherapy?” as the numerous and divergent modules of theory and practice are confusing even to the professional practitioner. Leaders in the field of psychotherapy, from Alfred Adler to Jeffrey Zeig, have reached beyond the confines of their subjective perceptions andspecialisms to flexibly combine and build upon their treatment practice and principles with the benefit of other complementary and contrasting schools of psychotherapy, attempting to integrate divergent theories (Lazarus, A. A., 1985). The last two decades has seen a greater integration of various denominations of psychotherapy, resulting in a “post-schoolist” movement where positive similarities are embraced more than negative differences are fought over (Balick, A. et al, 2004). For the purpose of this paper I shall refer to Contemporary Psychotherapy as a product of this movement, which I define generally below.

The word “con-tempo-rary” means literally “with time” or “moving in time”. There are many ways in which this title can refer to some of the defining features of Contemporary Psychotherapy (Gawler-Wright, P. 2004).

1. For psychotherapy to be described as moving with time, or in the times, it must show a flexible yielding to the progression of knowledge over time, acquired within its own field and a variety of related fields, from philosophy, the arts and cultural studies, to social politics and psychobiology (Varela, F.J., Thompson, E. Rosch E. 1991). In this post modernist era, psychotherapists need to display a willingness to build on traditional wisdom and experience with new developments in thinking, practice and appraisal, harnessing a confluence of development from European, American and Eastern models (Fenner, P. 1995). Therefore, Contemporary Psychotherapy is such that is aware of and responds to most useful current advances in the understanding and successful treatment of problematic use, abuse and dependency conditions, while bringing a multiple perspective to assessment and treatment protocols with SMIs.

2. A psychotherapy that is “with time” works with the full life trajectory of the subject and the internal representation of past, present and future that is present within the human mind. This promotes attending not only to past analysis and etiology, but focussing especially on motivational factors present in current experience of life - decisions, behaviours, stresses, resources and health - reaching progressively into time by attending to recovery outcomes through expectations, plans, outcomes and addressing future challenges and goals (Erickson, M. H. 1954/1980). Therefore Contemporary Psychotherapy focuses not just on the causation of addiction, but especially on the immediate needs of the client and their long term well-being, concerning the client’s management of their condition and recovery for now and in the manageable future.

3. A psychotherapy that is flexibly responding “with time” observes that people and their conditions are never static but in constant process. Contemporary Psychotherapy must be equally fluid in its response to the client’s progression, especially in addiction where progressive states from use to abuse to dependency and hopefully to recovery, require different approaches necessitated by different priorities, different dangers and different realistic possibilities. Interventions may be brief, mid-term or longer term (over one year). Similarly, recovery is not a single event, but a series of events that goes through many stages over time, so that treatment during recovery is likewise required to be responsive and synchronised with the client’s progress (National Treatment Agency, 2002).

4. A psychotherapy that is responsively pacing the development over time of the client, is aware of the “biological timepiece” that is the human body and the crucial engagement of the somatic intelligence in affecting positive psychotherapeutic change. Effective treatment is sympathetic and sensitive to the innate circadian and ultradian rhythms of the human biological and affective systems that are observable to the trained practitioner who is able to synchronise to and utilise these cycles to facilitate the client’s process of change (Rossi E.L. 1982, 1986). Therefore a Contemporary Psychotherapy approach to addiction, which has undeniable biological components, from homeostatic compromise to possible elements of brain damage and brain dysfunction, has at its basis the natural biological and behavioural cycles of the client, from the rhythm of cravings, the cycles of emotion, the pace set by behavioural routines, to the utilisation of naturally occurring hypnotic states even to the end of brain reparation (Rossi, E.L. 1992).

To appreciate such a psychotherapy in action, we must now clarify treatment outcomes.

Part 3: 

Steps to a Brain Friendly Psychotherapeutic 

Treatment of Addiction

Why Sobriety?

Although abstinence is accepted as an ideal goal for recovery, any steps toward this goal that reduce harm are considered steps in the right direction toward enhanced health and the prevention of disease.

A. G. Marlatt, 2000

The Models of Care definition of “treatment” is one that is precise yet flexible and workable within a Contemporary Psychotherapeutic understanding of what constitutes treatment.

