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Boundaries and Agreements
• Respect of  Difference
• Confidentiality
• Supervision conditions for 

discussion of  client cases
• Punctuality
• What Else?



What is 
Addiction?

Have you been affected by 
addictions through

• Your own use of  substances

• Others use of  substances

• Compulsive behaviours

• Images and stories

• Societal Cost

• Client Presentations



Some Definitions

• Dependence on a substance or behaviour that is 
continued despite catastrophic consequences 
and with diminishing reward

• A behaviour, such as substance use or a repeated 
process, which we feel compelled to continue 
despite sacrifice of  other values and about which 
we feel compelled to lie  



Addiction: Attached by one’s
own inclination, devoted, given
inclined, delivered, bound over

Addict: To bind, attach, devote
oneself as a servant, disciple or
adherent

Oxford	English	Dictionary



Exercise in Pairs
1. What are you devoted to?
Or
What do you spend significant time 
doing that you find pleasurable?
2. What makes it important to you?
Or
What do you get from doing that?
3.Do you ever use that to help you 
change the way you feel?
4. Did it work?
5.Have you ever felt satisfied with the 
amount of  it you have had / done?
6. What would be the consequence of  
continuing beyond the point of  
“enough”?
7. Have you ever continued whatever 
the consequences?
8. What did you hope for?
9. What did you get?



Contrasting Perceptions

GLAD
Challenging 
Restrictions

Beyond the “Norm”
Liberation



Contemporary Model



Common Observations and Features of Addiction
PROCESS – Not a single, cause, event or “thing”
SYSTEM – Distinct and inter-related parts
HIERARCHAL – Dominance of  an obsessive 
compulsion over other values and needs
SOLUTION THAT HAS BECOME A PROBLEM –
best way to date of  meeting an undeniable need
DENIAL – Deletion of  informative experience and 
cognitive self-contradictions
PARADOX – Related existential themes can generate 
endless analysis, contradiction which delays recovery 
action, while recovery process may enlighten and offer 
transpersonal experience



Exercise in Threes
Take turns to be Guide, Explorer 
and Observer. 
1. Explorer identifies a specific Personal 

Unwanted Behaviour that they have 
wanted to stop but continue doing. 
Keep to yourself  what the behaviour is.

2. Guide says the questions one by one 
from “Assessment of  your PUB”. Wait 
for the Explorer to really have time to 
consider and respond to the question in 
the silent privacy of  their thoughts. 
Explorer indicates when they are ready 
for the next question.

3. Observer observes without comment.

4. Swap around until each has been in 
each role.

5. Finally, discuss your experiences, 
observations, realisations, feelings about 
being observed etc.
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Happy Usage
Testing Limits

Problems from Using

Contemplating 
Stopping

Action to Stop

Maintaining Stopping

Rebuilding Life

Living with Greater 
Mindfulness
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Convergent Models
Controlled Use

Loss of  Control

Attempt to Regain 
Control

Loss of  Control

Engage in Recovery

Detoxification
Abstinence/Relapse

Sobriety

Living a Sober Life



The brain adjusts to the 
fast dopamine flooding 
of  the synapse.
It closes down some 
receptor sites and 
inhibits reuptake of  the 
transmitter.
This results in less 
production of  dopamine 
AND less reception of  it.
More of  the stimulant is 
needed for the same 
effect (tolerance) and use 
is followed by stronger 
cravings and obsession



How Addiction Changes the Brain
– And Why Psychotherapy Can Help

1. Changes in Reward System

2. Changes in Learning and 
Memory System

3. Creation of  Conditioned 
Responses to Certain Stimuli

4. Impaired Impulse Control and 
Decision-Making

5. Increased Vulnerability to Stress
6. Decreased Ability to feel good 

feelings like satisfaction, 
connection or sensory pleasure

Substance or Activity Shortcuts the 
flood of  Dopamine to the nucleus 
accumbens. 
Hippocampus lays down stronger 
memories of  this rapid satisfaction.
Amygdala creates stronger than 
normal conditioned responses.
Changes in Dopamine uptake 
increase vulnerability to stress and 
decreases ability to feel pleasure



Brain Circuit Changes 
in the “Addicted Brain”

