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INTRODUCTION

[image: Figure]

Where the Journey Begins



INTERSTATE 90 IS the longest interstate highway in America. Its 3,100 miles span the continent from Boston, Massachusetts, to Seattle, Washington. Along its westward way, it passes through New York State, following the coastline of Lake Erie to Syracuse, Rochester, and Buffalo. It slices through a short stretch of Pennsylvania—just under fifty miles’ worth of the Keystone State—before it swings into Ohio, past Cleveland and the route’s most notorious section, a wholly unexpected ninety-degree turn known for good reason as Dead Man’s Curve. It ribbons through Indiana, the “Main Street of the Midwest,” toward the Chicago Skyway—nearly eight soaring miles and over two billion cumulative dollars of elevated roadway. It rolls through the hills and forests of Wisconsin; crosses into Minnesota farmlands over the great, wide Mississippi; and weaves through South Dakota’s prairies before it passes into Wyoming, where the sky really is so big that it can feel as if you’re driving in the clouds. In Montana, it crosses the continental divide just east of Butte and jogs north into Idaho where, in the small town of Wallace, it comes to a brief stop at the only traffic light you will encounter on the whole road, coast to coast. In Washington State, it crosses Lake Washington over two of the longest floating bridges in the world, offering a few final knockout views of America’s diverse beauty before it reaches its terminus in Seattle.

A trip across the United States on I-90 can be as romantic and surprising an adventure as any traveler wants to make it. But what does a leisurely road trip on America’s northernmost interstate have to do with helping people overcome addiction?

Think of I-90 for a moment as a living thing—a life filled with sharp turns, sudden stops, side trips, and long lonely stretches, as well as meandering, breathtaking beauty. What makes I-90 even more ripe for comparison to a life trajectory is that when construction began on the road in 1957, many of its sections were made out of existing byways, so it’s a guessing game as to whether the road ahead will have two lanes, or four, or six—or where a tollbooth might pop up, where a speed limit might change abruptly, or where a pothole might be left untended by whatever local authority is in charge of road upkeep along any specific stretch. Like life, it can be a highly uneven passage.

Now think of the events of a life strung out like the cities and towns all along the great interstate. As surely as a baby has to learn to stand on two feet before she can take her first wobbly steps, a westbound traveler starting out on the I-90 lifeline must pass through Toledo before she gets to Fort Wayne; the milestones are as distinct as the landmarks, laid down unalterably in time and space.

But all cities aren’t created equal. Some are more attractive and pleasant than others. You may find yourself loath to leave the stunning Snite Museum of Art on Notre Dame’s campus in South Bend, but later you are eager to get out of the blinding snowstorm that strands you in a roach motel a few hundred miles up the road. So every phase of life isn’t quite equal, either. Every one of us has lived through turmoil that makes a certain week, month, or even year a time in our lives that we would not willingly revisit, just as, indeed, most of us have spent at least one stretch surrounded by such joy and satisfaction that we look back with an aching sense of nostalgia, wishing for all we are worth that we could time travel back there for just a day.

Whether we want to go back or not, however, the cities that we have passed on our journey are still behind us—their concrete and glass and asphalt as sturdy and vivid as the memories we have taken from them. For better or for worse, our trajectory is forever connected to them. And no matter how relieved we are to leave a snowstorm behind and pass out of Indiana and into Chicago, where we have scored tickets to a Bears game or a taping of Oprah, when we realize that in our hurry to get away we’ve left our luggage behind in the lobby of the roach motel, we really have no choice but to go back and collect our things. A cell phone, a favorite outfit, the wallet containing all of our cash and credit cards—there’s something we need to retrieve before we can freely and confidently go on our way.

