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This book integrates and synthesizes numerous empirically supported positive psychological constructs and psychotherapeutic theories to help understand addiction and facilitate recovery through the lens of forgiveness.

Proposing forgiveness as an alternative and critical tool to understanding the process of addiction and recovery, whether in the context of substance use, compulsive behavior, and/or suicidal behavior, the book discusses multiple theoretical points of view regarding the process of forgiveness. Additionally, foundational theories underlying the process of recovery, the psychological and spiritual nature of forgiveness, and the nature of the association of forgiveness with health all receive detailed coverage. Considerable attention is also paid to the extant empirical support for the association of forgiveness with addiction and recovery.

The text’s comprehensive integration of theory, research, and clinical application, including guidelines regarding forgiveness as a treatment for recovery from addiction, provide a roadmap forward for addiction counselors and other recovery specialists.
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1    Introduction

Identifying the Problem of Addiction and the Relevance of Spirituality as a Solution


As an academic clinical psychologist, an activity that I typically use when teaching university courses on addiction-related topics involves spending 10–15 minutes each week near the beginning or ending of a class session discussing “Addiction in the News.” I usually alternate between different online national news websites, in an effort to tap into various political perspectives, and otherwise balance any perceived, news-based biases. As I never have difficulty finding relevant articles prior to class, for dramatic effect, I am often tempted to do a quick “cold” search of the national news during class, in real-time. The few times I have given into this temptation, as luck would have it, it seems to take longer than expected and the dramatic effect is progressively lost with each successive click required to find an article. Such is life!

As I started writing this introductory chapter, I decided to Google “addiction stories in the news” – on August 1, 2019. The search returned about 256,000,000 hits, with the first dedicated link to a specific story on a national news website (published by foxnews.com on June 15, 2019) being found near the bottom of the first page of results. The story was entitled “Addicted to meds: One nurse’s story of addiction and recovery” and it originated at Healthline.com. At the end of the article (Campbell, 2019), the subject of the story, Samantha, pointed to the role of self-forgiveness in her recovery from addiction and stated:


I’m still working on forgiving myself for the mistakes I’ve made, and I think that will continue for a long time. But I wake up every day and I try to be a better person than I was the day before. I try to remind myself of the successes so that I can quiet my fears and slowly rebuild my self-esteem. It’s a process, but I’m not giving up.


The reason I engage in this activity at the beginning of my classes, and here at the beginning of this book, is to illustrate how ever-present addiction is in our society. Indeed, current events, as reported in the news, are saturated with the story of addiction such that the struggle (public and private) with addiction and addictive behavior in everyday life is seemingly inescapable. Of note, this exercise only provides anecdotal evidence for the ubiquitous nature of the problem of addiction. Moreover, the American Psychological Association (2015, p. 55) defines the anecdotal method as: “an investigational technique in which informal verbal reports of incidents casually observed are accepted as useful information. The anecdotal method is scientifically inadequate but can offer clues as to areas of investigation that warrant more systematic, controlled research.”

In the remainder of this introductory chapter, I will provide an overview of this book, including scientifically justifying the need for a book focused on addiction and the role of forgiveness (i.e., an aspect of spirituality) in recovery from addiction. Information will be presented (as available) in the context of the world in general, and the United States in particular, regarding: (1) the societal problems of addiction (i.e., alcohol, drugs, and compulsive behaviors) and suicidal behavior (sometimes thought of as consistent with addiction), including material related to problem frequency and economic burden, and (2) the universal relevance of spirituality.

Societal-Level Problems Related to Alcohol and Drugs

Using the most recent, publicly available data from 2016 (see Table 1.1 & Table 1.2) provided by the World Health Organization (WHO), an agency of the United Nations, regarding disease burden and mortality (WHO, 2016a, 2016b; see also, GBD, 2018a, 2018b), it is estimated that, worldwide (see Table 1.1), about 1.95 deaths per 100,000 population can be attributed to alcohol use disorders, and about 2.15 deaths per 100,000 population can be attributed to drug use disorders (i.e., opioid, cocaine, amphetamine, cannabis, and other drug use disorders, combined). Likewise, that per 1,000 population, about 2.47 DALYs are lost in the context of alcohol use disorders (i.e., disability-adjusted life years lost – time lost because of poor health and early death), and about 2.93 DALYs are lost in the context of drug use disorders. With a worldwide population in 2016 of about 7,461,884,000 (7.46 billion1) (WHO, 2016a), these estimates suggest that, each year: (1) over 145,500 individuals die from alcohol use disorders and over 160,000 individuals die from drug use disorders, and (2) over 18,250,000 DALYs are lost due to alcohol use disorders and over 21,750,000 DALYs are lost due to drug use disorders.2