DRIVESALIENCY

Mediate 
Impulse

DRIVESALIENCY

COMPULSIONOBSESSION

Salience = prominence, standing out from other things. 
Bottom-up, memory free, reactive association.
More WANTING (craving), less LIKING (pleasure)
More OBSESSION, less DECISION-MAKING
More COMPULSION, less IMPULSE CONTROL





Constructed 
Meaning

Sensed 
Experience

PATTERNS EXPECTATIONS

ADDICTION disrupts 
the Synchronous Whole 
through DENIAL.
• All emotion and 

visceral feedback 
become generalised as 
“craving” and “using”

• Cognitive mind is 
commandeered into 
obsessing over 
procurement while 
Junk Logic constructs 
reasons to defend 
continued usage

• Loss of  narrative 
linkage between 
actions, consequences 
and decision-making



Common 
Components of  

Models of Recovery
• An addiction is a PROCESS, never 

static but always progressing, either 
getting worse or getting better.

• Addiction is a SYSTEM. It depends on existence of independent but connected parts, 
requiring systemic or multi-level intervention for successful recovery

• Addictions are based on a HIERARCHY of values or functions, offering temporary 
relief of need, becoming a dependency because the solution is never permanent. It 
takes time, energy, action and attention to sustain the addictive system

• Addiction has been an ATTEMPT TO BALANCE this system of opposing forces. 
Recovery involves a period of destabilisation (withdrawal, catharsis, uncertainty, 
experimentation) to allow more effective ways to meet diverse needs and wants

• Addiction must be fed by DECEIT or DENIAL. There is more than one presentation 
of reality offered by a  fractured identity. Cognitive processes of a person suffering 
from dependency offer self-contradictory or irrational arguments. 

• Addiction revolves around the issues of POWER, CHOICE, CONTROL, 
RESPONSIBILITY and FREEDOM and the loss or limits of these - PARADOXES



Sensed 
Experience

• Information gathering that only focuses on 
naming and explaining can generate more 
dissociation

• inviting only yes/no answers can trigger 
denial and split states

• overly confronting  or pushing to a 
conclusion can increase power struggle

• using questions that help to expand 
attention to sensory experiences without 
judgment can facilitate re-association and 
insight

• Therapist’s non-attachment to answers or 
outcomes may be essential to shame-free 
and honest reflection on a normally 
unconscious process
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Increases Anxiety and 
Pain

A Compulsive Circular Pattern that is  perpetuated by substance  
dependence increases stress and limits thinking and behaviour

Intervention Points

COGNITIVE SOMATIC

BEHAVIOURAL
RELATIONAL

SOMATIC



Common “Revolving Door” Narratives
- And Potential Turning Points

TIME

Precontemplative
Revelling, 

Denying
Avoiding Change

Seeks Non-Specific Help
Talks of  other issues
Continue Using
“Nothing Changes”  
Dismisses Service as 
Unhelpful

Using Helping Services 
but not identifying 

usage as primary 
source of  problem.

Staying just well 
enough to continue use

Crisis or Using 
Incident brings 
engagement with 
Help that specifically 
addresses usage

Using Addiction 
Services to Stabilise
and Reduce Harm,
But remaining here 
for years in 
“maintenance”, e.g. 
methadone

Enters Recovery

Becomes Identified 
with “Disease”. 

Obsessed with 
“Vigilance”

“Dry Drunk”
Addictive 

Behaviours without 
Usage.

Relapse

Builds Sobriety
Takes Responsibility 
Addresses Trigger 
Feelings and Contexts
“Life on Life’s Terms”



Seeks Non-Specific Therapeutic Help for other Issues
Assess if  drink, drugs, obsession, compulsion was 
involved in immediate events that lead to seeking help
“As you’ve seen (getting drunk/drinking every day) made 
these events worse for you, and because it will help you 
get more out of  therapy, How would you feel about 
avoiding using alcohol over the period of  therapy/for a 
few weeks? If  that feels difficult we can look at how you 
can gain better control. I can give you some really helpful 
information on how drink makes problems like yours 
worse and how stopping or controlling your drink for a 
while will help you to make more of  the changes you 
want, much more easily and successfully.”