The individual events of our lives are as completely connected to our whole lives as the individual towns and cities are connected to the complete thoroughfare through northern America. What we have lived through makes us what we are. We worked hard to get good grades in school because our parents were hardworking; we admired them and wanted to be like them and make them proud. Or perhaps the reason we worked hard in school was because our parents’ lives were bleak; we wanted something better for ourselves and knew that an education was the key to not having to live the same sort of lives they did. This sort of continuum is simply a fact, and in this truth, Dr. K. and I are no different. Certainly Dr. K. was influenced in his choice of psychiatry as his profession by his brother’s struggle with undiagnosed clinical depression. When I took my first psychology class as a sophomore in high school, the dysfunction in my family began to make sense to me. I craved a deeper understanding—to learn the effects of multigenerational addiction and how they worked to undermine my own family, and eventually to pass this knowledge on to others who were suffering as I had—so psychology became my life’s work. There is a context for everything we do.

In this book, we are going to help you see addiction in a nontraditional light: within the context of the addict’s life. Whether the addiction is to drugs, alcohol, sex, gambling, food, shopping, or any other compulsive and destructive behavior, addiction does not become a part of anyone’s life struggle out of the blue any more than San Antonio, Texas, or Santa Fe, New Mexico, suddenly appears at an exit ramp on I-90. There is always—always—a contextual reason for addiction. Perhaps some traumatic event or some physiological or psychological disease preceded the addiction and, years and even decades later, still causes hurt and distress the sufferer seeks to salve. Drugs or alcohol or sex or gambling, overeating that causes obesity as well as bulimia, obsessive shopping, and even obsessive cigarette smoking—these are all some of the ways that the patient seeks to self-medicate and so mediate her lingering, insistent emotional pain. We are going to help you see how guiding an addict from point to point, dot to dot along his life’s trajectory—through sharp turns and sudden stops and side trips, retracing steps and retrieving lost luggage and sorting through it—can give him the power to move forward confidently, free from addiction.


CHAPTER 1
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Reframing the Vocabulary of Addiction



BLAME AND SHAME

Lewis came to Creative Care as many of our patients do—at the end of his rope, at the very end of hope. He was in his mid-fifties then, an intelligent and gentle man who, in spite of having already “successfully” completed several other traditional in-patient treatment programs, was unable to string together even a few months of sobriety. What he had managed to string together over the years was a series of arrests for driving under the influence and court appearances, along with mounting legal expenses. He was addicted to both alcohol and prescription medications, and he suffered from a chronic knee problem that he used to explain away his ongoing “need” for pain medications.

Lewis lived on the proceeds of a trust fund his family had set up for him through a family business. While the establishment of the fund could be interpreted as a generous act, in truth it was the result of the family giving up on him; neither his elderly parents nor any of his siblings found much of a reason to believe that Lewis would ever be able to support himself. Within his family, Lewis was a joke, and he’d learned over the years to see himself through their eyes; he couldn’t take himself seriously, either. In addition to his other problems, Lewis was morbidly obese, but even in his crippling weight condition, he found fodder for jokes on himself: “Just call me ‘the Titanic!’ ” he told us the first time we met him.

We begin with Lewis’s story not because it is sensational but because, in many of its particulars, it is all too common. If you or a loved one has struggled with addiction issues, you’ll likely recognize yourself in at least parts of Lewis’s story: the exasperation of family, friends, and even coworkers; the periodic brushes with the law; the addict’s empty promises and justifications, lack of self-esteem and abundance of health problems, repeated relapses, and the steady escalation of the downward spiral. It doesn’t matter if the addiction is to alcohol and prescription medications, as in Lewis’s case, or to illegal drugs, gambling, sex, food, shopping, Internet porn, or any other compulsive dependence—the results of addiction are heartbreakingly similar. And the relapse rate of addicts who are treated for their problems in traditional rehabilitation programs remains similarly heartbreakingly high—fully 70 to 90 percent of patients who complete a traditional rehabilitation program are likely to relapse within the first year.1

