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Foreword

One of the more striking aspects of drug research over the last few
years is the relative upsurge of various models and theories explaining,
wholly or in part, the problems of drug abuse. In fact, this rapid
growth has signaled the need for a single, concise, and widely available
volume which would allow interested researchers to discover the exist-
ence, diversity, convergence, and complexity of the array of contempo-
rary explanatory perspectives.

Undertaking the preparation of such a compendium was carefully con-
sidered. It was our intent to present as many theories as practicable,
in an open, nonjudgmental, noncritical manner, and to allow each
theorist to speak for his or her own theory. The volume contains 43
theoretical perspectives representing the work of more than 50 theorists.
| trust the reader will find this collection of ideas stimulating and will
be encouraged to generate future research aimed at hypothesis and
theory testing.

Marvin Snyder, Ph.D.
Director, Division of Research
National Institute on Drug Abuse
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A Guide to the Volume

One of the early indications that a social problem research domain has
come of age is the quantity and quality of the theoretical explanations
for it. Over the last several years interest in research on the problems
of drug dependence has grown dramatically. What is particularly
striking is that each of a wide array of scientific disciplines has explored
the problem. Drug dependence is a complex contemporary social
problem. Its complexity derives in part from the impact it has on the
individual user psychologically, socially, and biologically, and in part
from its effects on society, law, economics, and politics.

The primary intent of this volume is to present a representative selec-
tion of contemporary theoretical orientations and perspectives in the
drug abuse research field, derived from the social and biomedical
sciences. Among our secondary aims and intents were these: (1) to
produce a major reference volume for research scientists and other
interested readers, (2) to afford theorists a forum in which to present
their views, and (3) to allow readers to compare and contrast the
diverse range of theories on drug abuse.

In designing this volume, it was necessary to assure that each contribut-
ing theorist would have sufficient latitude in style of presentation and
textual development, and yet that the reader would find comparable
discussions of formalized issues so that convergences and divergences
among and between the theories could be easily discerned. The solution
to these apparently disparate aims was to divide the volume into two
distinct parts. Part 1 of the volume contains 43 separate theoretical
overviews, one for each of the theories or perspectives. Here, the
contributors were given relatively free rein to present an overview of
their positions. In contrast, the second part of the volume is purpose-
fully highly structured.

For practical purposes we needed a working definition for theories.
The question became, “What is a theory of drug use/abuse, and what
are its components?” In general we viewed a theory as something
which addressed at least several of the following topics: (1) why
people begin taking drugs, (2) why people maintain their drug-taking
behaviors, (3) how or why drug-taking behavior escalates to abuse,
(4) why or how people stop taking drugs, and (5) what accounts for
the restarting of the drug dependence behavior or cycle once stopped.
The five chapters of part 2 refer to these five components of a theory,
namely, Initiation, Continuation, Transition: Use to Abuse, Cessation,
and Relapse. It was hoped that such an organizational framework
would facilitate the reader’s ability to compare and contrast the theories.

xiii



In order to facilitate cross-theory comparisons even further, a series
of guides has been included in the volume. Additionally, we developed,
in conjunction with the authors, a set of shorthand or abbreviated
theory titles. Guide 1 is a listing of all contributing theorists and
their affiliations. The second guide is a classification of the theories
into four broad categories, theories on one’s relationship to self, to
others, to society, and to nature. A more specific classification of the
theories by academic discipline appears in guide 3.

The most important of the guides is guide 4, Organization of the
Volume. For each theory, this guide gives the pages on which the
overview can be found in part 1, and the page numbers of the corre-
sponding theoretical components (if any) in part 2.

Guide 5, Theory Boundaries, presents a concise, comparative summary
of each theory, including its drug focus; the age, sex, and ethnicity
of the population to which the theory applies; and a listing of the key
variables inherent in the theory.

There are several ways to use this reference volume. One could of
course read it straight through. One could read a particular theory
overview in part 1 immediately followed by the corresponding sections
or components in part 2. Or one may wish to focus on a specific

theoretical component of interest in part 2 followed by selective reading
of appropriate overview material in part 1. We hope that the volume’s
specialized format will encourage and facilitate its frequent use.

Dan J. Lettieri, Ph.D.

Chief, Psychosocial Branch
Division of Research

National Institute on Drug Abuse
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GUIDE 2.—Theory classification

Theorists Abbreviated titles Self Others Society Nature
Ausubel Personality-Deficiency Theory °
Becker Social Influence Theory *
Bejerot Addiction-to-Pleasure Theory °
Chein Disruptive Environment Theory [
Coleman Incomplete Mourning Theory
Dole and Nyswander Metabolic Deficiency Perspective °
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Goodwin Bad-Habit Theory )
Gorsuch Multiple Models Theory .
Greaves Existential Theory .
Hendin' Adaptational Theory .
Hill Social Deviance Theory °

Theory classification was in the main chosen by the authors and reflects the authors’ first choice of category.
It is recognized that many of these theories could be classified in more than one category.--ED.

'The choosing of this classification was somewhat arbitrary; other classifications would also have been appro-

priate.
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GUIDE 2.—Theory classification-Continued

Theorists Abbreviated titles Self Others Society Nature
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GUIDE 2.—Theory classification-Continued

Theorists Abbreviated titles Self Others Society Nature
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Wurmser Defense~Structure Theory .
Zinberg Social Control Theory [

' The choosing of this classification was somewhat arbitrary; other classifications would also have been appro-

priate.
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Opiates
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psychopathology,
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Fear of failure,
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emotional inhibi-
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ceived drug
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Opiate Receptor
Perspective

Opiate receptors,
opiate-induced
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Smart
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Availability and
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enhancement,
escapism
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traumatic loss,
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parent/child over-
involvement,
pseudo-individua-
tion, triadic inter-
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addiction cycle

Steffenhagen

Drugs--general

Al

Both General

Self-Esteem
Theory

Self-esteem, drug
availability, feei-
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superiority, social
pressure/accepta-
bility, coping
mechanism, immedi-
ate gratification,
social milieu,
lifestyle

van Dijk

Drugs--general

All

Both General

Cyclical Process
Theory

Stages of use,
social meaning of
use, disposition,
discomfort relief,
psychosocial
cyclical processes
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medical stimuli; primary
indication and secondary
for admin- pharmacologic
istration of reinforcement;
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interoceptive
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cologic need/
narcotic hunger
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tudes toward
drugs, drug
availability
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sion/defense,
sociopathy, nar-
cissism, external-
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Zinberg

Drugs--general

Alcohol, heroin

All

Both General

Social Control
Theory

Set and setting,
social sanctions
and rituals, social
learning, con-
trolled drug use,
cognitive conflict,
cultural models
of decorum
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An Interactional Approach
to Narcotic Addiction

David P. Ausubel, M.D., Ph.D.

As in other fields of medicine and the behavioral sciences, an inter-
actional approach to the etiology, epidemiology, psychopathology, and
treatment of narcotic addiction implies the operation of multiple causality
within the person, in the environment, and in the interaction between
them. One must consider both long-term predisposing factors and
more immediate precipitating factors.

The most important precipitating factor in narcotic addiction is degree
of access to narcotic drugs. This factor, for example, explains in
part why narcotic addiction rates are higher in the urban slums than
in middle-class suburbs and why the incidence of narcotic addiction
approached the zero level during World War Il when normal commercial
channels in the illicit narcotics trade were disrupted. Thus, no matter
how great the cultural attitudinal tolerance for addictive practices is,
or how strong individual personality predispositions are, nobody can
become addicted to narcotic drugs without access to them. Hence the
logic of a law enforcement component in prevention.

The second most important predisposing factor in the etiology of nar-
cotic addiction is the prevailing degree of attitudinal tolerance toward
the practice in the individual’s cultural, subcultural, racial, ethnic,
and social class milieu. This factor explains differences in incidence
rates between lower class and middle-class groups, between Europeans,
Americans, and Orientals (except the Japanese), and between members
of the medical and allied health professions and other occupational
groups (Ausubel 1961, 1962, 1966).

The crucial and determinative predisposing factor, which, therefore,
constitutes the most acceptable basis for the nosological categorizing of
narcotic addicts, is the possession of those idiosyncratic or develop-
mental personality traits for which narcotic drugs have adjustive
properties. Thus it is obvious that narcotic drugs are more addictive
than, say, milk of magnesia, because their greater psychotropic effects
have adjustive value for these personality traits. Chief among these
effects is euphoria, which is highly adjustive for inadequate personali-
ties, i.e., motivationally immature individuals lacking in such criteria
of ego maturity as long-range goals, a sense of responsibility,
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self-reliance and initiative, volitional and executive independence,
frustration tolerance, and the ability to defer the gratification of
immediate hedonistic needs for the sake of achieving long-term goals
(Ausubel 1947, 1948, 1952a,b, 1958,a,b, 1961, 1962, 1966, 1980a,b;
Ausubel and Ausubel 1963; Ausubel and Spalding 1956). Several
clinical studies of hard-core addict populations (e.g., Ausubel 1947;
Dai 1937; Pescor 1939; Research Center for Human Relations 1957a;
Zimmering et al. 1951, 1952) have shown that most chronic narcotic
addicts fall in this diagnostic category. Other studies (Ausubel 1947;
Chein et al. 1964; Dai 1937; Research Center for Human Relations
1957a) have uncovered in the life histories of such addicts those types
of parent-child relationships, i.e., overpermissive (underdominating),
overprotecting, and overdominating parents, that tend to foster the
development of the inadequate personality syndrome.

Contributory factors in the development of this syndrome are probably
genic (polygenic) in origin and are undoubtedly fostered by lower
social-class membership, particularly in families that have been on
welfare for one or more generations. Most of such latter youth, of
course, are not motivationally inadequate and tend to be sporadic
narcotic users who do not become either physiologically or psychologi-
cally dependent upon the drugs in question. Epidemiological studies
by the New York University Research Center for Human Relations
(1957a) have developed various behavioral, familial, and socioeconomic
criteria for differentiating between these two groups.

Because of these euphoric properties of narcotic drugs effected through
depression of the self-critical faculty and the positive pleasure of the
“rush,” addicts receive an immediate, unearned form of gratification
and ego enhancement. These same euphoric properties are also obvi-
ously adjustive for persons with histories of recurrent reactive depres-
sion. Recent studies with endogenously produced opiates, i.e.,
endorphins and enkephalins (Costa and Trabucchi 1978; Goldstein
1976¢; Snyder 1977), suggest that in some instances deficiencies in
the production of the substances that contribute to normal optimism in
the face of life’s vicissitudes (and hence have evolutionary survival
value for the species) contribute toward the incidence of narcotic
addiction. A recent study of psychiatrically disabled, treated narcotic
addicts (Ausubel 1980a) shows that lower middle- and working-class
addicts tend almost exclusively to develop severe anxiety states and
reactive depressions when under psychological or environmental stress,
whereas addicts from urban slum welfare backgrounds almost invariably
develop schizophrenic symptoms under similar circumstances. This
difference in pathological outcome probably reflects some insidious
internalization of mature motivational traits by the lower middle- and
working-class addicts despite the overt domination of the personality
traits of the inadequate personality.

Another psychopharmacological effect of opiates, namely, sedation or
relief of anxiety, probably accounts for the small minority of narcotic
addicts who suffer from disabling neurotic anxiety. Such individuals,
particularly members of the medical and allied health professions,
typically take small, well-controlled doses of morphine subcutaneously
(rather than large doses of heroin intravenously) for their sedative
rather than their euphoric properties. Typically their addiction is well
disguised and seldom recognizable (Jaffe 1970a,b).

Widespread sporadic use of heroin in adolescents with relatively normal
personality structures is generally reflective of the aggressive, antiadult
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orientation characterizing adolescents in our culture. Here the per-
sonality predisposition is developmental rather than idiosyncratic.

Apart from the aforementioned affirmative clinical evidence supporting
the existence of personality predispositions for which narcotic drugs
have adjustive value, the very logic of this proposition itself is com-
pelling. How else could one explain why, in a given urban slum

neighborhood with uniform access to narcotic drugs and uniform sub-
cultural or ethnic attitudinal tolerance for narcotic addiction, the vast
majority of adolescents become only sporadic, nonaddicted drug users,
whereas a relatively small minority become chronically addicted?

A separate nosological category of addiction can probably be made to
include minority-group youths with normal or even better-than-average
motivational maturity who use narcotic drugs chronically for limited
periods of time because they perceive the odds of achieving any ordinary
degree of academic or vocational success as so overwhelmingly stacked
against them.

Finally, a very small minority of narcotic addicts may be classified as
psychopathic or sociopathic personalities (Kolb 1925a,b). Drug addic-
tion, insofar as it is regarded as a disreputable or socially disapproved
habit, obviously has nonspecific adjustive value for such persons;
however, it provides only one of many available nonspecific outlets for
aggression or “acting out” behavior against society. Such addicts
tend to commit the violent, remorseless crimes that are popularly and
erroneously associated in the public mind with drug addicts generally.
Actually, of course, the sedative action of narcotics tends to in'hibit
violence of any kind unless addicts are particularly desperate for their
next “fix.”

For the most part, except for the relatively rare psychopathic addict,
most chronic addicts engage in nonviolent, remunerative crimes primarily
to support their habits, e.g., “pushing,” “con” games, shoplifting,
check forgery, “paperhanging,” fraudulent magazine subscriptions,
etc. (Chein et al. 1964; Kolb 1925a). The percentage of addicts
involved in preaddiction delinquency is generally lower than that of
nonaddict narcotic users who are members of delinquent gangs in
urban slum areas (Ausubel 1958a,b; Research Center for Human Rela-
tions 1957a). In any case, delinquent addicts tend to be involved in
more remunerative delinquencies directed toward satisfying their drug
habits than in the more violent, predatory gang activities and “rumbles”
(or gang warfare) (Research Center for Human Relations 1957a).

SPECIAL POPULATIONS

ALCOHOLISM AND OTHER DRUG
ABUSE IN NARCOTIC ADDICTS

Addicts in methadone maintenance programs, when deprived of their
heroin-induced euphoria, turn to the euphoria-inducing properties of
alcohol, large doses of barbiturates, amphetamines, benzodiazepines,
and amitriptyline. Sometimes overdosage of these drugs leads to acci-
dental or, in reactive depressives, to deliberate suicide. Reference has
already been made to the relationship between addiction, on the one
hand, and psychopathology and criminality, on the other.



It is generally agreed that most addicts have a preferred drug that is
most adjustive for their particular idiosyncratic or developmental per-
sonality defects and that they use other drugs only when deprived of
access to their drug of choice. Heroin and marijuana, for example,

each have their own separate constituencies based on their distinctive
psychopharmacological effects. The use of marijuana does not predis-
pose an individual to heroin use except insofar as it may “break the
ice” for more dangerous drug use. Narcotic addicts tend in general to
have a history of prior marijuana use because the latter drug is more
accessible, cheaper, and considered less dangerous and less socially
disapproved. The connection between the two types of drugs is not
causal: The converse of this proposition is not true, i.e., the vast
majority of marijuana users exhibit no later history of heroin abuse

(Robins et al. 1970).

