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Disease Model Assumptions

¢ Addiction isa biologically-based syndrome with
psychological and social components affecting its
expression

¢ “Brain allergy” to psychoactive substances

¢ Predisposition isinvisible (can be inherited)

¢ Oncetheaddiction “switch” In the brain isturned
on, it can’t be turned off

+ Addiction remains dormant (in remission) until
reactivated by alcohol/drug use



% Disease Model
Assumptions

¢ |nevitably If left unchecked, the disease
becomes progressively wor se leading
ultimately to disability and death

¢ Thediseaseisgeneric to all psychoactive
substances, irrespective the particular
substances the person happensto choose



% Disease Model

Treatment | mplications

¢ Lifelongtotal abstinence from all psychoactive
substancesisthe only acceptable treatment goal

¢ Confrontational and coercive tactics are seen as
necessary to break through “denial”

& Successful recovery requirestrue acceptance of the
disease, powerlessness, and surrender to a higher
power

¢ Recovering addictsarein the best position to help
other addictsrecover



¥ Disease Model
Treatment | mplications

Themore severethe addiction, the more
accur ately the disease model describesthe
problem-
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e with chronic, persistent, relapsing addiction
e with multiple or substitute addictions
e who suffer severe life-damaging

conseguences, but continueto use



¥ Disease Mode
Limitations & Drawbacks

¢ Applied indiscriminately to the full range of SUDs
even when it isnot a good fit

¢ |gnoresand dismisses individual differences

¢ Ignoresthat thereisa CONTINUUM of alcohol/drug
oroblems

¢ Promotesarigid stancethat reliestoo heavily on
aggr essive confrontational tactics

¢ Promotestheideathat thereisoneand only one
pathway to recovery for everyone (e.g., AA)




* Adaptive (Psychological)
Models

¢ Include arange of psychodynamic, cognitive, and
pehavioral approaches each based on fundamental
peliefs about the nature of addiction and therole of
nsychotherapy in treatment

¢ Substance useisseen asoriginally adaptive and an
attempt to cope

¢ Substancesinitially enhance functioning and thus
become potent reinforcers.




¥ Psychological (Adaptive)
Modéels. Assumptions

¢ People develop SUDswhen they need compensatory

coping mechanisms (e.g., they are anxious, depr essed,
traumatized, fatigued, shy, easily distracted, etc.)

¢ Thereareuniqgue, complex interactions between :
+ Phar macology of the drug
¢ Setting and circumstances of use

& Characteristics of the user (physiology, personality,
expectations, mood, emotional state, etc.)



¥ Psychological (Adaptive) Models
Assumptions

+ By inducing emotional numbness, substances turn off
emotional “radar” leading to maladaptive behavior
(failureto recognize and cope with problems)

¢ SUDsarenot unique. They can be understood by the
same psychological and behavioral principlesas

other disorders



* Psychological (Adaptive) Models
Treatment | mplications

¢ Complete abstinence from all psychoactive
substances may or may not be required depending on
problem severity and other clinical consider ations

+ Exploration of possible contributorsto addiction in a
person’s developmental history isimportant, but not
In the early stages of treatment

¢ Theoretical models and treatment approaches
developed with other disorders might be applicable



* Psychological (Adaptive) Models
Treatment | mplications

¢ Thefocusof treatment ison “ self-medication”
aspects of substance use rather than specific
drug actions

¢ Treatment techniques based on the disease
model are not incompatible with adaptive-
model approaches and where applicable can be
Incor por ated into the ther apy.



¥ Sdf-Medication Hypothesis
(Khantzian)

@ Addiction vulner ability due to impairmentsin affect

regulation, self-care, self-esteem, and inter per sonal
relationships

€ Some vulnerable people feel too much: overwhelmed
by affects, inadequate stimulus barrier, deficient
affect management, and self-soothing abilities.

@ They arelikely to choose depressant drugs (e.g.,
Alcohol, tranquilizers, opioids)

€M ay be developmentally rooted in neglect, abuse,
trauma, unattuned parenting



¥ Sdf-Medication Hypothesis
(Khantzian)

& Some peoplefed too little, have an overactive
stimulus barrier, are emotionally numb, lack
signal anxiety, and have impair ed affect
recognition skills (i.e., lack emotional “radar”)

¢ Likely to choose stimulant drugs such as
cocaine or methamphetamine



¥ Clinical Implications of the Self-
Medication Hypothesis

@ Create atmospher e of behavioral and emotional safety
(“holding” environment )

@ Utilize cognitive-behavioral interventionsto teach
patients how to recognize, label, and manage internal
affects and contain acting-out impulses

@ Utilize psychotropic medication to cushion emotional

extremesto facilitate lear ning of affect regulation
skills

@ At an appropriate point, utilize insight-oriented
techniques to address unresolved issues



% Harm Reduction Approach
Denning (2000)

¢ First,donoharm!

¢ Thereisacontinuum of substance use from non-
problematic to extremely problematic and a
continuum of substance-related har ms as well

& Substance useisinitially adaptive (beneficial)
& Progression from useto dependenceis not inevitable

¢ Use of intoxicantsis a normative behavior occurring
In all cultures over many thousands of years
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Harm Reduction

¢ Treatment should beindividualized not boilerplate,
respecting the patient’s priorities and goals

+ Active alcohol/drug users can and do benefit from
treatment

¢ Therdationship with each susbtance isunique (drug,
set, and setting)

¢ Any reduction in drug-related harm isa step in the
right direction whether or not per manent abstinence
Isachieved




% Harm Reduction Approach

Treatment | mplications

& Acceptsthe person “where he/sheis’
¢ Focuseson reducing harm asfirst priority

+ Allows patientsto select goalsthat range from
reduced useto total abstinence

¢ Treatment isbased on therightsof individualsto
make choices independent of thetherapist’s values,
priorities, and preferences



% Harm Reduction Approach

Treatment | mplications

¢ Thedevelopment of therapeutic rapport isthe
foundation of treatment

& Susbtance user s have needsthat go beyond substance-
focused treatment, and therapy should addressthese
needs

¢ Confrontation isto be avoided in favor of therapeutic
techniquesthat foster engagement, reduce resistance,
and increase motivation



* Project MATCH

¢ Motivation Enhancement Therapy

¢ Cognitive-Behavior Therapy

¢ 12-Step Facilitation Therapy

+ No difference between groupsin retention and outcome

+ No difference based on therapist’srecovery status or
degreeleve

+ |mportant differences based on therapists' clinical style
& stancetoward patients
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