Let us put that dry statistic into some flesh-and-blood perspective. According to the National Institutes of Health (NIH), 17.6 million adults in the United States are alcoholics or suffer from alcohol-related problems.2 According to a report by the Mayo Clinic, an additional 19.5 million Americans over the age of twelve abuse illegal drugs on a regular basis.3 Two million individuals are compulsive gamblers.4 The Society for the Advancement of Sexual Health (SASH) estimates that 3 to 5 percent of the U.S. population could meet the criteria for sexual addiction and compulsivity5—that’s upward of fifteen million individuals6—and SASH considers that the estimate, based on the number of individuals who seek treatment, is a conservative one. Taking into consideration just these four manifestations of addiction, that’s thirty-five to forty-five million real, flesh-and-blood people in the United States alone who continue to suffer, year to year, with an addiction problem. Clearly we need a more effective approach to help these people take control of, and overcome, their addictions.

Dr. K. and I have a combined total of over forty-two years implementing this more effective approach. One of the core reasons that our approach works so well is that we move quickly to relieve our patients—and, importantly, our patients’ families—of the concept of “blame” or “fault” that too frequently hampers recovery. Lewis’s family, for example, had long been invested in the idea that it was Lewis’s weakness that caused him to drink and take drugs. They believed that if Lewis was simply more committed to his recovery and had a greater strength of character he could remain sober. But if a patient were brought into an emergency room with a broken leg, no one would blame the patient for his suffering, would they? Similarly, we do not blame—or shame—the addict for the anguish his disease has wreaked. We start by looking at addiction not from the perspective of the disease but in the context of the individual addict’s life and what happened within that life that caused addiction to manifest.

Now, this isn’t a revolutionary approach. Most traditional treatment programs revolve around a set of twelve steps on the order of the justly renowned twelve steps of Alcoholics Anonymous (AA). Counselors in these programs help their patients to focus on their subjugation to alcohol, take a fearless inventory of themselves, and seek “through prayer and meditation to improve their conscious contact with God,”7 as each individual understands him or her. And AA, too, approaches addiction with the sort of compassion that is so necessary to healing (“At my own first meeting in 1982, I felt as shy as Boo Radley, having lived for years in the dark basement of my addiction and shame”8), helping the addict emerge from the shadow of disgrace and dishonor his disease has likely cast over him and into the forgiving (and self-forgiving) frame of mind in which renewal can happen. This twelve-step structure has proved to be so successful that, indeed, it is an essential part of the treatment we provide at Creative Care; it is also our heartiest recommendation for a long-term sobriety strategy to our discharged patients. It provides the patient with a support system in the form of daily meetings and sponsors that can be key to sustained recovery.

But the twelve steps, as critical and key as they are, are rarely the answer in and of themselves for most addicts. The problem is—and this problem is made stunningly clear in the indisputably dismal relapse rates—that the examination of a client’s emotional history prescribed in the twelve steps does not go deep enough. And, all too frequently, it doesn’t even touch upon underlying physiological or psychological issues that, left untreated, will sabotage sobriety as surely as night follows day.

But we don’t want to get ahead of our story. In order to help you understand the approach that has proven to be so effective at Creative Care, we need to spend a few pages on the vocabulary of addiction, reframing and reforming the language that most of us have used in the past to define addiction and its treatment. There are three phrases to which we want you to pay particular attention because they represent three key concepts to helping our patients—and your loved ones—become free from addiction: cause and effect, dual diagnosis, and locus of control.

CAUSE AND EFFECT

By the time we make it through the first month or so of first grade, most of us have a pretty keen grasp of what happens if we don’t study for our spelling tests. Chickun. Tabel. Perple. In short order, we come to understand that to raise our test scores, we must study. We make the connection between preparation and the big red grade mark at the top of our paper.