PHYSICIAN ADDICTS

Clinical experience with large numbers of physician addicts at the
Lexington Hospital indicates that there are essentially two different
kinds of underlying predispositions: (1) the intelligent, overdominated
inadequate personality who was forced into the profession by parents
seeking vicarious ego enhancement, and who later rejects the goals of
adult maturity as a measure of revenge against parental overdomination
as soon as the parent dies or ceases to be autocratic, and (2) the
anxiety neurotic who uses small, controlled doses of morphine subcuta-
neously to relieve anxiety rather than to obtain euphoria. These are
typically highly achievement-oriented persons who seek in unusual
accomplishment the ego enhancement and sense of intrinsic self-esteem
never possessed because their parents either rejected them or failed to
accept them for themselves (perceiving them solely as sources for
vicarious ego enhancement).



The CAP Control Theory
of Drug Abuse

Steven R. Gold, Ph.D.

With our current incomplete understanding of drug use and abuse, the
appropriate function of any theoretical model may be to stimulate new
work in the area. The aim of this paper is to describe a theory of

drug abuse that can be empirically evaluated and to encourage addi-

tional research and theory development.

The CAP control theory emphasizes the interaction of the individual’s
style and the affective experience of drug use with the drug’s pharma-
cogenic effect. These are the basic ingredients of the cognitive-
affective-pharmacogenic (CAP) control theory of addiction (Coghlan et
al. 1973; Gold and Coghlan 1976). The cognitive style of the drug
abuser is viewed as the pivotal factor in an individual’s moving from
drug experimentation to drug abuse. The cognitive dimension will
therefore be discussed first.

There is a current trend in behavior therapy emphasizing cognitive
approaches (Lazarus 1976; Mahoney 1977; Meichenbaum 1977). The
major tenets of cognitive behavior therapy are that human behavior is
mediated by unobservables that intervene between a stimulus and the
response to that stimulus. Beliefs, sets, strategies, attributions, and
expectancies are examples of the types of mediating constructs currently
considered crucial to an understanding of emotion and behavior.
Second, the way an individual labels or evaluates a situation determines
his or her emotional and behavioral response to it. A third basic
assumption is that thoughts, feelings, and behaviors are causally
interactive (Mahoney 1977).

To tie the cognitive approach to drug abusers, the CAP control theory
posits that the abuse process begins with conflict as a predisposing
factor. People who are having difficulty in meeting demands or expecta-
tions placed upon them by society or by themselves are in conflict,
and a consequence of the stress of conflict is anxiety. Anxiety is a
universal feeling, something most of us experience to some degree each
day. It is not the experience of anxiety but the individual’s interpre-
tation of the anxiety that is crucial to the theory. Underlying the
anxiety of drug abusers is a belief that they cannot alter or control
the situation; that they are powerless to affect their environment and
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decrease or eliminate the sources of stress. The belief that they are
powerless to cope with stress is the major cognitive distortion of drug
abusers. One consequence of this is the intense feeling of low self-

esteem that is a well-known clinical entity among drug abusers (Krystal
and Raskin 1970). Feelings of self-depreciation, which form the belief
that one is powerless, represent the affective component of the CAP

theory.

The experience of anxiety is, of course, uncomfortable, and a means
of anxiety reduction is necessary. A primary pharmacogenic effect of
heroin is anxiety reduction. Not only does the drug provide relief
from anxiety, but the individual obtains a temporary ecstatic feeling--a
“high.” Under the influence of the drug the individual temporarily
experiences an increased sense of power, control, and well being.
The sense of powerlessness is replaced by an exaggerated sense of
being all powerful--no task is too great and no feat impossible while
“high.” Thus, drugs can do for abusers what they believe they
cannot do for themselves: get rid of anxiety, lead to good feeling
about themselves, and make them believe they are competent, in control,
and able to master their environment.

Unfortunately for the drug abuser, the drug effects are short lived
and any temporary gains turn into long-term losses. Inevitably, after
the high wears off some internal or external source of stress will
rekindle the conflict and anxiety. Not only do the old feelings of lack
of control return but they are likely to be even stronger than before.
It is this increasing sense of powerlessness with increased drug use
that leads the individual from drug use to abuse. Each time drug
users rely on a drug to relieve tension and feel good about themselves,
they become a little less capable of coping on their own. By using
drugs to cope, the individual is cut off from learning other more
adaptive coping mechanisms and becomes less tolerant of the pain of
anxiety. The drug user now knows that anxiety does not have to be
tolerated, as drug taking has been successful in the past in removing
tension and producing good feelings. It is therefore expected that
drug use will increase both in frequency and in the number of different
situations in which it is employed. For example, arguments with parents
may be a primary source of conflict and anxiety for the adolescent drug
abuser. Drug taking will frequently follow such an argument. An
adolescent experiencing school-related stress, having learned that drug
taking is an effective means of anxiety reduction, may turn to additional
drug taking to compensate for academic failures. The reliance on drugs
to cope with stress therefore creates a vicious cycle; the more drugs
are used, the more the individual believes they are necessary. Each
drug experience serves to confirm for users the belief that they are
powerless to function on their own.

The CAP model of drug abuse also makes several assumptions about
the treatment of drug abuse. First, effective and lasting change is
based on learning that behavior has consequences and that one can
have an effect on his or her own life. To replace a sense of powerless-
ness with a sense of mastery, the abuser has to be taught alternative
ways of responding to external or internal stress. These alternative
ways cannot, however, be developed, practiced, and adopted as long as
the individual continues to use drugs.

A second assumption is that an effective treatment plan must be multi-
modal (Lazarus 1976). A complete treatment plan must assess not only
the overt behavior of drug taking but the negative emotions (e.g.,
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anxiety), unpleasant physical sensations (e.g., aches and pains that
accompany withdrawal), intrusive images (e.g., recollections of past
failures), faulty cognitions (e.g., “nothing | do will ever be success-
ful”), and interpersonal inadequacies (e.g., difficulty in making
friends with non-drug-taking peers). Each of the individual’s problem
areas may require a specific treatment strategy. For example, system-
atic desensitization may be used to help the abuser cope with anxiety,
while cognitive restructuring may be needed to correct the faulty
cognitive processes.

The multimodal therapy approach is consistent with the CAP theory in
that both stress the interaction between personality modalities, and
both suggest that in complex human problems a lasting result depends
upon addressing all relevant aspects of the individual’'s functioning.
The high recidivism rate, characteristic of drug abuser treatment, may
be due to treatment focusing on a limited aspect of the abuser's overall
personality functioning and lifestyle (Platt and Labate 1976).

RESEARCH SUPPORT FOR THE CAP THEORY

The CAP theory of drug abuse was developed primarily on experiences
gained working with adolescent drug abusers at Holy Cross Campus, a
coed residential treatment center in Rhinecliff,, New York (Coghlan et
al. 1973). To evaluate the effectiveness of the treatment program and
the CAP model, adolescents completed two personality tests, once
approximately 30 days after admission and again six months later (Gold
and Coghlan 1976). The Rotter Locus of Control (I-E) Scale (Rotter
1966) was used to assess whether an individual believed reinforcement
to be contingent on personal efforts and behavior (internal control) or
a result of luck, fate, chance, or more powerful others (external
control). A second scale, the Self-Esteem Survey (SES) was also used
as a measure of self-evaluation (Coopersmith 1967). It was predicted
that after six months in residential treatment the adolescents would
move toward more internal control and greater self-esteem. Data based
on 32 males and 21 females provided some support for the hypotheses.
Females became significantly more internally oriented. Both males’ and
females’ scores on the SES reflected higher self-esteem, though the
change was not statistically significant. A second important finding
was a significant correlation for the females between low self-esteem
and both running away and self-destructive acts (Gold and Coghlan
1976).

The role of perceived control has been examined in a series of studies
by Seligman and his associates (Seligman 1975; Maier and Seligman
1976). A belief in external causation or control may dramatically
impair learning and functioning. The research paradigm is as follows:
One group of subjects is exposed to a situation in which their behavior
can control the occurrence of an aversive event, while another group
experiences the same situation except that the aversive event is beyond
their control. When both groups are next presented with a new situa-
tion in which learning is required, the typical finding is that people
who previously experienced control learn faster in the new situation.
Moreover, some subjects, after experiencing the lack of control, may
not learn at all even though the task is often quite simple. Seligman
(1975) interprets such findings as indicating that, when an organism’s
behavior has no effect on its environment, “learned helplessness” is
the result. The learned-helplessness theory has been suggested as a
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model for the development of reactive depression. It also points out a
way in which the sense of helplessness or powerlessness may be a
characteristic of drug abusers. Individuals prone to drug abuse may
be those who have a history of lack of relationship between their
responses and consequences--a series of learning experiences which
teach them they are not effective in altering or influencing their
environment. For example, studying may have no effect on grades
received; behaving as demanded by parents may not lead to being
loved; hard work may not lead to a promotion or better job; etc.

The similarities between a model of reactive depression and drug abuse
are not surprising, as there are aspects of drug abuse that parallel
depression. Drug abuse can be described as a self-destructive activity
and often is clinically viewed as a form of “slow suicide.” Gold and
Coghlan (1976) found a relationship between adolescent female abusers’
belief in external control and low self-esteem with overt self-destructive
behavior. Wetzel (1976) studied 154 suicide attempters, threateners,
and psychiatric controls and found that a sense of hopelessness was
highly correlated with suicidal behavior, even more so than depth of
depression.

The effects of perceived control have also been studied with reference
to coping with aversive stimulation. For example, Geer et al. (1970)
found that college students who falsely believed they had control over
the duration of shocks received displayed less physiological response
to the shock. The finding of less arousal suggests that the shocks
were becoming less stressful for them. Turk (1975) trained volunteers
to develop different coping strategies to deal with pain to encourage
them to believe they could successfully manage it. Cognitively trained
subjects were able to tolerate the pain for almost twice as long as
untrained subjects.

In summary, the CAP theory of drug abuse emphasizes the interaction
of cognitive-affective-pharmacogenic effects of drug taking. The belief
that one is powerless to affect the environment and cope with stress
plays a central role in the theory. The CAP theory is seen as being
consistent with newer cognitive models which emphasize the role of
internal thoughts and beliefs in the development of maladaptive behavior.
Research findings support the hypothesis that an individual's belief in
the ability to control a situation strongly influences behavior. Success-
ful treatment of the drug abuser requires a multimodal approach which
alters faulty thinking, teaches new interpersonal skills, helps the
abuser cope with pain and anxiety, and encourages the development of
a positive self-image.
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The Bad-Habit Theory
of Drug Abuse

Donald W. Goodwin, M.D.

INTRODUCTION

By “bad habit” | refer to repetitious, harmful, semireflexive behavior
resulting from classical conditioning in “susceptible” individuals. With
regard to drugs, “susceptibility” may be specific for certain drugs or
nonspecific, i.e., the individual may be susceptible to abusing a
number of drugs, perhaps only in certain classes (e.g., the sedative-
hypnotics) or perhaps across classes (e.g., opiates, sedative-hypnotics,
nicotine, etc.). Susceptibility may be partly inherited (under some
degree of genetic control), or it may reflect purely psychosocial influ-
ences, or both. These issues are complicated, and a global theory of
addiction may be premature. My theory is limited to alcoholism, but |
have included a brief discussion of the possibility that theories of
alcoholism may help to explain other forms of substance abuse.

WHAT IS INHERITED?

Perhaps the strongest evidence for a genetic factor in alcoholism is the
evidence that alcoholism strongly runs in families (Cotton 1979). This,
combined with findings from twin and adoption studies, at least suggests
thﬁ pto%s?ibility of a hereditary factor (Goodwin 1979). If so, what is
inherited?

Certain behaviors associated with drinking must be explained before it
is known why serious drinking problems develop in perhaps one of 12
or 15 drinkers in Western countries. These core features must be
explained: (1) loss of control, (2) tendency to relapse, and (3)
tolerance. The following explanations blend possible genetic and
nongenetic factors.

Indisputably, there is a wide range of innate variations in response to
alcohol. This is true in humans and every species studied. There
are not only strain and species differences but also differences between
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individuals. It is difficult to account for this variation other than to
ascribe it to innate, probably genetically controlled influences.

In humans, the most conspicuous example of innate variation in alcohol
response has been shown in Orientals, whose low alcoholism rates have
usually been attributed to social factors. However, three studies have
now shown that small amounts of alcohol cause a cutaneous flush and
unpleasant reactions in about three-quarters of Orientals (Wolff 1973;
Ewing et al. 1974; Seto et al. 1978), indicating that a large number of
Orientals are physiologically intolerant of alcohol. The biochemical
basis for these adverse reactions has not been determined, but recent
data indicate a high frequency of atypical liver alcohol dehydrogenase
among Japanese (Stamatoyannopoulas et al. 1975). This coenzyme may
alter the metabolism of alcohol, leading to increased formation of acetal-
dehyde, and this may explain the flush and other ill effects (such as
nausea).

Other groups with relatively low alcoholism rates may be similarly
protected by an innate sensitivity to alcohol. For example, fewer
women than men are alcoholic, and one study reports that women have
higher blood alcohol levels after ingesting a given amount of alcohol
than do men (Jones and Jones 1976). Informal surveys suggest that a
substantial proportion of women experience unpleasant physical effects
after modest amounts of alcohol (e.g., nausea and headache). Anec-
dotal evidence also suggests that more Jews than non-Jews have adverse
physical reactions to modest amounts of alcohol, which may contribute
to the low prevalence of alcoholism among Jews.

It is obviously essential to be able to drink large quantities of alcohol
to be alcoholic. Many people are prevented from this because of
innate cutoff points almost certainly under genetic control. That
genetic control is an important factor in drug metabolism in general
has been demonstrated by numerous studies showing that identical
twins metabolize a wide variety of drugs (including alcohol) at almost
identical rates, while fraternal twins have widely disparate rates of
metabolism (Vesell et al. 1971). Whether the development of alcoholism
is also subject to some genetic control remains conjectural.

It is widely believed that tolerance to alcohol is acquired mainly from
“practice”; the more a person drinks, the more he or she needs to
drink to get the same effect. With opiates, this clearly is true; with
alcohol, it is not so clearly true. Animals fail to show much tolerance
to alcohol, even after repeated exposure. Also, young men with
almost no prior drinking experience vary widely in their response to
alcohol in experimental studies (Goodwin et al. 1969). Some show
almost no effect, while others are quite easily intoxicated. Since this
variability does not correlate with prior drinking history, the only
other explanation is that innate biological factors are responsible.

To summarize, large numbers of people are more or less “protected”
from becoming alcoholic because of genetically determined adverse
physical reactions to alcohol. If anything is inherited in alcoholism, it
is probably the lack of intolerance for alcohol. (Parenthetically, it is
interesting that Alcoholics Anonymous often refers to allergy as a
factor in alcoholism, usually properly bracketing “allergy” in quotation
marks. It now seems that this is indeed true, but it is the nonalco-
holics , not the alcoholics, who are allergic!)

13



WHAT IS LEARNED?

Here, in brief, is a description of one way genetic and experiential
factors may interact to produce alcoholism.