This term describes a range of interventions that are intended to remedy an identified drug-related problem or condition, relating to a person’s physical, psychological or social (including legal) well-being. Structured drug treatment follows assessment and is delivered according to a core plan, with clear goals, which is regularly reviewed with the client. It may comprise a number of concurrent or sequential treatment interventions.

This definition will only be problematic to those forms of analytic psychotherapy that do not work within a solution focussed structure. If the drug references were removed, this paragraph could be used to describe the general treatment protocol of Contemporary Psychotherapy, embracing the many modalities of exploration, expression, healing and education that psychotherapy offers within a range of communicational, behavioural and creative activities. 

By drawing a parallel development of just some Contemporary Psychotherapy treatment interventions and outcomes alongside the broad definitions of types of usage, we can develop a map as in Figure 2 (page 15). This is a far from exhaustive list and it should be noted that interventions suitable for one type of usage may also be appropriate and contribute to the recovery of more progressed forms of substance misuse conditions. Again it is emphasised that the recovery path of individual, and hence their treatment plan, will follow some patterns but be structured and punctuated by individual needs, experiences, resources and responses.

For this paper I shall consider further only Substance Misusing Individuals (SMIs), for whom a therapeutic treatment outcome of maintenance of abstinence has the most to offer in the re-establishment of well-being. This is no mere statement of prejudice, as without prolonged periods of sobriety, the benefits of psychotherapeutic intervention are limited, as I shall illustrate. Nor should this be interpreted that psychotherapists can only and will only work with individuals once they have already achieved sobriety, as is sometimes suggested. As the influential solution-focussed psychotherapist and author Bill O’Hanlon puts it, “We can’t just say to people who are trying to stop using and need help to do so ‘Go and stop using and then I’ll help you’. That’s not just illogical, I think it’s unethical.” (In conversation with the author, 2003). Whatever our doctrine in the treatment of substance misuse, whether we are pharmacologists or AA sponsors, the first and main aim towards a client is their safety and the safety of those affected by their condition, followed by their co-operative engagement in treatment. A key contribution of psychotherapeutic input in the treatment of substance misuse is the critical process of stabilisation and engagement of the client in their own treatment plan and activity, and the engagement of significant others, prior to a process of detoxification and establishment of abstinence. 

However, until a period of sobriety has been chosen and achieved by the client, the further enormous benefits of psychotherapy during a recovery process are reduced for the SMI. It has been established that within rats high dose administration of ethanol suppresses stress-induced c-fos mRNA expression as well as immunoreactivity in the hippocampus, which is a locus of learning, and in the piriform cortex (Ryabinin et al 1995). Lower doses similarly decrease c-fos expression in the neo-cortex, hippocampus and the hypothalamus which is a central locus of hormonal psychoendocrine modulation of mind-body communication. Further, alcohol increases the expression of c-fos mRNA
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in the central nucleus of the amygdala which is the locus for stress, fear and trauma encoding in the brain ( Rossi, E. L. 2002). This supports the observations of experienced addiction-specialised psychotherapists that, while the therapeutic facilitation of achievement of sobriety in itself is a clear and challenging stage in recovery treatment, it is not until abstinence is achieved, that the greatest benefit can be experienced of psychotherapy in the management of cravings and affectation, development of improved cognitive skills in life-management and a client-sustainable recovery path. The period of time that an SMI spends in hopelessness as attempts to control their usage fail, the more their mainstay values in life, reputation, family, health, affluence, are likely to be compromised, making recovery a greater challenge. For this reason, the therapeutic stage of engagement is sometimes referred to as “high-bottoming”, an attempt to make the “rock bottom” that often pre-empts commencement of recovery as painless and safe as possible, with fewer costs.

What can happen in Brain Friendly Engagement?