Causality is the relationship between one event (a cause) and a subsequent event that is a consequence of the first event (an effect). Although we may not consciously think about our everyday lives in quite this way, we spend much of our time learning about and negotiating the delicate, ongoing balance between cause and effect. The effects of our actions can be positive—you bring your wife a bouquet of her favorite flowers for no reason other than you know it will put a smile on her face. Or, we may do what we do simply to avoid a negative situation—no matter how tired you are when you get home from a day at the office, you make time to take the dog out for a walk because none of us likes to deal with the consequences of a cooped-up canine. Either way, in these simple examples, it’s easy—intuitive, really—to grasp the connection between our behaviors and the results we can expect from them.

But what happens when the situation we’re talking about becomes more complicated? Say that you’re a first-grade teacher who has used up just about all of your patience admonishing a bright student who, if only she’d spare a few minutes every evening on her weekly spelling word list, would absolutely get better grades than the 60s and 70s she has been pulling in. As a teacher, you want to reinforce the connection between effort and result, right? But let’s say that you are a teacher who is very good at what you do: You want to know what it is that prevents your bright students from success. What you find out is that the child is unable to spend those few minutes at home in the evenings concentrating on her word list because her parents are fighting all the time, yelling at each other so she hears them even when she retreats to her own room; her home is not a place that’s peaceful and conducive to concentration. What is cause and what is effect suddenly becomes just a little more problematic.

Our conventional thought process is linear. It moves as if there is only one direction in which to go: forward—that is, one thing following upon another. If I do Thing A, then Thing B will happen. As a first-grade teacher, you might begin your attempts to help your underachieving student by thinking in a conventionally linear way about the student’s poor spelling-test results—and there’s nothing inherently wrong with that. It’s clear, linear thinking that gets us through most of our ordinary daily routines—it allows us to, say, recognize that if we don’t fill up the gas tank in our car before we head out on a long road trip on I-90 (Thing A), then eventually we’ll be stuck sitting on the side of the highway waiting for a tow truck (Thing B).

But a smart teacher will quickly recognize that she began her analysis with the wrong Thing A. It wasn’t the lack of good study habits that led to her student’s dismal spelling-test grades; it was the lack of a favorable home environment that kept the student from being able to study, which then led to the student’s failing marks. That is, the lack of studying wasn’t the cause of the student’s bad grades—it was the effect of a traumatic situation in the student’s home. Now—here is the crucial part—the teacher could have cajoled, insisted, and warned the student to study until her voice was hoarse, but if the home situation wasn’t addressed and altered, the student would likely have fallen further and further behind because she wouldn’t ever have had the opportunity to sit peacefully with her homework assignments.

The teacher in our example was able, through training and experience, to alter her thinking pattern and drill deeper into the situation in order to be of real help to her student. But the conventional thinking about addiction is often haplessly, stubbornly linear—and nearly always starts off at the wrong Thing A.

Societies at large, as well as addicts themselves, their loved ones, and many of the physicians and therapists who treat them, think of addiction as a cause. Because of a person’s addiction, he or she can’t keep a job, can’t sustain relationships, suffers increasing and/or chronic health problems, and brushes up again and again against the wrong side of the law.

Of course, all of these problems may well be part of an addict’s life. In fact, it is rare to find someone who is, for example, an alcoholic or a habitual gambler who enjoys long-term employment, a strong marriage, excellent physical health, and a clean police record. But simply putting an addict through his detox paces in a conventional 28-day rehabilitation program is a recipe for relapse. Assuming that an addict, once free of physiological addiction and well schooled about how harmful addiction is in general, should be able to return to the larger world and acquire all of those elements that we traditionally think of as composing “the good life” is setting him up for failure.

The reason that the relapse rate is a shocking 70 to 90 percent for patients who have completed conventional treatment programs is that most conventional treatment programs view the nature of addiction from an old-fashioned perspective—as a physical condition not unlike heart disease or diabetes. As a result, these programs ask the cause-and-effect questions of addiction in a superficial way. At Creative Care, we turn around the conventional thinking and start our inquiry into a patient’s recovery by focusing on her addiction as an effect. We ask what happened prior to the addiction that caused the patient’s need to compulsively—self-destructively—self-medicate. Can the addictive behavior be traced to a life trauma—the death of a parent at a young age, perhaps, or combat duty in the military? Both of these traumas can precede a diagnosis of post-traumatic stress disorder (PTSD). Is the addictive behavior the result of—or exacerbated by—a preexisting psychiatric disorder, such as bipolar disorder, depression, or schizophrenia?