1. The potential alcoholic must be able to drink a lot (i.e., lack an
intolerance for alcohol).

2. Some people experience more euphoria from alcohol than others do
(Goodwin et al. 1979). This factor is also quite possibly under
genetic control. Because euphoria is a positive reinforcer, pre-
sumably people who experience the most euphoria are the ones
most likely to drink.

3. Like most drugs of abuse, alcohol is quickly absorbed and elimi-
nated; the effects occur rapidly and disappear rapidly. Experi-
mental studies indicate that alcoholics experience dysphoric as well
as euphoric effects from alcohol (Mello 1975). Those individuals
who experience the most euphoria (because of genetic factors)
quite possibly also experience the most dysphoria, the cure for
which is more alcohol. After a few drinks, these people may drink
more to relieve the dysphoria than to restore the euphoria. In
any case, during a single drinking period there may be two rein-
forcers involved: production of euphoria and reduction of dysphoria.
This peak-valley effect may explain loss of control. The height of
the peak and the depth of the valley may be genetically controlled.

4. For reasons described above, alcohol in genetically susceptible
individuals may be massively reinforcing. The reinforcements
occur during individual drinking periods and most strikingly “the
morning after,” when the “hair of the dog” swiftly relieves that
formidable dysphoria known as a hangover. When loss of control
leads to binge drinking, withdrawal symptoms occur (a super
hangover).

5. After periods of abstinence, binge drinkers often relapse. This is
one of the mysteries of alcoholism. If it is true that alcoholics
continue heavy drinking mainly to curb dysphoriant effects, and if
it is true that alcohol is a relatively weak euphoriant compared,
say, to cocaine or amphetamines (Mayfield and Allen 1967), then
why should a binge drinker start drinking again after experiencing
horrendous effects from previous binges? Some alcoholics are
sociopaths, and in their case relapse may be explainable as another
instance of “not learning from experience.” Most alcoholics, how-
ever, seem to learn from most experiences as well as the next
person. Why relapse?

Stimulus generalization may be the answer. As noted, alcohol in
genetically susceptible individuals is a massively reinforcing agent.
Both the positive (euphoriant) and negative (dysphoriant) effects
resemble mood states and physical feelings experienced in sobriety.
The terms “euphoriant” and “dysphoriant” are used here as shorthand
for “positive reinforcer” and “negative reinforcer,” respectively. The
former may resemble any type of rewarding experience, e.g., sex or
the pleasure of receiving a gift. The latter may resemble hunger,
fatigue, or feelings of loneliness, anxiety, and depression.
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Through the process of stimulus generalization, the ups and downs
introduced by alcohol become cued to a wide variety of internal states
and external circumstances. Even heavy drinkers drink more on some
occasions and in certain settings. These occasions and settings become
associated with both the highs and the lows of drinking. They become
conditioned stimuli, just as do the internal feelings that resemble the
highs and lows of drinking.

Relapse represents a conditioned response to these conditioned stimuli.
Since relapse is usually erratic and unpredictable, it is quite likely
that a combination of “interoceptive” and “exteroceptive” conditioned
stimuli are required to produce relapse. The necessary combination
very likely differs between individuals and even in each individual

from time to time. As Keller (1972) wrote,

For any alcoholic there may be several or a whole battery of
critical cues or signals. By the rule of generalization, any
critical cue can spread like the tentacles of a vine over a
whole range of analogs, and this may account for the growing
frequency of bouts, or for the development of a pattern of
continuous inebriation. An exaggerated example is the man
who goes out and gets drunk every time his mother-in-law
gives him a certain wall-eyed look. After a while he has to
get drunk whenever any woman gives him that look.

The conditioning theory is not new. Wikler, Ludwig, and their associ-
ates (Ludwig and Wikler 1974; Ludwig et al. 1974) have described it in
much detail. It remains a theory, and not an easy theory to test, at
that. Combined with the genetic data, it has the advantage of showing
how genetic factors may interact with learning (conditioning) to produce
problem drinking. As Ludwig and Wikler (1974) have pointed out,
social and psychological “modifiers” obviously influence the “addictive
cycle.” For example, studies indicate that alcoholics differ from non-
alcoholics in having a dominant mother and a weak, passive father
(Barry 1974). There is also evidence that ordinal birth position
influences who becomes alcoholic (Barry et al. 1969). A host of other
psychological and social modifiers have been described in the alcoholism
literature; few would dispute the importance of some or all of these
modifiers in promoting or discouraging the hypothetical genetic-
conditioning sequence proposed above.

HOW APPLICABLE?

Assuming the above hypothesis has some validity for alcoholism, to

what extent can it explain other forms of substance abuse? Attempting
to shown common features in alcoholism and drug abuse in general, |
will break down the problem into the traditional triad of agent. host,
and environment.

AGENT

Commonly abused psychotropic substances have, | propose, some
features in common. First, they are short acting, that is, rapidly
assimilated and rapidly eliminated. Nicotine perhaps better meets this
definition than any other compound widely used and abused today (and
some believe nicotine is the most abused of readily available substances).
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Historically, phenobarbital, a long-acting drug, was not considered
addictive, but with the introduction of short- and intermediate-acting
barbiturates in the 1930s. the addiction problem with this class of
drugs became quickly apparent. Alcohol (which is rapidly absorbed
and elimlnated at about the rate of 15 ml per hour), opiates, newer
barbiturates and their analogs, amphetamines and other stimulants, and
nicotine rank among the most abused substances in the world. There
is still some doubt about marijuana, which, if smoked, is rapidly
assimilated but has metabolites with very long half-lives. Its abuse
potential in Western countries still remains controversial, but all the
other drugs listed above have the common feature of being short
acting.

HOST

Genetic factors could operate in two ways to increase or decrease the
possibility of an individual becoming dependent on a substance or
substances.

First, many individuals are “protected” from developing specific sub-
stance abuses because they develop aversive physiological and subjec-
tive effects from the drug or drugs in small quantities. There are

many anecdotal reports of individuals who can never smoke cigarettes,
drink alcohol, use sleeping pills, or tolerate amphetamines or opiates,
and the reason appears to be genetic. In the case of alcoholism, many
millions of people are thus protected; how many are protected from use
or abuse of other substances is not known.

A second means by which peak-and-valley drugs, such as those
described earlier, may produce dependence in “unprotected” individuals
is probably also under genetic control and involves varying degrees of
positive reinforcement from the substance followed quickly by aversive
effects which can only be relieved by reuse of the substance that
produced the reinforcement-aversive sequence in the first place. If,
for example, after many years of not smoking, a former chain smoker
smokes a cigarette, he or she receives some reinforcing effects. From
that point on, however, the need to smoke is based more on a “drug
hunger” or craving produced by that first cigarette than it is on a
desire to obtain whatever gratification the first cigarette produced.
The initial reinforcing effect, by the way, obviously is not the same
for all commonly abused substances. The euphoria from amphetamines
and cocaine is apparently much stronger than that produced by alcohol,
and the reinforcer that drives the cigarette habit clearly is not euphoria.

To recapitulate, a drug of abuse is one that quickly enters and leaves
the body, producing aversive effects during the second stage which
can only be relieved by reintroduction of the substance (a chocolate
bar, a tranquilizer, or even a pipe cannot truly substitute for a ciga-
rette in the chain smoker who has started the addictive cycle).

One last word about the host: However available the agent, and
however susceptible the host, it must be remembered that the host is
also born with other traits and susceptibilities, and in the intricate
byplay of genetic and environmental factors, forces may emerge which
oppose or nullify tendencies to use or abuse a particular substance.
These countervailing forces must always be taken into account in
evaluating individuals at risk.
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ENVIRONMENT

There is no question that availability influences use. During Prohibi-
tion, hospitalizations for drinking problems and cirrhosis rates dropped
precipitously. This was also true during the Second World War in
countries like France and England where wine and beer were scarce,
expensive, and often rationed. But it is important to note that more
is involved than legality and commercial availability. Prices, ages of
buyers, prevailing attitudes toward the substance, and a multitude of
other factors will influence use.
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Interactive Models of
Nonmedical Drug Use

Richard L. Gorsuch, Ph.D.

Gorsuch and Butler (1976a,b) developed a multiple-model theory of
nonmedical drug use in an attempt to provide relatively concrete and
detailed descriptions of factors leading to specific types of nonmedical
drug use. The primary focus of the models is on illicit “hard” drug
abuse, such as abuse of heroin and cocaine. The models, however,
are not restricted solely to “hard” drug abuse but probably apply to
the nonmedical use and abuse of several types of substances. The
first section below provides the theoretical background for the models’
development. The second section outlines the models themselves.

The research upon which the models were based was detailed previously
(Gorsuch and Butler 1976a,b) and is not repeated here. While occasional
studies will be referenced to illustrate major conclusions, the point of
the present paper is to explain the models and their perspectives
rather than to review the literature. Other recent research reviews
(e.g., Sadava 1975; Jessor 1979) have identified the same empirically
established characteristics as we did. Recent research programs have
continued to document these conclusions (e.g., Jessor 1976; Nail et al.
1974; Sadava and Forsyth 1977; Kandel 1978b).

ORIGIN AND NATURE OF THE MODELS

PSYCHOLOGICAL

The theory presented here is psychological, focusing upon the individ-
ual, with drug behavior as the dependent variable. Groups are impor-
tant only insofar as they influence the behavior of the members of that

group.

The author gratefully acknowledges the research assistance of Pat
Rose in the preparation of this paper.
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The psychological focus identifies as the major causative factors those
which operate directly within the person’s life space. Individuals are
directly influenced only by internal processes or by that which happens
in their immediate environment. Internal processes include physiological
processes; the residuals of past experiences, including beliefs, opinions,
expectations, attitudes, and values; and psychological processes.
Direct environmental influences consist of the objects and events in the
immediate environment which actually affect the individual. For example,
friends taking drugs when the individual is not present is not a direct
influence, but learning about friends taking hard drugs is.

This psychological perspective defines other environmental influences
as indirect factors which produce or influence the objects and events
in an individual’'s life space. For example, a law which increases the
availability of a particular drug would be an indirect influence, produc-
ing the direct influence: the presence of the drug in the person’s
environment.

MULTIVARIATE

While a simple, one-element theory is widely desired, our own experi-
ences suggest that such univariate theories are seldom appropriate.

Many decisions, including those about drugs, are the result of multiple
factors. Because of this, we held open the option in developing our
models for multiple causative elements, although, following Occam’s

razor, we did not wish it to be so unless it were necessary.

Multivariate models are basically of two types. The first and most
common is the linear model, in which each element is applied equally to
everyone. Ordinary statistical analyses operate from this model; for
example, one mean is the estimate of the performance of everyone in a
particular group. The multivariate linear models of causation give a
unique weight to each causative factor, and the prediction for an
individual is a function of the weight for that causative factor and the
degree to which it is present for that person.

In a second type of multivariate model, it is recognized that different
individuals may be influenced by radically different situations, produc-
ing different effects on their behavior. Moreover, the same behavior
may have totally different causes in different people; what is sufficient
cause for one individual to engage in illicit drug use may not be for
another. In these situations, simple multiple regression weights, for
example, do not apply equally to everyone, and the ordinary statistical
procedures of chi-square and ANOVA can be misleading. Instead,

several different causative models need to be developed so that the

model applied to an individual is the most appropriate for his or her
situation. In this theory, each of the different causative models which
can lead to the same illicit drug use provides a description of a differ-
ent path by which a person might proceed to a particular behavior.

The allowance for multiple paths as separate models makes the theory
more comprehensive. For example, a path in existence prior to the
1914 Harrison Act may no longer exist because of the impact of that
act. But the ability to describe that path with the general theory is
important for two reasons. First, only as we are aware of a former
path to illicit drug use will we be able to avoid accidentally recreating
it. Second, it is possible that there are special groups which, from a
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psychological perspective, exist today in an atmosphere comparable to
that of the general public prior to 1914.

If multiple models are possible, the question of whether one model is
the model does not occur. Instead the question is whether a model

actually describes a group of people who currently or potentially exist.
If so, then that model is important for our total understanding of the
phenomena. It is hoped that demographic studies will provide us with
descriptions of which models apply to the greatest number of people,
but the therapist interested in the drug abuse of a particular client

will be concerned with the most appropriate model for that individual
rather than the “popularity” of the model in society.

MULTIPLE STAGES

Another characteristic of our theory is the explicit consideration of
multiple stages of drug involvement. It does not assume that initial
drug use and drug addiction have the same causes. Admittedly, some
theories do take a single-stage, “take it once and hooked for life”
approach. However, we found the evidence strong that many who do
have an initial experience with a particular drug do not become con-
tinual users, and that many who become continual users do not become
addicts. Hence, the causes for each stage may be different, and a set
of stages is necessary. Our stages are initial drug use, continual
use, and addiction.

While the paths and the stages are summarized here as discrete and
unique, they can be expected to blend more in life than they do on
paper. A person may follow only one or may follow many paths to
drug use and may even function at intermediate points between the
stages. The paths and stages are merely theoretical devices to aid
our conceptualization for research and intervention purposes and, so,
oversimplify the phenomenon somewhat.

THE MODELS

Each of the three sections below provides a model for how individuals
may try a drug for the first time. Each model represents a major and
distinct pathway, but it is important to bear in mind that there may be
many individuals who wander back and forth between two or more
paths.

NONSOCIALIZED DRUG USERS MODEL

One of the more consistently found precursors of illicit drug use is a
lack of socialization. Numerous studies have compared the personality
characteristics of those who use illicit drugs with those of nonusers.
(See Gorsuch and Butler 1976a.) Regardless of the personality scale
used, drug abusers are lower on social conformity and social respon-
sibility scales than are nondrug abusers. This is to be expected, for
the person without internalized norms against drug abuse is a person
who is open to being swayed into drug use by situational factors. As
Bowers (1968) showed, those with strong personal norms against it will
not use a substance even if the environment allows it, but those
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without strong norms will fluctuate widely in their usage depending
upon the environmental characteristics.

According to our theory, not being socialized to the traditional culture
is a necessary but not a sufficient condition for drug abuse. Hence,
socialization is expected to be a unidirectional predictor, with the
highly socialized not being involved in drug abuse regardless of peer
pressure or the availability of the drug, for example, but with the
nonsocialized person engaging in use as a function of situational aspects
of availability, peer pressure, and so forth.

For the nonsocialized person, peers play a major role in our contem-
porary culture. The role they play is twofold. First, it is most often
through peers that illicit drugs are made available, since these drugs
can seldom be purchased through ordinary means. The peer group
may either supply the drug directly or provide information on obtaining
it. Having a large number of drug-using friends means that the
nonsocialized individual has ready access to drugs. Since there is no
internal mechanism to prevent drug usage for this person, such ready
access leads to the high rate of initial use. This is what gives the
peer group the predictive strength often found in research studies
(e.g., Johnson 1973).

Second, the peer group may provide models for drug usage, teaching
its members when, where, and how to use the drugs. This theory
does not, however, require socialization by the peer group into a drug
culture for the nonsocialized individual to have the initial drug experi-
ence. The effect is more casual than that--the peer group needs only
to provide models for attainment and use of the illicit drugs.