The neurologically state dependent nature of memory, motivation and cognitive activity in the different states of the dependency cycle, (craving, acquirement, usage, intoxication, withdrawal) may determine the characteristic sequential incongruence of the personality of the SMI (Berridge, K. C.1997). The common description of those around an SMI over time is “it’s like s/he becomes another person” (Fischer, R. 1971). This means that state dependent cognitive and somatic resolutions to cease usage during a state of contrite withdrawal are, literally, forgotten or nonsensical during the state-bound cognitive and somatic incentives to acquire a substance during a state of craving (Hilgard, E., 1977) See Figure 3 (page 18). For this reason, much therapeutic progress made in a state of non-usage will appear to be undone or irrelevant during a state of usage (Lewis, B. 1996 and Schaef, A.W. 1987) and it is suggested that the double dissociation between the declarative knowledge of the SMI and their conditioned behaviours, (experienced by significant others as “lying” or “broken prmises”) is relative to functions in the amygdala and hippocampus (Bechara et al 1995). Therefore the task of securing engagement is one of bringing into simultaneous incongruence the using and non-using motivated states so that simultaneous consciousness of both states can be present, the self that wishes to continue to use and the self that wishes to stop usage. 

Rational contradiction and emotional coercion are equally ineffective in achieving this, as the client can only withdraw into defending the attacked position of using (Farrelly, F. 1995). More effective is the creation of an environment within which the client can safely experience for themselves the presence of both states and the ensuing conflict. For this to be possible, some degree of interruption of the compromised physiological patterns and behaviours must be achieved, accompanied by compensatory stabilising boundaries (Haley, J. 1985,) within which any kind of small change can be acceptable to the client and begin a process of autonomous engagement with the treatment process (Erickson, M. H., 1981). Such boundaries as fixed times and place for appointments and meetings facilitate the reintroduction of regularised ultradian rhythms so that transduced of mind/body information, that is normally inaccessible in either one or the other using/non-using states (Rossi, E. L. !992, 1996) can become accessible to the client’s consciousness.

For the purpose of this paper, I shall visit briefly one therapeutic stage of treatment that is “engagement”, as experienced by service users of James Cooke House (JCH) in the recovery journey for those clients who have tried and been unable to respond to controlled usage programs. That is, those service users who would be diagnosed as substance abusing or dependent according to DSM IV categories. A sample of 47 service users of JCH tested over the period of 31/3/2002 to 1/4/2004 revealed sustained abstinence by 36 of these SMIs (76.5%) with no more than one relapse episode of less than one week (O’Connor, E. 2004). These figures are truly impressive in addiction treatment and I shall analyse the treatment protocols of JCH through the filters of both psychobiology and cognitive science to illuminate some of the possible scientific explanations for such efficacy. Further reference below to the treatment protocols of JCH shall be drawn from ethnographic studies conducted in 2003 by the author.

JCH offers a recovery program based on abstinence for SMIs who, while the majority are poly-drug users, have identified alcohol as their drug of choice, and affected family 



 members of SMIs. While describing their treatment ethos as having “Twelve Step philosophy at our core”, the team of psychotherapists apply a flexible system of psychotherapeutic activity, administered by qualified individuals with a variety of knowledge and experience in models of psychotherapy ranging from Person-Centered Counselling, Arts Integrative Therapy and Family Systems Therapy, to solution-focussed models such as Cognitive Behavioural Therapy, Provocative Therapy, Hypnotherapy and Relaxation and Neuro-Linguistic Psychotherapy, in the form of group-work and one-to-one therapy.

James Cooke House is unusual in that unlike many comparable programs, the treatment program offered is non-residential, challenging service users to establish their recovery within the normality of their domestic and working life (for those who have retained or can return work), thus facilitating client-operated daily interventions to extinguish conditioned withdrawal responses and to bring to conscious management conditioned stimuli for relapse. This ambitious challenge for SMIs requires that the stage of engagement in the treatment program is regarded as a crucial therapeutic intervention. Without internally motivated commitment and a developing confidence in the possibility and desirability of recovery, enrolees might tip into just another round of the detoxification/relapse cycle that sucks hope from SMI and their significant others. 