Optimising Early Turning Points



Crisis or Using Incident brings engagement with Help 
that specifically addresses usage
“So you’ve come/been referred to our services/my 
practice which specialises in working with 
dependence/compulsivity. Is this the first time your 
usage/compulsion has lead to difficulties in your life?
Can we look at when you started usage, what that was 
like and how that has changed over time?
Does any one else in your family have similar issues?”

Optimising Early Turning Points
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1. We admitted we were powerless over 
alcohol - that our lives had become 
unmanageable.

2. Came to believe that a Power greater than 
ourselves could restore us to sanity.

3. Made a decision to turn our will and our 
lives over to the care of  God as we understood 
Him.

I can’t

You can

I’ll let you



4. Made a searching and fearless moral 
inventory of  ourselves.

5. Admitted to God, to ourselves and to another 
human being the exact nature of  our wrongs.

6. Were entirely ready to have God remove all 
these defects of  character.

I am and I did

I know, You know, I am and I did

I can change



7. Humbly asked Him to remove our 
shortcomings.

8. Made a list of  all persons we had harmed, and 
became willing to make amends to them all.

9. Made direct amends to such people wherever 
possible, except when to do so would injure 
them or others.

I can’t change alone

I can empathise, We can reconcile

I can take action and I can let go



10. Continued to take personal inventory and when we 
were wrong promptly admitted it.

11. Sought through prayer and meditation to improve 
our conscious contact with God as we understood Him, 
praying only for knowledge of  His will for us and the 
power to carry that out.

12. Having had a spiritual awakening as the result of  
these steps, we tried to carry this message to alcoholics 
and to practice these principles in all our affairs.

I do my imperfect best

I can heal, I can grow, I can learn

I can come back, I can give back



Steps 1 – 3  Opening to HUMILITY

I can’t
You can
I’ll let you

Steps 4 – 6  Opening to RESPONSIBILITY

I am and I did
I know, You know, I am and I did
I can change

Steps 7 – 9  Opening to SERENITY

I can’t change alone
I can empathise, We can reconcile
I can take action and I can let go

Steps 10 – 12  Opening to CONNECTION

I do my imperfect best
I can heal, I can grow, I can learn
I can come back, I can give back

Pacing Therapy Styles with Recovery Cycles

Stabilising
Possibly Medical Intervention Required

Behavioural and Achievable Changes
Modelling Others in Recovery

Highly Vulnerable Stage
Healing Trauma and Shame

Constructing Compelling Future

Attachment and Forgiveness
Affect Recognition and Regulation

Acceptance and Compassion
Mindfulness

Relationship Patterns
Meaning and Paradox

Values and Contribution
Social and Transpersonal Self



SHAME 
COMPASS



NOT-THE-SAME
Intellectualised
Comparisons

LAME
Internalised
Limitations

BLAME
Externalised
Judgments

NO-NAME
Somatised

Secrets

Shame Fractures the 
Synchronous Whole, 
forcing 
compartmentalisation

Shame Activates 
the Neurological 

Processes of  
Dissociation

If  system is unrestored after 
shame’s function has been 
served it becomes rigid, toxic 
and indiscriminate

The unjust non-sense 
of  toxic shame 

demands a 
counterbalancing 
defense, seeking 

external culprits  who 
have, or caused, “No-

Name” feelings 



Evolving Descriptions

1941 - Jellenik offers ground-breaking sub-types of  the disease of  
“alcoholism”

1952, 1968 - Formulations of  diagnostic criteria continued with the 
American Psychiatric Association's publication of  the Diagnostic 
and Statistical Manual of  Mental Disorders, First Edition (DSM-I), and 
Second Edition (DSM-II) (10,11). 
Alcoholism was categorized in both editions as a subset of  
personality disorders, homosexuality, and neuroses (2,12). 

1970s – Feighner criteria to establish research measurements rather 
than subjective judgments of  practitioners. 
Edwards and Gross focus on essential elements of  alcohol 
dependence as a narrowing drinking repertoire, drink-seeking 
behavior, tolerance, withdrawal, drinking to relieve or avoid 
withdrawal symptoms, subjective awareness of  the compulsion to 
drink, and a return to drinking after a period of  abstinence.

DSM IV - 1994



Evolving Descriptions
1980 - DSM-III, for the first time, the term “alcoholism" was 
dropped in favor of  two distinct categories labeled “alcohol abuse”
and “alcohol dependence”. 