The impact of the peer group will differ for different age groups as a
function of the amount of time spent within that group and the extent
to which it is free of external controls. With children, peer-group

activity is almost never free of adult supervision, so there is little

availability of drugs for a nonsocialized child. But adolescents often
function without supervision, and hence the channels are more open

for illicit drug passage.

Parents influence their children, when not actually supervising them,
only through the internal standards which they have imparted to them,
and with the nonsocialized youth such internal standards are absent.

Parents who have not socialized their children regarding drugs have

little or no impact on whether the children will have an initial drug

experience.

There is some literature to suggest that the absence of the mother or
father relates to illicit drug use (Gorsuch and Butler 1976a), and this
is probably true because such absences sometimes disrupt the socializa-
tion patterns. However, the fact that this effect is not always found
is not surprising, because the major variable should be the parenting,
not the presence of a particular biological parent. The literature does
indeed suggest that parental relationships are poorer among those

abusing drugs than among those not abusing drugs. Unfortunately

the literature is incomplete, and it is difficult to decipher whether this
phenomenon is a result of a lack of proper parenting or a reaction of
the parents to a child who is nonsocializable, if such a child exists.

Religious membership has been included in more research studies than
almost any other variable and has a highly consistent ability to predict
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the nondrug user (Corsuch and Butler 1976a). Unfortunately there
has been only one article specifically concerned with the impact of
religion (Linden and Currie 1977), so the “why” behind this relationship
is just beginning to be explored. In the nonsocialized model, religious
membership theoretically could be expected to operate in three ways.
First, membership in a religious body indicates that the parenting
figures have themselves been a part of and support traditional socializa-
tion and can be expected to pass such norms on to their children.
Second, participation in a traditional group would provide for substitute
parenting figures if the biological parents were incapable of or unwilling
to provide appropriate models and traditional socialization. Third, the
religious membership provides a peer group whose members are more
likely to be traditionally socialized and supportive of traditional socializa-
tion. Such a peer group would be unlikely to make illicit drugs avail-
able to the nonsocialized individual. And since nonsocialized individuals
have no particular drive for drugs per se, they will fit in with and
conform to a nondrug-using subculture just as well as a drug-using
subculture.

PRODRUG  SOCIALIZATION MODEL

It is often the case that a person is socialized into a prodrug lifestyle.
Some of the clearest examples of this can be found in certain Native
American tribes or religious or quasi-religious groups that use drugs
for ceremonial or other such purposes. The socialization need not be
to illicit drugs. A widely replicated finding in the research literature
is that children who use a drug illicitly often come from families where
one or more of the parenting figures used drugs. Even though parent-
ing figures generally used licit drugs--over-the-counter drugs and
tranquilizers prescribed by doctors--the effect was to teach their
children that drugs are good and provide a solution for one’s problems.
It is a small step from buying drugs at the corner drug store to
buying drugs on the corner.

The parents described by this model are prodrug socializing forces.

Because they are highly respected by and spend more time with their
children, the youths are likely also to be prodrug and hence to use
drugs, whether licit or illicit. Note that this model does not describe
parents who teach moderate or prescribed usage of drugs.

Peers are another source of prodrug socialization. The extent to
which encouragement and active solicitation by peers actually occurs is
currently debated, for there are counterarguments that the illicit drug
subculture, which developed because of common needs for drugs, does
not engage actively in socializing others into the culture. Despite the
fact that the degree to which this occurs is unknown, it is apparent
that it can occur, at least in some cases, and so must be included in
the general model.

In addition to socialization regarding drugs per se, socialization into a

set of “sympathetic” personality characteristics may be also important

in this model. It is commonly found that the nontraditional values of

individualism and experimentation, as well as the American “left wing”

value systems, are predisposing to the use of illicit drugs in that they
provide a set of attitudes and values that encourage the type of experi-
ments that can include illicit drug use.
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The model assumes that there are prodrug socializing agents in the
individual’s immediate environment that provide relatively easy access
to illicit drugs, numerous opportunities for drugs to be used, and
models for their use. With such a background, the motivation need
not be strong for an initial drug experience to occur. The normal
drive in children and youths simply to try whatever they see others
doing is sufficient to account for the actual initial drug experience.
To the extent that motivation plays any part in this scheme, the major
motivating factors would be the need for status (e.g., to be “adult’),
novelty seeking, curiosity, relief from boredom, and a motivation
unique to this particular model: conformity.

IATROGENIC MODEL

The origin of the iatrogenic model is found in the initial use of opium
and its derivatives for medical purposes before 1900. For many years
the addictive properties of such drugs were not understood, and
people unknowingly became addicted to these drugs which were used
for medical purposes.

In this model the primary motivation for the initial illicit drug use is
the relief of physical pain or mental anguish. A person will seek out
a drug not when life is going well--as could occur for the nonsocialized
or prodrug socialized individual--but when life is going poorly. The
fact that many individuals who try drugs illicitly have already under-
gone use of similar drugs in hospital settings suggests that they may
be influenced by the success of the medical use of these drugs, and
perceive illicit drug use as a simple extension of common medical pro-
cedures “without bothering the doctor.”

Physicians and other medical workers have a considerably higher illicit
drug use rate than the normal population. The iatrogenic model stresses
the fact that these are the people who see on a day-by-day basis the
positive uses of drugs for medical reasons and hence may succumb to
the temptation to self-prescribe.
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An Existential Theory of
Drug Dependence

George B. Greaves, Ph.D.

Existential psychology deals primarily with the phenomenal and emotional
state of individuals, with a person’s experience of the quality and
meaning of his or her life, and of means and methods of therapeutic
intervention, both verbal and nonverbal, which can lead to an enhance-
ment of an individual's life state. Within the framework of existential
theory, human beings are seen to be motivated primarily to satisfy and
sustain basic needs and to fulfill certain aspirations (Maslow 1954).
The payoff for such satisfaction and fulfillment is a sense of personal
wholeness and well being (Maslow 1962; Rogers 1962). The failure to
secure basic needs and self-enhancing aspirations leads to a sense of
disease and despair, which, in turn, gives rise to activities, both
destructive and productive, aimed at reducing such disease and
despair. My existential theory represents an attempt to understand
and account for destructive patterns of drug use within the framework
of existential psychology (Greaves 1974).

Ever since the 1920s. clinicians and researchers studying drug-
dependent and drug-dysfunctional persons have commented on the
pathological personality patterns of such individuals and have offered
various taxonomies to describe the range of personality disorders seen.
This line of speculation received a major boost with the publication of
Pescor's work in 1943, based on a very large sample of drug-addicted
persons at the then new Federal narcotics rehabilitation center in
Lexington (Pescor 1943a).

The prevailing impression one gathers from a reading of this literature
is that certain individuals, as a result of aberrant or unhealthy per-
sonalities, represent high risks for drug dependency if they are
exposed to certain psychoactive drugs. In other words, in any N
sample of individuals under identical stimulus conditions, there is not
an equal chance that any given individual will become or remain drug
dependent. Rather, there are systematic and identifiable personality
factors which interact with the drug-taking behavior that leads to
dependency. This apparent phenomenon has traditionally been called
“addiction proneness” (Gendreau and Gendreau 1970).
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Critics of the notion of addiction proneness have argued that the very
methods which drug researchers have used have guaranteed the results.
Thus, the kinds of people who wind up in prisons, hospitals, and
drug programs to be available for study are exactly those who have a
higher incidence of aberrant personality traits: the young, the minor-
ities, the poor. But later studies which have tapped other samples,
and studies using matched-sample control groups, have tended to quiet
the critics. Among physician addicts, for instance, the familiar eleva-
tion in the psychopathic deviancy scale of the Minnesota Multiphasic
Personality Inventory (MMPI) was found, as in other addicts, although
such an elevation in the Pd scale is not typical of physicians in general.
Similarly, | found that middle-class adolescents who were drug depend-
ent resembled other adolescents who were hospitalized in a psychiatric
hospital but were very unlike their adolescent peers residing in the
same city (Greaves 1971).

Those researchers currently working within the area of addiction
proneness are no longer content to document addiction proneness but
are now working on specifying the personality variables at work in
specific kinds of addictions, usually defined in terms of the abuser’s
drug of choice. Major distinctions have been drawn, for instance,
between the personalities of those who prefer heroin and those who
prefer amphetamines or barbiturates as drugs of dependency (Greaves,
in press; Milkman and Frosch 1973).

Although | have been one of the contributors to the literature on one’s
drug of choice as a function of personality variables, my main interest
has remained with the general phenomenon of addiction proneness.
For a clue as to why persons come to abuse drugs, | first turned to
the phenomenon of mind-altering or mood-altering drug-use behavior,
of which abuse is an extension.

William James was the first to state explicitly and explore the existence
of altered states of consciousness within the Western phenomenalist
tradition. Writing in the Principles of Psychology, James observes:

Our normal consciousness, rational consciousness as we call
it, is but one special type of consciousness, whilst all about
it, parted from it by the flimsiest of screens, there lie
potential forms of consciousness entirely different.

(James 1890)

While James fell short of stating that individuals have an innate drive
to experience these altered states, he did state that the popularity of
alcohol derived from its ability to stimulate such states:

It is the power of alcohol to stimulate the mystical conscious-
ness that has made it such an important substance in man’s
history.

(James 1907)

It remained for Andrew Weil, another Harvard physician, to state
James’ hypothesis explicitly:

It is my belief that the desire to alter consciousness period-
ically is an innate, normal drive analogous to hunger or the

sexual drive.
(Weil 1972)
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If James’ hypothesis is true--that there are naturally existing alterna-
tive states of consciousness, and it seems almost certain that there
are--then several hypotheses seem readily to follow:

1. Such alternative states serve an adaptive purpose to the organism.
2. It is natural to pursue such states (Weil 1972).

3. Children, due to their relative lack of rational enculturation, are
more readily in touch with some of these states (Fraiberg 1959;
Weil 1972).

4. The use of drugs is one way to facilitate access to these states
(Weil 1972).

I would further hypothesize that--

1. Some adolescents and adults are less able to access altered states of
consciousness due to intervening anxiety states and other patho-
logical states;

2. Such persons make use of drugs beyond the motive of accessing
such states, using them rather to restore themselves to a state of
being by which they are able to access both usual and alternate
states;

3. The taking of drugs in an attempt to rectify an abnormal state of
personality is a form of automedication, and forms the cornerstone
of all drug dependency; and

4. If persons could access altered states to a more normal degree,
i.e.,, in the ways persons with normal personalities do, they might
use drugs, but would not abuse (be dependent on) them.

The automedication hypothesis is, of course, not new (Wahl 1967).
Alcoholics have been thought by many to be “treating” themselves
chemically for depression, heroin addicts have been described as
“numbing” emotional pain, and so forth.

What characterizes the theory proposed here is the specific range of
variables believed to lie at the personality and emotional core of all

substance abusers. These variables were derived from three sets of
empirical observations. As originally set forth, these were as follows:

The first observation is that drug-dependent persons seem
to have fundamentally disturbed sex lives. They are frigid,
impotent, indifferent, prudish, angry, or resentful concern-
ing sex. Whatever their particular disturbance, sex is not a
great or reliable source of pleasure. For many it is frankly
dysphoric. Furthermore, this lack of sexual enjoyment
seems to predate the period of drug dependence and is
certainly aggravated by drug use. Among humans, | have
come to suspect that drug dependence does not supersede
sexual pleasure--it replaces it (Bell and Trethowan 1961).

(Greaves 1972)

The second of my observations has been that drug-dependent
persons as a group do not know how to play--at least not
without their drug. Very few things hold interest in the
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straight world; almost nothing is seen as exciting. They
often appear jaded and disinterested in anything around
them that does not directly relate to the drug life style.
They have lost contact with their natural child within them,
and with it their spontaneity, creativity, and joy.

The third observation, and this may be the primary factor
on which the other two are based, is that drug-dependent
persons seem to be remarkably out of touch with pleasurable
somatic feedback. Alcohol-dependent persons are observed
to drink massively more alcohol than nondependent persons
as a function of their blocking the pleasurable effects of
alcohol in low doses. Because of this, they are less able to
pace themselves as drinkers. Whether this lack of somatic
feedback is due to some physiological deficiency which
requires higher dosages of the drug to obtain arousal, or
whether there are specific psychodynamics at work is another
moot point, but an empirical one. My own work strongly
suggests that there are chiefly psychological and attitudinal
factors at work. Whatever the case, if persons who are
drug dependent, or who become drug dependent, are,
indeed, out of touch with primary somatic feedback which
other people would experience as pleasure, this may be the
reason that they do not enjoy sex or play--there is simply
nothing in it for them.

(Greaves 1974)

In summary, ‘persons who become drug dependent are those who are
markedly lacking in pleasurable sensory awareness, who have lost the
child-like ability to create natural euphoria through active play. includ-
ing recreational sex, and who, upon experimentation with drugs, tend
to employ these agents in large quantities as a passive means of
euphoria, or at least as a means of removing some of the pain and
anxiety attending a humorless, dysphoric life style” (Greaves 1974).

Based on this work and subsequent clinical experience which tends to
confirm it, | have been an outspoken critic of drug-treatment programs
based on asceticism, privation, and harsh behavioral treatment. Such
programs, by their nature, tend to promote dependence on passive
forms of euphoria, undermining the very purpose for which they were
allegedly designed. As originally put:

The therapeutic implications of this present set of contentions
are clear. If we are to minimize drug dependence, we need
to teach drug-dependent persons to turn themselves on as a
substitute for the euphoria-producing properties of drugs,
and to relax in order to replace the anxiety-reducing effects
of drugs. The reason our present methods of treating drug
dependence are failing so miserably is that we are both
making unreasonable demands on our clients and focusing on
the wrong things. Our major unreasonable demand is that
we want a person to give up something that gives him pleas-
ure and/or relieves distress, while offering little in return
except vague, distant promises of a better life and improved
self-esteem. As to focusing on the wrong things, we are
headed in precisely the wrong direction in drug programming:
toward asceticism, which emphasizes good behavior and
de-emphasizes the importance of pleasurable feelings, thus
unwittingly encouraging passive-dependence on chemical
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sources of ﬁleasure; and away from humanism, which
emphasizes the importance of pleasurable experience and is
suspicious of passive-dependence on drugs. We seem to
have drawn the absolutely backward conclusion about the
drug addicted person that he is an actively hedonistic,
pleasure-seeking, turn-on freak when he never was that.
What he was and is is a chronically uptight individual who
experiences great difficulty securing his need for pleasure in
ways that others do.

We emphasize the importance of the drug dependent person’s
acquiring a job as a condition of his rehabilitation, when
very little evidence supports the contention that having a
job is a decisive element in successful withdrawal from drugs.
Instead of conceiving of drugs as the enemy and seeing drug
abstinence as a great struggle against the enemy, to be
hopefully brought about through great striving and strictly
regimented behavior, we need to adopt a human growth and
need-fulfilment model. We need to help persons to become
the agents of their pleasure, not the passive recipients. We
need to provide body-sensory awareness programs, medita-
tion, expressive art therapy, psychotherapy. We need to
turn our clients on to music, dancing, fishing, camping,
boating, photography, and sex. . . . We need to help
clients to realize that not only is it all right to pursue
actively a wide range of pleasurable experiences, but how
to. Yet none of the five major treatment modalities over-
viewed by Ball (1972)--a) detoxification, b) maintenance,
c) individual and group psychotherapy, d) therapeutic
communities, and e) religious communities--effectively, in
and of themselves, come to grips with the dysphoric under-
lay of drug dependence.1

(Greaves 1974)

During the past several years, drug abuse treatment programers,
using these and other ideas, have placed increasing emphasis on
“alternatives” to drug-abusing behavior. The jury is still out as
regards the outcome benefits of this approach, though preliminary
results are encouraging.