Engagement is facilitated by the holding of three weekly “open sessions” that invite SMIs to attend the centre for 90 minute events that are largely hosted by service users who have completed various stages of the recovery program. While no pressure is exerted upon attendees to “enrol in abstinence”, they are advised to refrain from usage “for as long as is possible” prior to arrival and cannot use on the premises. Such effort by the SMI already interrupts usage-oriented rhythms and begins to establish a weekly routine based around recovery that is autonomously sustainable for the SMI. During the session, refreshments are offered, served by service users, and conversational socialising is shared between “peer supporters” who are graduates of the recovery program, current attendees of the program and aftercare program, and those SMIs who are still using. In this way, attendees can share experience of the program and their 

individual using and recovery path in a non-threatening, non-coercive way. Meanwhile, in another part of the building, attendees may take up an invitation for assessment with staff of their wider needs and a core treatment plan, including harm reduction, can be designed and activated, which might include the recruitment of other social or medical services. 

In this way, SMIs can experience the engagement of their fractionated user/non-user self, through self reflection and observation of others in social relationships and affiliative behaviour in forms that have been found to affect the endogenous opioid system with increase in CSF (-endorphin production in primates (Keverne, E. B. et al, 1989). The experience of these brain events as positive emotion that is not drug-induced, and conversationally directed to give attention to emotional information, from which the SMI is typically dissociated, may be influential in their process to engage in a recovery program.

This retrieval by the SMI of their own somatic information may be vital in the internal process of decision making, upon which firm and clear commitment to any treatment program relies (Figure 4, page 21). It has been established, through the use of behavioural experiments such as the “gambling task” and physiological measurements such as skin conductance response that some SMIs show the same dysfunctional decision-making patterns as patients with bilateral lesions of the ventro-medial prefrontal cortex (Bechera, A. and Damasio, H, 2002). It has not been established what may be the cause of such brain dysfunction within SMIs, whether it may be a result of genetic expression, or impaired cognitive and social learning or as drug-induced brain damage. But such impaired brain activity supports the somatic marker hypothesis which poses that decision-making is closely dependent on normal emotion processes (Damasio, A. R. 1994). “Future myopia” is a phenomenon observed both anecdotally and in the above research in the choices of many SMIs who seem dissociated from helpful somatic signals of comfort or discomfort when pondering future consequences. Such impairment may be critical not only in the development of substance misuse into a somaticised condition but also in the especial challenges of engaging an SMI with commitment to their own recovery.



At JCH an explanation of some of their success in treatment protocols may be the imaginative and task-oriented engagement of the client in constructing a future of recovery that they find compelling and possible. This begins at the very early stages during assessment interviews in the open sessions and continues before during and after treatment and aftercare (a 6 week program of 5 days per week followed by graduated stages of aftercare over two years). As one service user described it: 

“When they’ve got ______ and ________, and they’re real therapists and it’s not like the AA and that because they ask you questions that when you answer them you start to think this isn’t bullshit. And it’s not them I mean, it was like me, I wasn’t able to bullshit. And I thought, Jesus, this is scary, I can see this happening. And I wanted it (recovery), but really.” 

The use of sensory and emotional predication in such statements (“scary” “see” and “wanted”) may be linguistic markers for a return to awareness of internally generated sensory processes that occur when representing the future in an associated way, somatically evaluating predictions and desires (Erickson, M. H. !954) which imbue decisions with meaning and utility (Kahneman et al, 1993 & 1994). Such psychological process and its accompanying brain function, may indicate how the JCH protocols for engagement contribute to the overall success of the treatment program. 

An opportunity to progress the enquiry of Bechera and Damasio could include experiment using behavioural tasks such as the gambling task and other more complex moral decision-making tasks, as utilised by Schultz (Schultz, S. 2001) and measuring performance, SCR and brain imaging patterns of SMIs before, during and after key stages in the recovery program of psychotherapeutic treatment centres such as JCH. Other stages of treatment following the establishment of sobriety could be similarly explored as improved somatic/cognitive management of cravings, emotions, relational and planning skills are promoted through the ongoing applications of effective psychotherapeutic treatment with SMIs.