Getting to what happened in a patient’s life prior to the manifestation of addiction is not simple or easy work. When patients first come to us, they are nearly uniformly fixated on the here and now of their physical pain and are connected with their emotional pain on merely a surface level.

Let us propose an example that will give you insight into the sort of profound disconnect we are talking about. Let’s say that you work for a company that uses annual employee evaluations to determine issues of salary and promotion, and you have just received an unexpectedly negative evaluation from your supervisor. How will you handle the negative emotions generated by the bad review from your boss? Will you dig in and redouble your efforts to do the job right? Or will you huff out of her office and into the nearest bar to soothe your hurt feelings with a glass of wine? And, in either case, will you understand the connection between the emotions you’re feeling and the manner in which you are reacting to them?

Although your desire for a glass of cabernet in this instance may not in itself indicate an addiction issue, it can serve as a peek into the addict’s dilemma. How many times have you said—or heard someone else say—that you “really need” a drink after a hard day at the office? Making such a statement is making a conscious connection between a stressful situation and your need to take action to immediately relieve the pain of it.

Stress relief does not ideally, of course, come in the form of a glass of wine. The iconic commercial tagline, “Calgon, take me away!” is an almost breathless voice-over to accompany the visual of a harried mom slipping gratefully into a bathtub full of bubbles. A bath is a different form of stress relief, but the commercial makes an unmistakable connection between the events of a difficult day and reprieve.

For an addict, the connection between cause and effect, pain and relief, is rarely, if ever, so clear. When a patient first comes to us, he is unable to make the connection between how he feels and how he behaves. He simply knows that he is in pain and that the pain is intolerable. His life’s focus has become to mask the pain through drugs, alcohol, or other addictive behaviors. Our job is to help the patient, and his family, connect the dots between the emotions he is feeling—or, even more accurately, has spent a lifetime avoiding—and the behaviors he is exhibiting.

While this work is neither simple nor easy, it is often exactly the work that the patient himself is crying out to do. When Lewis first came to Creative Care, for instance, he had a lot of whys on his mind. Why, even after so many attempts at rehabilitation, had he been unsuccessful at staying sober? Why did he keep hurting himself with alcohol and prescription medication—and food? Why had he been unable to keep the promises he made to his parents, his siblings, and himself? Like many of our patients, Lewis knew intuitively that there were questions that required answers, but he had only a vague notion of what they might be. Like many of our patients, he put the blame for his current family and health and legal problems squarely on his addiction. Our job was to help him see that he was starting with the wrong Thing A and to take him back a bit further on his life’s road to uncover the real whys that were tormenting him.

It is an unfortunate fact that, by the time the patient has entered treatment, his addiction has often become an all-consuming problem in his life. In fact, his addiction has become his life. He has no way, at this point, to separate his addiction from the emotional problems that are causing it. But addiction cannot be successfully treated in isolation from what is causing it. This is where we meet the patient—at this place of grueling physical withdrawal and terrible emotional confusion—and begin the journey.

DUAL DIAGNOSIS

Dual diagnosis is a concept that emerged over twenty years ago, but it is still not well understood by the medical establishment. Simply, it is a phrase used to describe people who suffer from both an addiction and a psychiatric disorder—a “blanket” diagnosis that covers an enormously variable set of human conditions. For example, you can be addicted to drugs or alcohol or gambling—or a combination of different things. The psychiatric disorder can include schizophrenia, bipolar disorder, an eating disorder, clinical depression, borderline personality disorder, or panic disorder, among others. And within each combination, the severity of the addiction, as well as the degree of the psychiatric disorder, can vary, too. A high-functioning alcoholic can suffer from a mood disorder. A crack addict can suffer from clinical depression. A bulimic can also be bipolar. Running an algorithm of all the possible combinations would tax the most sophisticated computer programmer.