SPECIAL POPULATIONS

As a general theory of drug dependence, the existential theory does
not deal with special risk populations except to comment that inherent
in special subpopulations are the factors that give rise to personality
maldevelopment, situational stress pathology, or unusual opportunity
(such as availability or peer support), which give rise to abuse.

1F{eprinted with permission from G. Greaves. “Toward an Existential
Theory of Drug-Dependence,” Journal of Nervous and Mental Disease,
159(1974):263-274. Copyright © 1974 by The Wiliams & Wilkins Co.,
Baltimore, Md.
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An Ego/Self Theory of
Substance Dependence

A Contemporary Psychoanalytic
Perspective

Edward J. Khantzian, M.D.

INTRODUCTION

Drug dependence is tied intimately to an individual’s attempt to cope
with his or her internal emotional and external social and physical
environment. Viewed from a contemporary psychoanalytic perspective,
drug dependency can best be understood by examining how such a
person’s ego organization and sense of self serve or fail the individual’s
attempts to cope, and how the specific effects of various substances
facilitate or impede such attempts.

Although early psychoanalytic investigators appreciated the presence of
underlying depression, tension, and distress in addicts, most of the
early psychoanalytic formulations of substance dependence emphasized
the instinctive, pleasurable aspects of drug use to explain the compel-
ling nature of addiction (Yorke 1970; Khantzian 1974; Khantzian and
Treece 1977). More recent psychoanalytic formulations have placed
greater emphasis on problems in adaptation, ego and self disturbances,
and related psychopathology as etiological factors in drug dependence
(Krystal and Raskin 1970; Wurmser 1974; and Khantzian 1978).

A variety of drug-use patterns and degrees of dependence in which
everyday problems of living are involved may be identified (Khantzian
et al. 1974). Nevertheless, | have become convinced, as has Wurmser
(1974), that becoming and remaining addicted to drugs is in most
instances associated with severe and significant psychopathology.
Necessarily, some of the observed pathology evident in addicts is the
result of drug use and its attendant interpersonal involvements (Zinberg
1975; Mirin et al. 1976; Khantzian and Treece 1979). However, it is
my opinion that drug-dependent individuals are predisposed to use and
to become dependent upon their substances mainly as a result of
severe ego impairments and disturbances in the sense of self, involving
difficulties with drive and affect defense, self-care, dependency, and
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need satisfaction. Hence, my theoretical work has focused on these
impairments and disturbances in the ego and the sense of self.

ADAPTATION AND DRUG USE

In one of our first papers on substance dependence (Khantzian et al.
1974), we explored the relationship of heroin use to a range of human
problems, including pain, stress, and dysphoria. In attempting to
adapt to one’s emotions and environment, the powerful action of heroin
and immersion in the attendant rituals and subculture could be used to
mute, extinguish, and avoid a range of feelings and emotions. That
is, rather than settling for more ordinary defensive, neurotic, charac-
terological, or other adaptive mechanisms as a way of dealing with
distress, heroin addicts had adopted a more extraordinary solution by
using a powerful drug and immersing themselves in the associated
rituals, practices, and pseudoculture. In this early report, we stressed
the costly consequences of the heroin involvement and why the addict
was so desperately dependent on the drug, that is, “the central prob-
lem for most people who have become addicted to opiates is that they
have failed to develop effective symptomatic, characterologic, or other
adaptive solutions in response to developmental crises, stress, depriva-
tion, and other forms of emotional pain which may not in themselves be
extraordinary. Their response has been to revert repeatedly to the
use of opiates as an all powerful device, thereby precluding other
solutions that would normally develop and that might better sustain
them” (p. 164).

AGGRESSION AND HEROIN DEPENDENCE

In contrast to a general sense that heroin could be used to deal with a
range of human emotions and troubles, | also quickly became impressed
with a rather specific reason why opiates could be so appealing to
many heroin addicts. From the outset of my clinical-investigative work
with drug dependency, | was immediately impressed with the enormous,
lifelong difficulties heroin addicts had with feelings and impulses
associated with aggression. In repeated life histories obtained from
addicts, | was impressed with how dysphoric feelings associated with
anger, rage, and restlessness were relieved in the short term by
heroin and other opiates. This was even more apparent when observing
addicts in treatment as they became stabilized on methadone and their
aggression and restlessness subsided. | began to suspect that heroin
addicts might be using opiates specifically as an antiaggression drug.

As a result of these initial impressions, | published a preliminary
report (1972) and subsequently expanded and formulated a hypothesis
(Khantzian 1974) which proposed that problems with aggression predis-
posed certain individuals to opiate dependence and was central in the
development and maintenance of an addiction. | emphasized how addicts
took advantage of the antiaggression action of opiates in the service of
drive defense. | stressed the disorganizing influence of aggression on
ego functions in individuals whose ego stability was already subject to
dysfunction and impairment as a result of developmental arrest or
regression. | also proposed that the same but sustained, longer
antiaggression action of methadone was the basis for “success” of
methadone maintenance.
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SELF (NARCISSISTIC) PATHOLOGY

Over the past decade, considerable attention has been focused on self
pathology. In contrast to ego pathology, in which the emphasis is on
disturbance in structure and function in coping with drives and emo-
tions, self pathology relates more to troubled attitudes and experiences
about the self and others. Kohut (1971) and Kernberq (1975) have
explored how disruptions and disturbances in a person’s early develop-
ment, particularly around nurturance and dependency needs, lead to
self pathology in adult life. Both investigators consider substance
dependencies as manifestations of such disorders, although neither
Kohut nor Kernberg has systematically explored this relationship. A
number of investigators have attempted to relate this recent better
understanding of narcissistic processes and disturbances to substance
dependence. Reports by Wieder and Kaplan (1969), Wurmser (1974),
and Krystal and Raskin (1970) have stressed narcissistic vulnerabilities
and decompensation as predisposing factors. Wurmser, in particular,
has emphasized how drugs are used to counteract the distress and
dysphoria associated with decompensated narcissistic states.

In my own psychotherapeutic work with addicts, | became interested in
some of the unique and characteristic traits of compensated addicts
(i.e., addicts who were either drug free or on drug maintenance) that
are related to underlying narcissistic processes and disturbances, and
how such traits might predispose an individual to drug dependence. |
repeatedly observed the addict’'s special problems in accepting depend-
ency and actively acknowledging and pursuing goals and satisfactions
related to needs and wants. Extreme and alternating patterns in
pursuing need satisfaction were evident: Cooperation and compliance
might suddenly alternate with outbursts of rage, refusal, or resistance;
passivity and indifference could shift rapidly or coexist with active,
intense, and restless involvements that often led to danger, violence,
and death; disavowal of needs and solicitousness of others might
suddenly convert to angry demands and an entitlement that was totally
oblivious of other people.

To explain such patterns, | proposed that the rigid character traits
and alternating defenses employed by addicts were adopted against
underlying needs and dependency in order to maintain a costly psycho-
logical equilibrium. Prominent defenses and traits included extreme
repression, disavowal, self-sufficiency, activity, and assumption of
aggressive attitudes. | concluded that “defenses (and the associated
character traits) are employed in the service of containing a whole
range of longings and aspirations, but particularly those related to
dependency and nurturance needs. It is because of massive repression
of these needs that such individuals feel cut off, hollow and empty . . .
[and that the] . . . addicts’ inability to acknowledge and pursue
actively their needs to be admired, and to love and be loved, leave
them vulnerable to reversion to narcotics” (Khantzian 1978, p. 196).

SELF-SELECTION AND THE SPECIFIC
APPEAL OF HEROIN

Most substance-dependent individuals prefer and self-select a particular
drug. This preference and selection is the result of the drug of
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choice and its distinctive psychopharmacologic effects interacting with
the unique personality organization and reactive patterns of an individ-
ual. It is this interaction between drug effect and personality organi-
zation that predisposes a person to dependency on a particular drug.
The specific appeal of opiates, stimulants, sedative-hypnotic drugs
(including alcohol), and other drugs has been explored from a psycho-
dynamic perspective (Wieder and Kaplan 1969; Wurmser 1974; Milkman
and Frosch 1973; Khantzian 1975). Wieder and Kaplan, and others,
continue to stress the regressive and pleasurable ego states produced
by these drugs (including opiates) to explain their appeal, while
Wurmser and | have placed greater emphasis on the progressive and
adaptive use of drugs. In this respect, | have been particularly
interested in the narcotic addict’'s preference for opiates. As already
indicated, my early work with heroin addicts led me to conclude that
the compelling nature of opiates for many narcotic addicts resides in a
specific antiaggression action of narcotics, namely, to relieve and
counteract regressed, disorganized, and dysphoric ego states related
to overwhelming feelings of rage, anger, and related depression.
Whereas the use of drugs such as the amphetamines and hypnotics
(including alcohol) results in the mobilization and expression of aggres-
sive and sexual impulses, opiates have the opposite effect. This effect
is particularly needed and welcomed in certain individuals whose ego
mechanisms of defense, particularly against aggressive drives, are
shaky or absent. On close examination, we have been impressed
repeatedly that the so-called “high” or euphoria produced by opiates is
more correctly a relief of dysphoria associated with unmitigated aggres-
sion. The short-term effect of the drug is to reverse regressed
dysphoric ego states by muting and containing otherwise uncontrollable
rage and aggression (Khantzian 1972, 1974, 1978).

SELF-CARE DISTURBANCES

The previous sections have focused on how drug addicts attempt to
use drugs adaptively to overcome and cope with ego and self problems.
In this final section | would like to focus on a more obvious maladaptive
aspect of drug use.

The influences of early psychoanalysis are evident in “id” formulations
of addictions that invoke and presuppose the existence of unconscious
death wishes and self-destructive trends (death instincts) to account
for the destructiveness and dangers associated with drug dependence.
Clearly, certain individuals are driven or are compelled to be self-
destructive, with suicide the most extreme manifestation of such a
compulsion. Indeed, it has been suggested rather cynically by some
that drug dependence and abuse is a form of suicide on the installment
plan. Menninger (1938) is representative in presenting such a point
of view, referring to such behavior as “chronic suicide.” The psychol-
ogy of conscious and unconscious human destructiveness is complex
and may well be a component in the destructive aspects of substance
dependence. However, in my experience, many of the self-destructive
aspects of drug dependence represent failures in ego functions involving
self-care and self-protection.

Self-care functions originate and are established in early phases of
human development. They become internalized as a result of and
through the ministrations of the caring and protective role of the
parents, particularly the mother. If optimal, children gradually
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incorporate a capacity to care for themselves and to protect against

and anticipate harm and danger. Extremes of indulgence and depriva-
tion may do injury to the individual’'s developing ego and sense of self
around vital functions of self-preservation and care, and may leave

individuals vulnerable to a whole range of hazards and dangers, not

the least of which is the use of dangerous drugs.

Self-care as an ego function is complex. It is probably the result of a
number of component functions and defenses such as signal anxiety,
reality testing, judgment, control, and synthesis, and when impaired,
such defenses as denial, justification, projection, etc. We are all
subject to our instincts, drives, and impulses, and if they are expressed
indiscriminately, we are subject to hazard and danger. Most of us
check ourselves more or less and automatically exercise caution, or we
are appropriately worried and fearful of the prospects of danger or
hazardous involvements. Such checking or cautionary responses are
an integral part of our ego mechanisms of defense. However, it is
exactly in this regard that addicts are deficient in their ego.

These are problems that | consider to be related to self-care
(ego) functions that are impaired, deficient or absent in so
many of the addicts we see. The problems with self-care
and regulation are apparent in their past histories (predating
their addiction) by a high incidence of preventable medical
and dental problems, accidents, fights, violent behavior and
delinquent behavioral problems. Their impaired self-care
functions are also evident in relation to their drug/alcohol
problems, where despite obvious deterioration and imminent
danger as a result of their substance use, there is little
evidence of fear, anxiety or realistic assessment about their
substance involvement. One might correctly argue that in
this latter instance, the lack of self-care is secondary to
regression as a result of prolonged substance use. Although
this is probably true, we have been impressed with the
presence and persistence of these described tendencies in
such individuals both prior to becoming addicted and subse-
quent to becoming detoxified and stabilized.”

(Khantzian 1978, p. 193)
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A General Theory of Addiction
to Opiate-Type Drugs

Alfred R. Lindesmith, Ph.D.

| formulated my theory of addiction on the basis of an investigation
done in Chicago during the years 1934-35 by, at first, observing and
interviewing Chicago street addicts. Approximately 50 addicts were
interviewed repeatedly over a period of a number of months, and some
others were contacted only once or a few times. | did not consult the
literature on the subject until | had developed a preliminary hypothesis.

Theories prevalent at the time were generally unsatisfactory, seeming
to reflect the ideological commitments and training of their authors
rather than the evidence. Most claimed to apply only to limited popu-
lations, making it impossible to prove them false by citing negative
evidence since such instances were written off in advance. | began
my study with the assumption that a scientific theory of addiction
ought to be generally applicable regardless of whether the addict was
a physician, a medical patient, or a street derelict from the urban
slums. It also was assumed that the theory should be applicable no
matter how the drug was taken and that it should apply to addiction in
earlier centuries and in countries other than the United States.

After | entertained a few preliminary hypotheses and rejected them
when negative evidence was found, | reached a conclusion concerning
the dominant and basic characteristics of addiction--the causal process
that produces the powerful craving for opiates. When | sought negative
evidence or exceptions to this conclusion and its implications, | failed
to find them. Instead, it seemed to me that the theory made sense of
what had at first seemed like a chaotic jigsaw puzzle filled with para-
doxes and inconsistencies.

In brief, the theory | formulated is that opiate drug users develop the
craving, or become addicted or “hooked,” after physical dependence
has been established, in the process of using the drug to alleviate the
withdrawal distress that begins to appear several hours after the last
dose, provided that the user correctly identifies and understands
these symptoms (Lindesmith 1947).

After | had formulated this hypothesis and was checking and working
out its implications in interviews with users and by consulting the
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scientific literature, | stumbled on the same conclusion stated by a
prominent German investigator, A. Erlenmeyer, in 1926. (See refer-
ences.) Being interested mainly in physiological aspects and the
medical treatment of addicts, Erlenmeyer did not develop this statement
in detail as a theory but simply stated it as a fact and passed on to
other matters.