Together and Beyond

Psychotherapists have much to gain from laying their work open to scientific research and informing their practice with the current burst in neuro-scientific advances. Society also could only gain from the establishment of philosophically harmonised, if not unified, treatment protocols leading to clinically efficacious, cost effective, user-friendly and life-saving interventions. A scientifically informed psychotherapy can receive better attention in the form of funding and promotion for the greater access of the in-field population. Better scientific understanding of the mysterious internal processes of the client’s autonomous, unique road to recovery and the sacred social relationship that is the environment of psychotherapeutic intervention, would not violate, but help to protect, the values of psychotherapy that permit it access to the intimate realms of internal healing agency of the mind/body that is powerfully present within the human being. In such a way, psychotherapy could validate itself as a scientifically informed art that incorporates, satisfies and integrates the many models of addiction. 
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DEPENDENCE – A DSM IV defined condition, distinguished from abuse by symptoms of tolerance/withdrawal and inability to control drug use, with more taken than is intended. Usage becomes a lifestyle, replacing other important activities and negative consequences may not be enough for usage to be discontinued. Highly unlikely to return to unproblematic usage but may develop into abuse patterns through failed attempts to control usage (TFRSDM 1996).





ABUSE – A DSM IV defined condition, distinguished from problematic use by the continued and recurring use despite use leading to physical hazards, legal problems, social and interpersonal problems and failure to meet major obligations, such as in parenting and in work. Arguably, it may not be responsive to treatment that does not address drug abuse as a primary condition and usage behaviours may be highly unlikely to return to being unproblematic (TFRSDM 1996, NTA 2002).





ONGOING TREATMENT OUTCOMES  


Psycho-Education – Information to aid client’s understanding of usage, mis-usage and treatment choices and ethos.


Harm Reduction – Reduction in usage hazards, such as infection, overdose, arrest or attack, and reduction in detriment to health through moderation of usage.


Social, Domestic and Legal Support – Practical support to alleviate other causal factors leading to detrimental usage, progression of condition or relapse.





PROBLEMATIC USE – development of usage as an adaptive coping strategy or as modelled behaviour. May show symptoms of tolerance/withdrawal. May return to unproblematic use if better adaptive patterns are fostered in early stages of condition or if external circumstances change. May reflect a finite stage in life or develop into an addiction condition (Robins L. N., Helzer, J.E., Davis, D.H.1975), (Marlatt, G. A, 2002)





UNPROBLEMATIC USE – experimentation or partaking according to usual patterns of age group and culture, that does not cause any social, psychological or physical detriment. For the majority will not, but may for some, develop into an addiction condition.





Contrasting filters, memories, motivations, affective and cognitive processes





POSSIBLE TREATMENT OUTCOMES FOR ABUSE 


AND DEPENDENCE 


Assessment – to help client recognise the development of addiction condition and likely future expectations.


Engagement – Precise interventions to assist client to assess own outcomes and make decisions regarding own recovery.


Interruption of destructively dissociated states – bring drivers of use to conscious awareness and stabilise condition.


Behavioural Strategies - to assist maintenance of sobriety and reduction in frequency and duration of relapse.


Future Orientation – interventions to improve impaired decision-making and regain control of own actions


Somatic Orientation – Recognise and consciously attend to dissociative states. Regain recognition of varying somatic markers, including guiding emotions, and distinguish these from craving


Improved Adaptive Strategies


Develop social and interpersonal connections – Mend or create connections to others, develop identity as social being in intimate, contributory and moral functions. 


Values Orientation - Promote development of own values, value of others, and of sobriety and well-being.








POSSIBLE TREATMENT OUTCOMES  FOR PROBLEMATIC USE 


Assessment – to help client recognise if substance misuse is an aggravator of other current problems


Interruption of current usage patterns – interventions to assist client to control usage and extinguish conditioned responses


Improved Adaptive Strategies –  May be future oriented and solution focussed in assisting client to better emotional management and/or work to heal unattended past pain and identity construction








TIME TRAJECTORY – Types of usage may or may not be progressive from one form of usage to another and length of cycles in one condition before developing into another vary according to individual and substance(s) used.





INTERVENTION OUTCOMES DURING UNPROBLEMATIC USE 


Education - that promotes safe usage, exposes dangers of mis-usage and helps individuals and groups to recognise the development of problematic use and addiction conditions, including what can be done if problems emerge.
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 Creating a Healthy Relational Field


Adapted from and recreated with permission of Stephen Gilligan
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