But make no mistake that it is this—the dual nature of the affliction of the vast majority of addicts—that remains largely undiagnosed and untreated and is ultimately responsible for the sky-high incidence of relapse.

One of the reasons that dual diagnoses are not well understood—or, indeed, not often given to patients—is that our health-care system is not set up to treat them. The health-care system has traditionally worked in one of two ways, neither of which offers much hope for the dual-diagnosis patient. In the first way, patients are treated for one type of disorder at a time. In many cases, this means that patients are initially assigned to a 28-day in-patient treatment program, and, when they emerge from their four-week detox, they may or may not begin extended treatment to address the underlying psychiatric problem that drove them to seek solace in alcohol or drugs or sex in the first place. Even a short lapse in time between celebrating the “completion” of a recovery program and beginning to work on the issue that drove the addiction can be tragic. It has been said, for example, that cocaine makes a person feel like a new man—and the first thing the new man wants is another line of cocaine. Emerging from detox, celebrating the powerful feeling of starting life over as a new, stronger, healthier person can easily backfire if the patient has no support in managing her new life—or in managing the old illness that remained undiagnosed but hasn’t magically gone away.

In the second treatment model within our existing health-care system, patients are treated for both their addiction and their emotional problem at the same time, but a different doctor manages each aspect of their treatment. In this case, neither the doctor who is overseeing the addiction portion of treatment nor the doctor who is dealing with the emotional portion has a comprehensive picture of each patient’s health. And frequently, each doctor is tentative in his or her prescriptions for fear of exacerbating the other disorder.

As we’ve said, neither of these models serves the patient well. Imagine, for a moment, that you are taken to the emergency room with that broken leg we mentioned earlier. The ER doctor immediately attends to your injury—examining your leg, ordering a series of X-rays, resetting the bones, and placing the limb in a cast. He then sets you up with crutches and perhaps a prescription for some pain medications and sends you on your way. All very good, right? But what if you mentioned to the doctor that the reason you broke your leg was a sudden dizzy spell that caused you to fall down the front porch steps and injure yourself? If the doctor doesn’t attend to this aspect of your health (perhaps ordering a series of tests, discovering that you got dizzy because of extremely low blood pressure and then offering you options to regulate your blood pressure), you are inevitably going to get dizzy and fall again—perhaps the very moment you walk out of the ER with the cast on your leg, doing more harm to yourself in this next fall.

As your chance of taking another fall and breaking another bone would be very great if the underlying problem of your blood pressure wasn’t concurrently brought under control, so an addict’s chance of taking another drink or another line of cocaine or going on another food binge is inordinately high if her addiction and the underlying emotional issues that led to the addiction are not concurrently addressed.

Ideally, furthermore, the patient’s total care is managed by one doctor who has a full grasp of the total picture of the patient’s health. This is an important point. The ER doctor in our example was able to connect your broken leg with your dizzy spells and do something to decrease your chances of reinjuring yourself in real time. So the doctor who manages a comprehensive addiction and emotional recovery plan is in the best position to offer real-time support and solutions to enhance the potential that the patient will not reinjure himself through relapse.

One of the reasons that the rate of relapse remains so astronomical is that addiction is a recurring disorder. The patient continues to do the same things over and over again, expecting—but of course not getting—different results. This is because addiction, in its essence, has nothing to do with addiction! It has to do with trauma, with anxiety and depression and biochemical imbalances—and the addict’s attempts to regulate and relieve his or her level of pain. In order to understand this concept a little better, let us spend some time answering a question that is a burning one to many of our patients and certainly to their family members: Why am I an addict? Why did my loved one manifest this disease? It’s a simple question with a complex answer.