Noting and documenting the organic effects that occur as morphine is
used on a regular daily basis, Erlenmeyer describes the process as a
“reversal.” He adds:

The morphine originally foreign to the body, becomes an
intrinsic part of the body, as the union between it and the
brain cells keeps growing stronger; it then acquires the
significance and efffectiveness of a heart tonic, of an indis-
pensable element of nutrition and subsistence, of a means for
carrying on the business of the entire organism. .
(Cited in Terry and Pellens 1928, pp. 601- 602)

He describes the withdrawal syndrome that occurs after the reversal of
effects has taken place as a “host of painful sensations, intolerable
feelings, oppressive organic disturbances of every sort, combined with
an extreme psychic excitement, intense restlessness, and persistent
insomnia.” He then remarks:

In such moments the craving for morphine is born and
rapidly becomes insatiable, because the patient has learned
that these terrible symptoms are banished as if by magic by
a sufficiently large dose of morphine.

(Cited in Terry and Pellens 1928, pp. 601-602)

The cognitive feature of my theory, which is also implicit in Erlenmeyer’s
statement, is designed to explain how it happens that medical patients
relatively rarely become addicted even when opiates are administered
on a regular daily basis for prolonged periods sufficient to establish
physical dependence. It is widely recognized in medical practice that
in the administration of such addicting drugs, keeping patients in
ignorance or deceiving them about the identity of the drug are effective
tactics in preventing subsequent use. If withdrawal symptoms occur,
they may be explained to the patient as symptoms of a disease, as
side-effects of other medication, and so on. If a patient who has been
attracted to the effects of morphine that has been regularly administered
is deceived into the belief that the drug was strychnine or arsenic, he
or she will lose interest in it.

Similar considerations also apply to the fact that physical dependence
in very young children, such as occurs in infants born of addicted
mothers, apparently never produces addiction. In India, a lower caste
custom that involved keeping very young children quiet by providing
them with opium often produced physical dependence. The drug was
usually withdrawn by the age of five. No addiction appears to have
resulted from this practice, and there was no connection observed
between it and adult use.

An important and often overlooked aspect of opiate effects that is basic
to the theory and that is strongly emphasized by Erlenmeyer is the
changes in these effects that take place gradually during the progres-
sion from initial use on a regular basis to the point of physical depend-
ence. Disregarding a few unpleasant effects following from the first
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few doses, initial effects may be described as depressant and are
perceived by the recipient as generally pleasant in that they relieve
pain and discomfort and produce a feeling of relaxation and well being.

It is these first effects and the impact of a dose that are spoken of as
the “high” or “rush” by addicts. As usage continues, these euphoric
effects become progressively briefer in duration and harder to obtain.
The original sedative effect gives way to and is replaced by an opposite
or stimulating effect as the drug begins gradually to be used mainly to
alleviate withdrawal distress. Organic changes are of a parallel nature.
The first injection creates abnormal bodily changes which tend to
return to normal as bodily adaptation occurs. When the latter process
is complete, bodily abnormalities occur when the drug is withdrawn
and return roughly to “normal” when another dose is taken. In this
situation the user feels approximately normal between shots but still
has the solace of brief euphoric episodes at the time of injection, these
becoming progressively more difficult to achieve as use continues.

This reversal of effects creates some important logical problems and

paradoxes for the theorist. If initial euphoric effects are said to be
the key factor, one may ask why addicts seem so miserable and so

prone to suicide. If euphoria is the addict's goal, an obvious way to
maximize it would be to stop regular use and, instead, use the drug
episodically--say , every other day. This would unquestionably reduce
costs, risks, and misery generally and would also permit the user to
enjoy the “high” for considerably longer time periods. One might also
wonder why, after the user has experienced the miseries and frustra-
tions of addiction, she or he does not kick the habit and take up a

euphoria-producing drug that does not produce physical dependence,
like cocaine or marijuana.

Since the proposed theory does not view the euphoric effects of opiates
as the key factor in addiction, these considerations are not an embar-
rassment to it. From this standpoint one may describe the initial
period of use as the stage at which the user learns to like the drug,
and subsequent use, to control withdrawal after the reversal of initial
effects, as the stage in which she or he learns to love it.

The proposed theory has been corroborated in a variety of ways which
cannot all be dealt with here. Two of these will be briefly indicated.

Since there are addicts who have become physically dependent on an
opiate before the sequence of regular use that made them addicts, it is
relevant to the theory to ask how they escaped addiction in their
earlier experience. The theory implies that they must have been
ignorant of what was happening to them, and this was borne out in
every instance of this sort that came to my attention from interviews
or from the literature. One such addict simply said, “I was hooked
and didn’t know it.”

The second corroboration, of a partial nature, has to do with the fact
that, if one deletes the cognitive feature of the theory, it may be
called one of negative reinforcement and fitted into the pattern of
conditioning and reinforcement theory of psychology. It was adapted
in this way by an experimental psychologist and tested with rats
(Nichols 1963, 1965). It was confirmed in the sense that rats that
were made physically dependent on morphine by being compelled to
drink a morphine solution with a bitter taste became attached to this
drink only when they were permitted to experience relief from
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withdrawal distress after drinking it. These rats also chose the bitter
morphine drink in preference to pure water often enough after they
had become abstinent to reestablish physical dependence. All of the
other rats that had been physically dependent on morphine but had
had no experience with the relief from withdrawal retained a very
strong dislike for the water laced with morphine.

These findings raise a host of complex issues concerning the differ-
ences between human beings and lower animals that cannot be covered
here. They illustrate that the theory is experimental and could proba-

bly be tested and improved through experimentation with human sub-
jects if this were permissible.
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Theory of Drug Use

Harvey Milkman, Ph.D.
William Frosch, M.D.

This theoretical approach is based on the formulation that disturbances
in the normally expected mastery of phase-specific conflicts during
early childhood may induce severe “primitive” psychopathologies, the
addictions being prominent among these. Failure to cope adequately
with the rage, overstimulation, and disorganized sensory input of such
experiences leaves residual sensory overload and disorganization. The
drug user is hypothesized to achieve relief via the specific altered ego
states induced by psychotropic drugs. The drug of choice will be the
pharmacologic agent that proves harmonious with the user’s character-
istic mode of reducing stress.

Having once experienced the gratification of a supportive, drug-induced
pattern of ego functioning, the user may attempt to repeat this uniquely
satisfying experience for defensive purposes, as a solution to conflict,
or for primary delight. The compulsion to seek out repeatedly a
special ego state will be related to the individual’'s previous needs for
the resolution of conflict or anxiety. If a particular drug-induced ego
state provides a mechanism for easing the discomfort of conflict, an
individual may seek out that particular drug when that conflict is
reexperienced. Wikler's formulations regarding the selection of stimu-
lants, depressants, and hallucinogens closely parallel our own, i.e.,
chosen substance is related to style of coping with anxiety or stress.
The user’'s drug of choice appears to produce an altered ego state
which is reminiscent of and may recapture specific phases of early
child development (e.g., heroin, first year; amphetamine, second to
third year).

EMPIRICAL FINDINGS

We have provided empirical support for this theory through the con-
trolled investigation of ego functions in users of heroin or amphetamine.

'A. Wikler. Personal communication (cited in Blachly 1970).
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Using Bellak et al.'s (1973) interview and rating scale for ego function-
ing, “preferential” users of heroin (N=10) or amphetamine (N=10) were
interviewed under conditions of abstinence and intoxication with their
respectively chosen drugs. Normals (N=10) were interviewed twice while
abstinent. Data were analyzed qualitatively and quantitatively to
answer--(a) How do preferential users differ from normals and each
other under abstinent conditions? (b) How do they differ under condi-
tions of intoxication? (c) How does the drug user differ within himself
under conditions of abstinence and intoxication? Subjects were white,
male, middle class, 20 to 30 years of age, and nonpsychotic. Dose
levels were 15 mg morphine, intramuscular, and 30 mg amphetamine,
oral. The purposeful decision to study preferential users of widely
disparate pharmacologic agents highlighted differential personality
structures as well as basic similarities. Although our observations and
findings derive from our low-dose study of preferential users of heroin
and amphetamine, similar investigations could examine the preferential
use of other psychoactive agents, e.g., barbiturates and hallucinogens.
For the purposes of this presentation, we will discuss only a portion
of our empirical findings. The full data are available elsewhere (Milkman
and Frosch 1973; Frosch and Milkman 1977).

Under the abstinent condition, both drug-using populations showed
subnormal ego-function ratings in most categories (figure 1). Ampheta-
mine users showed significantly higher total ego strength than heroin
users, whether or not they were intoxicated. Within groups, ego
functioning was usually lower in the intoxicated condition with signifi-
cant differences observed for judgment (amphetamine), regulation and
control of drives (both groups), and sense of competence (heroin).
Although ego functioning is more adaptive in amphetamine users when
both groups are in the intoxicated condition, one cannot, unequivocally,
extend this finding beyond the laboratory situation. Experimental
doses of 30 mg and 15 mg for amphetamine and heroin users, respec-
tively, may not be comparable in effect to average “field” doses of 310
mg and 100 mg. Even at our reduced doses, however, the results
suggest a trend, in both groups, for ego functioning to be negatively
affected by the utilization of their respective drugs. It is expected
that under conditions of higher doses, greater impairment of ego
functioning may be observed and more significance obtained. Differen-
tial description of selected ego functions are provided below.

Regulation and control of drives, affects, and impulses refers to the
directness of impulse expression and the effectiveness of delay and
control mechanisms; the degree of frustration tolerance; and the extent
to which drive derivatives are channeled through ideation, affective
expression, and manifest behavior. Both groups display significantly
less regulation and control of drives, affects, and impulses in the
intoxicated condition. The significant drug effect for this function is
particularly interesting because it suggests that under intoxication
both groups might be expected to have less impulse control and present
a greater danger to themselves and/or the community. The heroin
user appears as an individual given to sporadic rages, tantrums, or
binges. Periods of overcontrol may alternate with flurries of impulsive
breakthroughs. This may be observed dramatically when the user
voluntarily submits himself to extended periods of increased environ-
mental structure, in drug programs, where impulse expression is
minimized. Temporarily the user appears to have adequate impulse
control. Suddenly and without warning, however, impulses gain the
upper hand and the user is seen on a self-destructive binge. Disci-
plinary action is taken and once again impulses are quieted through
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FIGURE 1.-Mean ego function rating for amphetamine S’s, heroin S’s,
and normals In the abstinent condition with ratings for sexual and aggressive drive strengths
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self-regulation, authority, and peer pressures. The cycle tends to
repeat.

For the amphetamine user, impulse expression is less direct, perva-
sive, and frequent. Aggressive behavior is more often verbal than
physical, and fantasies predominate over unusual behavior. Manifesta-
tions of drive-related fantasies are seen in quasi-artistic productions,
such as “speed freak” drawings, where primitive and threatening
fantasies are portrayed. The amphetamine user may sit for hours
drawing frightened faces, decapitated bodies, and the like.

Object relations takes into account the degree and kind of relatedness
to others, the extent to which present relationships are adaptively
patterned upon older ones, and the extent of object constancy. It is
interesting to note that for heroin users, the obtained mean for this
function was higher in the intoxicated condition. Perhaps in this dose
range, heroin tends to reduce anxiety and to allow for a smoother and
more relaxed communication between people. This notion supports
Hartmann’s (1969) observation that “there is an attempt to overcome
the lack of affectionate and meaningful object relations through the
pseudo-fusion with other drug takers during their common experience.”
The heroin user is generally detached from others while under stress
and strives for nurturant relationships of a dependent nature, leading
to stormy or strained attachments. The amphetamine user, although
more successful in object relations, tends to become involved in relation-
ships with strong, unresolved oedipal elements. Castration fears tend
to manifest themselves in unusual and extreme sexual behaviors, such
as Don Juanism and homosexuality. Underlying concerns about mascu-
linity and adequacy are expressed through repetitive sexual activity
and a boasting attitude of sexual prowess and potency. Relationships
may, however, endure for long periods of time, although they rarely
have the stability and sustaining power of the idealized marital situa-
tion.

Stimulus barrier indicates the subject's threshold for, sensitivity to,
or awareness of stimuli impinging upon various sensory modalities; the
nature of responses to various levels of sensory stimulation in terms of
the extent of disorganization, withdrawal, or active coping mechanisms
employed to deal with medium or low stimulus barriers. Amphetamine
users showed significantly higher stimulus barriers than did heroin
users in the abstinent condition. Examination of the raw data revealed
that 9 of 10 heroin users were rated low. Although it may be argued
that long-term involvement with particular drugs may have specific
effects on stimulus thresholds, stimulus barrier is considered to be the
most constitutionally based ego function (Bellak et al. 1973). The data
suggest that amphetamine users, with biologically high thresholds for
excitatory stimulation, are seeking homeostasis (equilibrium) through
self-medication. Amphetamine seems to put the user into closer touch
with environmental stimuli which might otherwise be unavailable because
of constitutionally based, high stimulus barriers. Conversely, the
heroin user may have a predisposition toward excessive vulnerability to
environmental stimuli. The user seeks to raise stimulus thresholds,
allowing more adaptive function in a world of relatively painful and
extreme stimulation.

Aggressive drive strength assesses overt aggressive behavior (fre-
quency and intensity); associated and substitute aggressive behavior
(verbal expressions, etc.); fantasies and other ideation: dreams,
symptoms, defenses, and controls. The heroin user is seen as an
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individual whose overt acts of aggression are considerably more intense
and frequent than average. The occurrence of physical assaultiveness
and multiple suicide gestures is common. Hostile punning and witty
repartee are often observed. It is speculated that the relative success
of residential treatment programs is related to this phenomenon.
Intensive confrontation in group therapy (a major treatment modality in
drug programs) provides an outlet for excessive aggressive energy.
For the amphetamine user, aggressive energy appears to be less exces-
sive and is channeled more adaptively. Periodic breakthroughs of
violence occur, but, with the exception of amphetamine psychosis,
these expressions are usually not as frequent or intense as the heroin
user’'s. Fantasies of violence are usually expressed verbally and
sometimes find their expression through identification with radical
political groups. This finding of greater hostility in heroin addicts
than amphetamine abusers is echoed in a study (Gossop and Roy 1976)
using different scales and a different population.

DISCUSSION

Although the observations for this study were made while male users
were under abstinent and somewhat intoxicated conditions, it must be
recalled that our subjects had all been heavy drug users for several
years. It is, therefore, difficult to know if our findings represent a
factor in the etiology of the pattern of drug use or the result of such
drug use and its imposed life patterns. However, quantitative analyses
and clinical impressions provide a framework for conceptualizing possible
psychological differences between preferential users of heroin and
amphetamine. Some speculate that these differences are related to
early predrug patterns of childhood experiences.

The heroin user, who characteristically maintains a tenuous equilibrium
via withdrawal and repression, bolsters these defenses by pharmacolog-
ically inducing a state of decreased motor activity, underresponsiveness
to external situations, and reduction of perceptual intake: “. . . [a]
state of quiet lethargy . . . [is] . . . conducive to hypercathecting

fantasies of omnipotence, magical wish-fulfilment and self-sufficiency.

A most dramatic effect of drive dampening experienced subjectively as

satiation may be observed in the loss of libido and aggression and the
appetites they serve.” (Wieder and Kaplan 1969).