Alcohol abuse and dependence in the category “substance use 
disorders” rather than as subsets of  personality disorders. 

1987 - DSM-III-R, the category of  dependence expanded to include 
some criteria that in DSM-III were considered symptoms of  abuse. 

Dependence as including both physiological symptoms, such as 
tolerance and withdrawal, and behavioral symptoms, such as 
impaired control over drinking. 

Abuse became a residual category for diagnosing those who never 
met the criteria for dependence, but who drank despite alcohol-
related physical, social, psychological, or occupational problems, or 
who drank in dangerous situations, such as in conjunction with 
driving. 

DSM IV - 1994



Evolving Descriptions

1994 – DSM IV. A coordinated effort involving a working group of  
researchers, clinicians and advisers representing the fields of  
psychiatry, psychology, and the addictions fields. 

Includes non-overlapping criteria for dependence and abuse. 
Subtyping of  dependence based on the presence or absence of  
tolerance and withdrawal. 

Includes drinking despite recurrent social, interpersonal, and legal 
problems as a result of  alcohol use. 

Highlights the fact that symptoms of  certain disorders, such as 
anxiety or depression, may be related to an individual's use of  
alcohol or other drugs.



Evolving Descriptions
1994 – 2013 DSM IV

Continued attempt at distinct categorisation

Dependence
at least 3 of  the 7 symptoms below must have been present in the last 12 months..

• evidence of tolerance
• evidence of withdrawal
• using more or longer than planned
• having a persistent desire or unsuccessful attempts to reduce or 

control use
• spending a great deal of time obtaining, using, or recovering 

from the effects of the substance
• reducing or not attending important social, occupational, or 

recreational activities because of substance use
• continuing to use after identifying that social, psychological, 

or physical problems are being caused or exacerbated by the 
substance.



Evolving Descriptions

1994 – 2013 DSM IV
Continued attempt at distinct categorisation

Abuse
“a maladaptive pattern of  substance use”, requires only 1 of  the following 
4 symptoms.

• using has resulted in absences, poor performance or other problems 
with major role obligation

• repeated use in dangerous situations

• repeated drug-related legal, (or financial) problems

• continuing to use after identifying that social, psychological, or 
physical problems are being caused by the substance



Evolving Descriptions

2013 DSM V

Separate categories of  “dependence” and “abuse” are dropped in favour
of  a spectrum concept.
The use of  the word “addiction” is reintroduced, with emphasis on 
multiple and diverse presentations as “addictions and related disorders”.
Separation of  “dependence” from normal “tolerance and withdrawal” 
from substances such as medication.
Emphasis on the drug-seeking behaviours of  addiction.
“Substance-use disorders” broken down by drug type, such as “cannabis-
use disorder” and “alcohol-use disorder.”  
Symptom of  “drug craving” added to the criteria, while a symptom that 
referred to “problems with law enforcement” eliminated due to cultural 
considerations that make the criteria difficult to apply internationally.
“Behavioural Addictions” added naming gambling, but internet addiction, 
addiction to pornography and other process addictions are rejected due to 
“a need for more data”.



+Attachment Theory and Styles







Linguistic
Construct

Sensed 
Experience
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The Killer Contract

What is it that we’re happy 
about?



S

The Killer Contract
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The Killer Contract



S

The Killer Contract



Linguistic
Construct

Sensed 
Experience
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Convergent Models
Controlled Use

Loss of  Control

Attempt to Regain 
Control
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Increases Anxiety and 
Pain

A Compulsive Circular Pattern that is  perpetuated by substance  
dependence increases stress and limits thinking and behaviour

Intervention Points

COGNITIVE SOMATIC

BEHAVIOURAL
RELATIONAL

SOMATIC
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Increases Anxiety and 
Pain

A Compulsive Circular Pattern that perpetuates and 
increases stress becomes as addictive as any drug  

Intervention Points

COGNITIVE SOMATIC

BEHAVIOURAL
RELATIONAL

SOMATIC



Contrasting Perceptions

GLAD



God
Grant me the

SERENITY
To accept the things 

I cannot change

COURAGE
To change the things

I can

And WISDOM
To know the difference