A number of dominoes have to fall into place for a person to develop an addiction. First in line is the “genetic” component. We’ll talk more about this subject, including the ongoing research into the possible existence of an “alcoholism gene,” in chapter 9. But for the purposes of our discussion here, even if an “addiction gene” exists and you are carrying this gene, you will not automatically become an addict. It might mean that you are genetically disposed to addiction, but it is not a foregone conclusion that you will develop an addiction. The gene, indeed, would sit dormant until it was provoked by environmental factors.

What are those environmental factors that can trigger personal addiction? Well, for example, whether an “addiction gene” is part of the equation or not, the prevalence of substance abuse that runs in families may well have a lot to do with learned behavior.

Learned behavior is, to state it simply, adopting for ourselves the conduct and habits we see in the people around us. These behaviors can include everything from the way we eat—our table manners or our preferences for food—to how we cross our legs when we sit down at the table to how we do the dishes when we’re through with a meal. Did your family eat a lot of fruits and vegetables when you were a child? Then you are more likely to eat a lot of fruits and vegetables as an adult because you have learned from an early age that this is an appropriate way to eat. In contrast, did a lot of the meals on your family’s table appear in fast-food paper bags? If so, you are more likely to hit the drive-through yourself because this is what you’ve been schooled to accept as appropriate. Did your family eat meals together at a table, or did they set up TV trays and have their meals while watching a favorite program? When they did the dishes, was it acceptable to let the pans dry overnight in the dish drainer or did your mom or dad insist that the pans be wiped with a cloth and put away as soon as they were washed? Even such a straightforward habit as where you keep the salt and pepper shakers was likely acquired as a child. Were the shakers always available on your family’s table, or were they put away in the cupboard after each meal? Whichever way your mom and dad did it—and allowing for the compromises that are often necessary when blending the learned behaviors of newlyweds—it’s likely that’s where they’ll be found in your adult home, too.

What is relevant about learned behavior, as it relates to addiction, is the way in which we have been schooled to cope with stress. How did our families—our parents, grandparents, aunts, and uncles—and even close family friends, favorite teachers, or other adults in our sphere deal with tension release? Did your mother deal with a fight with your dad by going to bed? If so, it would not be unusual at all for you to use sleep as an escape, too. Did your grandfather relieve his everyday worries by going for a long walk or maybe going fishing to blow off steam? Then maybe you use physical exercise or a favorite activity to ward off pressure as well. Did your dad react to a hard day at work by pouring himself a drink? Then taming anxiety with alcohol is something that you learned was the normal thing to do. The point is that the method of stress busting we witness as we grow up is the method we are most likely to copy in our own lives.

* * *

So, if the first domino of addiction is a genetic component and the second is environmental factors, such as learned behaviors, the third domino that has to fall into place for addiction to happen is biochemical.

Biochemistry is the study of the chemicals and chemical processes in living organisms—the cellular activities and compounds such as proteins, carbohydrates, acids, enzymes, and neurotransmitters that allow a living being to function: They regulate our heartbeat, monitor our food intake and tell us when we’re hungry, and dilate our air passages so we can breathe.

These chemical components also control the speed and quality of the electrical impulses in our brains that we refer to as thinking and feeling, or intellect and emotion. The compounds that allow for these myriad—and, frankly, miraculous—functions are produced or processed within the billions of cells of our body at the molecular level thousands of times each minute in an intricately synchronized routine, rather like a very fast, very efficient assembly line. In a healthy human body, these biochemical processes occur seamlessly: A raw material is taken into the body—say, a glass of milk—and the appropriate cells react almost instantaneously to digest the milk and break it down into its component parts, sending molecules of calcium to another group of cells that need it to maintain bone density, molecules of water to another group of cells that need it to maintain blood volume, and molecules of protein to yet another group of cells charged with helping to heal a cut on the milk drinker’s finger.
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