Our empirical observations support these formulations. Under conditions
of low-dose morphine intoxication, heroin users showed improved
scores for object relations and sense of reality, suggesting greater
relaxation and less pressure from the drives. The finding of decreased
libidinal drive strength points to a dampening of sexual appetite. This
style of coping is reminiscent of the narcissistic regressive phenomenon
described by Mahler (1967) as an adaptive pattern of the second half
of the first year of life. It occurs after the specific tie to the mother
has been established and is an attempt to cope with the disorganizing
quality of even her brief absences. It is as if the child must shut
out affective and perceptual claims from other sources during the
mother’s absence. This concept is consistent with earlier remarks by
Fenichel (1945). Addicts are “fixated to a passive-narcissistic aim”
where objects are need-fulfilling sources of supply. The oral zone and
skin are primary, and self-esteem is dependent on supplies of food and
warmth. The drug represents these supplies. Furthermore, heroin
users show intolerance for tension, pain, and frustration. Drug
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effects partially alleviate these difficulties by reducing the impact of
external stimulation through sensory numbing. The specific need

gratification of the passive-narcissistic experience reinforces drug-
taking behavior.

Relative to abstinence, however, the intoxicated heroin user shows an
overall decrement in ego functioning. Regulation and control of drives,
affects, and impulses and sense of competence were significantly lowered
in our experimental situation. Deficiencies in general adaptive strength
and the pressures of physiologic dependency set the groundwork for a
vicious cycle. The heroin user must rely increasingly on a relatively
intact ego to procure drugs and attain satiation. Ultimately, she or he
is driven to withdrawal from heroin by the discrepancy between intra-
psychic forces and external demands. Hospitalization, incarceration,
and self-imposed abstinence subserve the user’s need to resolve growing
conflicts with reality.

In contrast to heroin and other sedative drugs, amphetamines have the
general effect of increasing functional activity. Extended wakefulness,
alleviation of fatigue, insomnia, loquacity, and hypomania are among
the symptoms observed. Subjectively, there is an increase in aware-
ness of drive feelings and impulse strength as well as heightened
feelings of self-assertiveness, self-esteem, and frustration tolerance.
Our observations support most of these generalizations. Amphetamine
intoxication produced in our subjects elevated scores on autonomous
functioning and sense of competence. Analysis of interview material
shows subjective experience of heightened perceptual and motor ability
accompanied by feelings of increased potency and self-regard.

As in the case of heroin, the alterations induced by amphetamine
intoxication are syntonic with the user’s characteristic modes of adapta-
tion. This formulation is in agreement with the observations of Angrist
and Cershon (1969) in their study of the effects of large doses (up to
50 mg/hour) of amphetamine: “. . . it appears that in any one individ-
ual, the behavioral effects tend to be rather consistent and predictable

. moreover these symptoms tended to be consistent with each
person’s personality and style.”

Energizing effects of amphetamine serve the user’s needs to feel active
and potent in the face of an environment perceived as hostile and
threatening. Massive expenditures of psychic energy are geared to
defend against underlying fears of passivity. Wieder and Kaplan
(1969) suggest that the earliest precursor to the amphetamine user’s
mode of adaptation is the “practicing period” described by Mahler
(1967). This period “culminates around the middle of the second year
in the freely walking toddler seeming to feel at the height of his mood
of elation. He appears to be at the peak of his belief in his own
magical omnipotence which is still to a considerable extent derived from
his sense of sharing in his mother's magic powers.” There is an
investment of cathexis in “the autonomous apparatuses of the self and
the functions of the ego; locomotion, perception, learning.” Our
subjects’ inflated self-value and emphasis on perceptual acuity and
physical activity support the notion that amphetamine use is related to
specific premorbid patterns of adaptation. The consistent finding that
ego structures are more adaptive in the amphetamine user than they
are in the heroin user suggests that regression is to a developmentally
more mature phase of psychosexual development.
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Reich’s (1960) comments on the “etiology of compensatory narcissistic
inflation” may provide further insight into the personality structure of
amphetamine users. “The need for narcissistic inflation arises from a
striving to overcome threats to one’s bodily intactness.” Under condi-
tions of too-frequently repeated early traumatizations, the primitive
ego defends itself via magical denial. “It is not so, | am not helpless,
bleeding, destroyed. On the contrary, | am bigger and better than
anyone else. ” Psychic interest is focused “on a compensatory narcis-
sistic fantasy whose grandiose character affirms the denial.” The
high-level artistic and political aspirations witnessed in our subjects
appear to be later developmental derivatives of such infantile fantasies
of omnipotence. Although the amphetamine user subjectively experi-
ences increments in functional capacity and self-esteem, biological and
psychological systems are ultimately drained of their resources. As in
the case of heroin, our study points to an overall decrement in ego
functioning under the influence of amphetamine. The recurrent disinte-
gration of mental and physical functioning is a dramatic manifestation
of the amphetamine syndrome.

Differences in personality structure and function, such as those we
describe in preferential users of heroin and amphetamine, provide
clues which may permit careful delineation of a variety of treatment
programs designed to meet the needs of particular groups of drug
users. In accord with the theoretical and empirical formulations above,
an experimental treatment milieu is projected in which drug users are
presented with tangible, nonchemical alternatives, allowing for the
crucial reversal from a chemically oriented regimen to a nondrug orienta-
tion. In the case of heroin, for example, treatment may be geared
toward replacing previously drug-induced ego states characterized by
(1) fantasies of omnipotence and wish fulfillment, (2) dampening of
drive energies, (3) reduction of external stimulus input, (4) external
regulation of self-esteem (Milkman and Metcalf, in press). Another
need-specific treatment approach may be first to diagnose and then to
treat differentially users who vary along the dimensions of trust and
denial (Burke and Milkman 1978). Referral of preferential drug users
to specialized treatment programs might increase the likelihood that the
user will remain in treatment and that the outcome will be successful.

By viewing the problem from the perspective of the drug preferred,
we have defined differences between users, but we also note basic
similarities. An underlying sense of low self-esteem is defended against
by the introduction of a chemically induced altered state of conscious-
ness. The drug state helps to ward off feelings of helplessness in the
face of a threatening environment. The pharmacologic effect bolsters
the characteristic defenses deployed to reduce anxiety. Drugged
consciousness appears to be a regressive state which is reminiscent of
and may recapture specific phases of early child development. The
child-like pattern of behavior is characterized by immediacy of reward
without regard for the long-term, detrimental consequences of one’s
actions.

The parallels and overlap between the drug addictions and other
“addictive processes,” e.g., suicide, promiscuity, cults, crime, etc.,
are striking. It is believed that the predominant medical, social, and
legal emphasis on substances may obscure fundamental psychosocial and
cultural determinants of drug abuse and related problem behavior.
The relative failure of contemporary “treatment” in the area of substance
abuse highlights the need for increased understanding through innova-
tive integrative channels. Blachly (1970) provides an early model for
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such a broadened scope. He sees drug use as one of a class of “seduc-
tive behaviors” characterized by (1) active participation by the victim,
(2) negative attitude toward constructive consultation, (3) immediacy
of reward, (4) potential for long-term impairment of functioning.
While there is continued need for research and theory specific to drug
involvement, e.g., cognitive style and physiologic responsiveness, we
suggest an expanded focus on the “addictive processes.” These may
be collectively defined as the progressive or repetitious patterns of
socioculturally and psychophysically determined seductive behaviors,
detrimental to the individual, the society, or both (Milkman 1979).
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An Availability-Proneness
Theory of lllicit Drug Abuse

Reginald G. Smart, Ph.D.

Most simply stated, the availability-proneness theory of drug abuse
involves the proposition that drug abuse occurs when a prone individ-
ual is exposed to a high level of availability. It is argued that the
availability of or ease of access to all drugs varies enormously, as
does proneness to use of these drugs for social or psychological reasons.
Tendencies to use drugs should vary directly with both availability
and proneness, and the two should sum to create an “addiction tend-
ency. ” This suggests that both availability and proneness need not be
high for all drug abusers. Where availability is excessively high, the
level of proneness required among users could be lower than in situa-
tions of low availability. Where an individual’'s psychological or social
proneness is very high, he or she may become a drug abuser in
situations in which availability is low. Treatment of drug abusers
should be successful only where large reductions are made in availability
or proneness. Where relapses occur after treatment they should be in
situations in which a return to earlier levels of availability or proneness
is made. Continuation of drug use should occur whenever availability
and proneness remain constant and acceptable to the drug user or
abuser.

In general, this two-factor availiability-proneness theory makes use of
much published research, integrating it into propositions which take
account of many of the findings. The theory has some similarities to
the vulnerability-acceptance theory of alcoholism adopted by Jellinek
(1960) years ago but many differences as well. Unfortunately the

theory has not had a large-scale independent test and has some weak-
nesses as well as some strengths. The theory attempts to account for
initiation, continuation, and relapse from drug abuse with only two

factors. Examination of the meaning and measurement of these factors
is crucial to the understanding and further development of the theory.

AVAILABILITY

At the lowest level of drug availability are the proverbial Robinson
Crusoe families set disconsolately on a desert island with no
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pharmaceuticals or plant-origin drugs available. No matter what their
desires or previous habits there can be no drug abuse. Only available
drugs can be used. There are many situations where availability of
drugs is very great, e.g., in ghettos where heroin and other illicit
drugs are routinely for sale. Opiates are also available to many rural
farmers living in areas where opium-bearing plants grow, the best
examples being farmers in Southeast Asia, Turkey, and parts of Mexico.

The concept of availability has several different meanings or facets.
Availability refers to the set of physical, social, and economic circum-
stances surrounding the ease or difficulty of obtaining drugs, especially
with respect to their costs and the amount of physical effort required
to obtain them. When costs are high or the effort required is great,
the tendency to use drugs will be low but can be overcome by a high
level of proneness in the user. Availability may also refer to social
aspects because drugs are more available in some social groups than in
others. In some school, neighborhood, or other social situations,
drugs are used by many if not all of the members. The availability of
any drug, then, for a person new to this kind of environment is far
greater than it would be in a non-drug-using group or in a school
which does not countenance drug users.

Availability is also greater in some family situations than in others. It
has been frequently noted that heroin addicts usually associate with
other addicts, partly in order to keep their supply of drugs. Observa-
tions made in ghetto situations show that heroin is highly available and
that many young men sample heroin, although few actually become
addicts. Those who do tend to drop their nonusing friends. It is
known (Smart and Fejer 1972; Kandel 1974) that drugs are frequently
used by more than one member of a family. Studies of male drug
addicts show that their spouses tend to use heroin even when they did
not at the time of marriage.

Availability may be “perceived” as well as “actual.” Actual availability
takes into account the cost of drugs, number of sellers nearby, and
the number of places to buy drugs. Perceived availability involves
subjective estimates of that availability by users or nonusers. In
practice, actual availability is unknown, and we must depend upon
subjective estimates. Research supporting the idea that perceived
availability was important in predicting drug use came from a study of
high school students by Smart (1977). A multivariate analysis found
that perceived availability was a significant predictor for four of six
drugs--cannabis, heroin, alcohol, and tobacco, but not LSD or nonpre-
scribed tranquilizers.

Further support for the crucial importance of availability in drug use
comes from studies of professional and medical addicts. It is known
that doctors, nurses, and pharmacists, who come into regular contact
with drugs in work situations, have rates of opiate and other addictions
many times greater than other professionals. They tend also to have
better recovery rates than street addicts.

PRONENESS

Proneness to drug use or abuse may be of many types. Studies have
shown that opiate addicts have numerous psychological problems before
their addiction is developed, among them, impulsivity, psychopathic or
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sociopathic traits, low tolerance for frustration, weak ego functions,
borderline schizophrenia (in some cases), depression, and alienation.
Opiate addiction and other types of drug abuse are a coping mechanism
for dealing with these psychological problems. However, another type
of proneness can also exist, particularly in ghetto situations. Much
research indicates that drug abuse is not merely an escapist activity
but that it offers a chance at a life which is well paid, prestigious,
and exciting in comparison to legitimate opportunities. (See Catton
and Shain [1976] for a review of this area.) There are some indications
(Glaser et al. 1971) that typical heroin addicts are especially prone to
the frustrations of the ghetto world. Because they have more goals
and aspirations their failure is more frustrating to them, creating a
type of “social psychological” proneness to heroin addiction which is
not merely of the escapist sort. Many heroin addicts, perhaps in
addition to an escapist motivation, seek a lifestyle with a sense of
purpose, group belonging, and excitement. Ghetto dwellers with poor
educational attainment and poor job prospects have difficulty achieving
such lifestyles legitimately. Because heroin and other drugs are so
available, they are prone to develop an interest in them, use them,
and perhaps become addict-dealers. They may, if opportunities exist
and heroin is not available, become criminals to achieve the same sort
of lifestyle.

The formulation of proneness as a seeking of a new lifestyle may
explain ghetto heroin addiction but is less adequate for explaining
professional or medical addiction. In professional addiction the addict
does not usually change lifestyle; there is no group belonging and
little excitement in obtaining the drug. In such cases, proneness will
be of the “psychological deficit” sort and based on depression, anxiety,
or a sense of frustration which is “treated” by the drug. As stated
above, the level of proneness required for professionals to become
addicts should be low given the high level of availability to which they
are exposed.

STRENGTHS OF THE THEORY

The two-factor availability-proneness theory has a number of positive
features. One is parsimony--with only two factors, the theory gener-
ates a few propositions which can be easily understood. It can account
(post hoc) for many research findings concerning the habits and lives
of addicts and can make specific predictions about a variety of phenom-
ena. The theory makes predictions about beginning, continuing, ceasing,
and relapsing into drug usage. Although intended primarily as a
theory of opiate addiction, the major propositions seem suited to any
type of drug use where addiction or abuse occur. The theory has a
certain surface validity about it and is specific enough in many aspects
to be tested empirically.

The theory has some linkage with a theory of alcoholism and could be
applied to other social problems, such as criminality, with some changes.
It helps to explain multiple-drug use in an individual, drug use in
family and peer groups, and the reasons for poor recovery rates
among addicts. The theory attempts to account for both “street”
addicts and professional and medical addiction. It recognizes both the
“escapist” and the more positive or “seeking” aspects of drug use, and
allows both some importance in the same person.
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Lastly, the theory suggests methods for prevention--reductions in both
availability and proneness. It is likely that governments can reduce
only availability over the short run (through laws, enforcement, etc.)
and that reductions in proneness (reorganizing society?) will be much
more difficult.

WEAKNESSES OF THE THEORY

The major weaknesses of the theory appear to be the following:

1. The theory is essentially a post hoc analysis and integration of
ideas and research findings. It has not received an independent
empirical validation for most of its propositions.

2. The major concepts of “availability” and “proneness” are not very
specific, but they are global concepts with a variety of possible
meanings. In any one empirical test they would require clear,
unambiguous definition.

3. There is a physical analogy that can be made about the theory--
that of a hydraulic pump: Where availability is high, proneness
need not be and vice-versa. It remains to be seen whether this is
an adequate representation of reality.

4. There are several situations in which availability is high but drug
use is low--e.g., Turkish and Mexican farmers who grow opium do
not appear to use it. It is difficult to believe that proneness is
zero in those areas, and other explanatory variables are perhaps
required.

5. The relative weight to be given to availability and proneness
factors in a given situation can be expressed only in general
terms. Further detailed or mathematical expressions of the contribu-
tion of each are required.

6. Special problems exist with the concept of availability in that the
actual availability is almost never known for individual drugs. It
may be surmised, but research will often be done with perceived
availability or with one single aspect of actual availability.
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Perceived Effects of
Substance Use
A General Theory

Gene M. Smith, Ph.D.

The theory is referred to as being “general” because it attempts to
identify common processes and mechanisms that might be involved in
the use of a wide variety of substances: caffeine; cigarettes; alcohol;
marijuana and hashish; LSD and similar hallucinogens; sedatives, such
as barbiturates and tranquilizers; stimulants, such as amphetamines
and cocaine; heroin and other opiates. The term “substance” is
employed rather than “drug” to avoid an unprofitable debate over the
appropriateness of using the term “drug” to refer to certain substances
just listed. Our focus is on the effects of substance use as perceived
by the user, whether or not those perceptions accord with other
evidence.

This chapter specifies assumptions and speculates about mechanisms
that might advance the understanding of the complex and often perplex-
ing processes that range from initiation to compulsive substance use.
The perspective presented here has been helpful to the author.
Obviously, however, it is only one of many ways to conceptualize the
processes under discussion.

SATISFACTION, SECURITY,
AND SELF-ENHANCEMENT

We assume that most acts are intended to benefit the actor; to promote
his or her self-protection and self-enhancement; to produce gratifica-
tion; and to reduce frustration, boredom, depression, anxiety, guilt,
and other forms of psychic distress. The fact that substance use is
often in direct conflict with those objectives raises important theoretical
questions regarding the dynamics underlying such use. It is not
enough simply to observe that conscious and/or unconscious motives
often lead to behavior that is irrational and self-defeating, and that
compulsive substance use is merely one instance of such irrationality.
Although true, that statement does not clarify the genesis of compulsive
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substance use' or help identify the mechanisms that permit such use to
progress to levels of severe self-destructiveness.

First, we must acknowledge that substance use often is not self-
destructive. Indeed, recognizing the satisfying and self-enhancing
nature of substance use is essential to understanding the processes of
initiation, continuation of use, escalation, cessation, and relapse.
When and how is substance use satisfying and/or self-enhancing?
What mechanisms enable use to continue and escalate even after its
disadvantages have become substantially greater than its advantages?
The topics discussed below present observations and assumptions
bearing on those and related questions.

PERCEIVED CONSEQUENCES
OF SUBSTANCE USE

Consequences of substance use reported by the subject can of course
be highly biased. Some consequences may be grossly misperceived.
Some may not be recognized at all. However, if perceived consequences
reflect the subject’'s estimate of the costs and benefits of his or her
use, they can provide valuable information regarding the reinforcement
contingencies that facilitate or inhibit the continuation of substance
use. Paradoxically, information concerning perceived consequences of
substance use might be more useful in clarifying the causes of use
than in identifying its true consequences. We assume that the user’s
perceptions of the costs and benefits of his or her substance use are
critically important in determining continuation or cessation of use--
however erroneous those perceptions might be.

Although the process of evaluation need not be deliberative (or even
conscious), we assume that substance use will continue as long as the
perceived aggregate benefits are valued more highly by the user than
the perceived aggregate costs. This cost-benefit relationship depends
on many variables, such as which substance is used, its strength, the
frequency of its use, the immediacy and intensity of its perceived

effects, the needs the substance is perceived to satisfy and frustrate,
the intensity of those needs, their importance and centrality in the

lljdserisslifﬁ, and the effects use has on the user’s concepts of Self and

eal Self.

"The categorical terms “use” and “abuse” are convenient for distinguish-
ing well-regulated (and often beneficial) substance ingestion from
unregulated, compulsive, and clearly detrimental ingestion. Unfortu-
nately, when the term “abuse” is used, the nature and degree of abuse
is rarely specified. The boundaries that seperate use from abuse are
ambiguous and debatable; and those boundaries vary from substance
to substance and from user to user. In addition, the categorical
nature of the terms “use” and “abuse” tend to obscure the continuous
process by which substance use shades into substance abuse, and it
diverts attention from the fact that the transition is a multivariate
process that occurs concurrently along numerous dimensions which
themselves are apt to be continuously distributed processes. For these
reasons, we will not use the term “abuse” but rather will speak of use
that is, or is not, compulsive.
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We assume that any single act of substance use produces numerous and
varied positive and negative effects. Some effects are perceived with
greater accuracy than others; some with greater clarity and certitude
than others. Some effects are not perceived at all, and some that are
perceived are accorded little or no significance. We assume that dimly
perceived substance effects, and even some effects that are beyond

conscious awareness altogether, can influence future use; but that, in
general, influence varies directly with the clarity and certitude of the
perception of each effect and with the significance attributed to it by
the user.

SEDUCTIVENESS OF PERCEIVED BENEFITS
OF EARLY SUBSTANCE USE

Although most initiates believe that the benefits of occasional use
outweigh its risks, any particular initiate will have varied and mixed
attitudes, beliefs, and expectations regarding the potential advantages
and disadvantages of substance use. This complex mix of attitudes,
beliefs, and expectations generates a net effect representing an overall
predisposition that can range from extremely positive to extremely
negative. The more positive the net effect, the higher the probability
of use, and the earlier it is likely to begin.

In the manner that caffeine is usually consumed, most users perceive
the beneficial effects (mood elevation, increased alertness, and improved
mental and physical performance) as easily outweighing the costs.
Alcohol, in small amounts, is widely perceived as promoting conviviality,
enhancing the pleasure of social interaction, and reducing unwanted
inhibitions. Marijuana is perceived to produce euphoria and enhance
enjoyment of food, sex, art, music, and hobbies for many users.
Amphetamines and cocaine can produce mood elevation and perceived
enhancement of performance. Barbiturates and tranquilizers can
diminish psychic and physical discomfort; so can opiates.

Prior to compulsive use, the perception that the benefits outweigh the
costs may indeed be valid, but as escalation proceeds, the actual
aggregate net effects can become damagingly negative. One rarely (if
ever) becomes a compulsive user without a considerable amount of
previous noncompulsive use. The preponderance of perceived positive
effects over perceived negative effects during the early stages of
substance use can be the seductive bait that ultimately leads the user
into the trap of addiction.

INDIVIDUAL DIFFERENCES INFLUENCING
SUBSTANCE USE

In the preceding section we emphasized that well-regulated, noncompul-
sive substance use can be satisfying and rewarding. Yet, type and
amount of substance use vary dramatically from person to person. For
any particular substance, some individuals begin using as children,
some begin later, and some avoid use altogether. At the adolescent
and preadolescent age levels, what accounts for these differences?
Relevant factors include (a) substance availability, (b) type and
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amount of substance use by members of friendship groups, role models,
and other significant persons, (c) demographic variables, (d) genetic
variables, (e) beliefs regarding the risks and benefits of substance
use, and (f) attitudes, values, and behavioral propensities that comprise
what is referred to here as “personality.” Space limitations preclude
discussion of all such potential determinants of use. We will comment
only on the possible separate and interactive effects of substance
availability, friendship groups, and personality.

Although llicit substances can be purchased at most schools, they are
not equally available to all students. Availability depends on who the
adolescent or preadolescent knows and how he or she is perceived by
potential suppliers. If friendship groups include users, availability is
greater, and the likelihood of use is increased; so is the likelihood of
very early initiation of use.

Attitudes and behavior regarding substance use on the part of friends
and role models (e.g., older siblings, parents, salient members of
reference groups) influence the probability of initiation. If use is
practiced by (or is acceptable to) such “significant others,” initiation
is more likely; it is also more likely to occur at an early age.

The longitudinal evidence now available indicates that nonusing adoles-
cents who are most likely to use marijuana and/or hard drugs during
later adolescence tend to be more rebellious and deviance prone; more
alienated from parents; more critical of society; more impulsive; more
emotional; more pessimistic and sad; more adventuresome and thrill-
seeking; more sociable and extroverted; less traditional and conserva-
tive regarding values; less oriented toward religion; less orderly,
diligent, and effective in work and study habits; less intellectually
curious and interested; less determined, persistent, and motivated
toward achievement; less likely to feel valued and accepted by others;
less trustworthy and responsible; less tender and considerate of others;
and less self-controlled. Moreover, many of those same personality
characteristics differentiate early initiates from later initiates and, in
addition, predict subsequent degrees of drug involvement (Jessor
1976; Mellinger et al. 1975; Segal 1975; Smith and Fogg 1977, 1978).

The results just mentioned reflect statistical regularities that apply to
large groups of individuals. There are, of course, many exceptions at
the individual level of analysis. For example, Smith and Fogg (1978)
studied attitude and personality variables in a group of 651 students,
all of whom reported being nonusers of marijuana when tested as
seventh or eighth graders. When studied subsequently, 206 students
reported that they had remained nonusers for the full five-year period
of the longitudinal study; 128 reported one or more instances of mari-
juana use before completing the ninth grade; and 317 reported using
marijuana during their high school years. A multlple discriminant
function analysis involving five predictor variables® enabled the contin-
uing nonusers to be discriminated from the early initiates with 80
percent accuracy. That classification analysis focused on the two most
distinctly different groups among the three groups studied; but, even
so, 80 percent is a very high degree of classification accuracy--especially

2The five predictor variables were obedience as measured by a self-
report scale, obedience as measured by peer ratings, sociability as
measured by peer ratings, and two self-report measures of attitudes
toward cigarette smoking.
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when it is remembered that all students in the analysis were nonusers

at the time the predictor variables were measured. Nevertheless, 20

percent of the students in the analysis were misclassified, and those

20 percent reflect various aspects of individual uniqueness not captured
in the analysis.

SUBSTANCE USE AND THE INTERACTION

BETWEEN EARLY PERSONALITY DEVELOPMENT
AND PEER-GROUP INFLUENCES

Friendship groups begin to form in the primary school grades, and it
is likely that the behavioral predispositions of children comprising any
given group tend to converge as members of the group share with
each other the perceptions, experiences, values, beliefs, and life-
orienting conclusions that influence personallty development Children
with similar values, attitudes, and other personal characteristics gravi-
tate toward each other; and that association strengthens the very
characteristics that brought them together in the first place.

Children with personality characteristics that promote rejection of adult
demands and expectations exhibit that rejection in many ways: e.g.,

disparaging academic achievement, smoking cigarettes, breaking school
rules, and engaging in other types of early childhood deviance. Such
children tend to aggregate and form friendship groups, some members
of which are precocious regarding both their motivation to use sub-

stances and their ability to find sources of supply.

Similarly, children with personality characteristics that facilitate accept-
ance of, and/or compliance with, the rules and expectations of adult
authorities tend to become members of friendship groups that support
further development of those characteristics; and such groups are
likely to contain fewer members who are precocious regarding access
to, and motivation for, substance use.

Thus, early in preadolescence, an interactive process begins that is
influenced by (a) personality formation of individual children; (b) rein-
forcement of that formation through interaction with like-minded chil-
dren; (c) differences among groups regarding attitudes toward, and
the use of, substances; and (d) differential availability of substances
to such groups. We believe this interactive process contributes sub-
stantially to the considerable success with which substance use can be
predicted from personality characteristics and attitudes measured prior
to initiation of use.

FACTORS CONTRIBUTING TO
CONTINUATION OF USE

The match between the needs of the user and the changes he or she
attributes to the substance is important in determining whether or not
use will continue. The individual who places high value on feeling
strong, alert, decisive, and masterful is apt to find amphetamine or
cocaine much more satisfying than a person who emphasizes peace,
physical relaxation, and the contemplation of philosophical and
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metaphysical issues. A person of the latter type would probably find
drugs like marijuana and LSD far more enjoyable. The better the
match between the perceived substance effects and the user’'s needs,
the more likely use is to continue.

Future use is also influenced by the intensity of the needs that are
perceived as being satisfied by use. The greater the importance
ascribed by the user to these needs, the more likely it is that use will
continue.

The mood and cognitive changes caused by use of certain substances
can temporarily alter the user’'s concepts of Self and Ideal Self. If

use reduces the discrepancy between the user’'s perceptions of Self

and Ideal Self, continuation of use is likely--even if those changes last
only as long as the drug effect itself.

It is also possible for substance use to produce changes in personality
that are more or less enduring; e.g., increased sociability and improved
social skills in an adolescent who previously was painfully shy. If
such changes are highly valued by the user, the probability of contin-
ued use will be increased substantially.

During the relatively early phases of escalation toward compulsive use,
it is possible for consciously recognized dangers that are associated

with substance use to facilitate rather than inhibit use if those dangers
are experienced as more exhilarating than anxiety-provoking; if the

self-initiated risks bring status and social approval to the user; or if
the user pits any perceived dangers against his or her competence and
self-control, and then treats the matter as a contest which he or she
is sure to win. As long as the user continues to perceive the overall
gain as greater than the overall cost, use will continue; and the risk
of escalation to more dangerous levels of use becomes more likely.

It should also be noted that some behavior that appears to be completely
self-defeating might in fact be aimed at achieving objectives that
simply are not easily recognized by an outside observer. For that
matter, they might not be recognized by the actor. The adolescent
who (for whatever reason) has a strong need to punish the Self, a
parent, or some other significant person might find the agonizing costs
of compulsive substance use more than offset by the benefits produced
by the punishment inflicted.

FACTORS CONTRIBUTING TO
CESSATION OF USE

Although cessation itself is a single event, we assume that it reflects
the outcome of a protracted process of assessment that has been ongo-
ing (consciously and unconsciously) throughout most of the period of
use. Factors that determine when (if ever) the advantages of cessation
will be seen as outweighing the disadvantages include the following:
changes in the user’s life circumstances; increasing anxiety and con-
cern regarding various potential losses associated with use; substitu-
tion of more cost-effective satisfactions for those previously obtained
through substance use; increased attribution of importance to longer
term costs and benefits associated with use; and a clearer recognition
of the obstacles to achievement of important life goals posed by continu-
ation of use.
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Among children and young adults, examples of altered life circum-
stances that might facilitate cessation are moving from one neighborhood
to another; changing friendship groups; graduating from high school;
going to college; getting a full-time job; getting married; having
children; and accepting new responsibilities associated with adulthood.

Anxieties and concerns that might lead to cessation include conflicts
with parents, school authorities, and police regarding substance use;
having a severely frightening drug experience or series of such experi-
ences; fear of losing a valued job or jeopardizing one’s career advance-
ment; concern over the possibility of having a serious accident or
suffering impaired physical or psychological health; fear of losing the
respect and esteem of loved ones and friends; reduced self-respect;
and fear that an immediate choice must be made between cessation now
or a lifelong dependency on substance use.

Certain patterns of heavy substance use can cause hobbies, sports
activities, and other previously enjoyable ways of spending time to
become less rewarding. Success in rekindling those earlier interests,
or in developing new ones, is apt to increase the likelihood that use
will cease.

The probability of cessation is increased by any shift in orientation
away from the present toward the future, or by any increased capacity
to forego immediate gratifications to achieve more important subsequent
ones. That probability is also increased if the user views continuation
as being incompatible with achievement of long-term, significant life
goals, especially if those goals are part of a clearly defined, carefully
considered career plan that seems both achievable and likely to bring
important future occupational, financial,