Table  1.1  Globala Estimates of Death and Disability for the Year: 2016




	
Cause

	
Deaths

	
DALYsb






	

	
Total

	
Male

	
Female

	
Total

	
Male

	
Female




	
Alcohol Use Disorders

	
145,565

	
121,557

	
24,008

	
18,454,879

	
13,613,720

	
4,841,159




	
Drug Use Disorders

	
160,235

	
109,274

	
50,960

	
21,891,978

	
14,285,422

	
7,606,555




	
- Opioid

	
118,622

	
83,207

	
35,416

	
16,636,604

	
10,867,688

	
5,768,916




	
- Cocaine

	
9,434

	
6,662

	
2,772

	
1,238,919

	
858,424

	
380,494




	
- Amphetamine

	
7,102

	
5,513

	
1,589

	
999,708

	
698,407

	
301,301




	
- Cannabis

	
0

	
0

	
0

	
646,380

	
441,163

	
205,216




	
- Others, combined

	
25,076

	
13,893

	
11,184

	
2,370,368

	
1,419,740

	
950,628




	
Intentional Injuries

	
1,453,897

	
1,020,885

	
433,012

	
82,235,860

	
57,563,869

	
24,671,990




	
- Self-Harm

	
793,307

	
507,730

	
285,577

	
37,563,741

	
23,801,135

	
13,762,606




	
- Interpersonal Violence

	
476,898

	
381,829

	
95,069

	
31,236,573

	
24,322,495

	
6,914,079




	
- Collective Violence & Legal Intervention

	
183,691

	
131,326

	
52,365

	
13,435,545

	
9,440,239

	
3,995,306




	
Unintentional Injuries

	
3,429,298

	
2,243,812

	
1,185,486

	
215,158,431

	
141,310,595

	
73,847,836




	
- Road Injury

	
1,402,302

	
1,037,142

	
365,160

	
82,538,052

	
60,615,714

	
21,922,337




	
- Poisonings

	
106,683

	
60,881

	
45,802

	
6,268,554

	
3,606,139

	
2,662,415




	
- Falls

	
660,320

	
363,454

	
296,866

	
38,162,438

	
22,209,548

	
15,952,890




	
- Fire, Heat, & Hot Substances

	
152,601

	
68,856

	
83,744

	
10,609,679

	
4,895,841

	
5,713,839




	
- Drowning

	
322,149

	
215,184

	
106,965

	
20,134,352

	
13,536,598

	
6,597,754




	
- Exposure to Mechanical Forces

	
149,974

	
105,772

	
44,202

	
13,224,605

	
9,117,437

	
4,107,168




	
- Natural Disasters

	
1,822

	
1,088

	
734

	
360,717

	
222,916

	
137,801




	
- Other

	
633,448

	
391,434

	
242,013

	
43,860,035

	
27,106,403

	
16,753,632




	
Eating Disorders

	
1,845

	
411

	
1,434

	
2,260,725

	
540,139

	
1,720,587







a Global population = about 7,461,884,000 (i.e., 7.46 billion).

b Disability-Adjusted Life Years Lost (i.e., time lost because of poor health and early death).

Source: Adapted from World Health Organization (2016a, 2016b).





Based on biological sex, for alcohol use disorders, the WHO also estimates about 1.63 deaths per 100,000 population for males and about .32 deaths per 100,000 population for females, and about 1.82 DALYs per 1,000 population for males and about .65 DALYs per 1,000 population for females. And, for drug use disorders, the estimates are about 1.46 deaths per 100,000 population for males and about .68 deaths per 100,000 population for females, and about 1.91 DALYs per 1,000 population for males and about 1.02 DALYs per 1,000 population for females. According to these estimates, based on biological sex, worldwide, each year: (1) over 121,500 males and over 24,000 females die from alcohol use disorders, and over 109,250 males and over 50,750 females die from drug use disorders, and (2) over 13,500,000 DALYs for males and over 4,750,000 DALYs for females are lost due to alcohol use disorders, and over 14,250,000 DALYs for males and over 7,500,000 DALYs for females are lost due to drug use disorders. In sum, it appears that there is a worldwide, sex-based health disparity in the context of death and disability related to alcohol and drug use disorders. That is, males seem to experience more negative health related outcomes due to alcohol and drug use disorders than do females.

In the United States more particularly3 (see Table 1.2; WHO, 2016a, 2016b), per 100,000 population, it is estimated that, about 3.29 deaths can be attributed to alcohol use disorders, and about 11.17 deaths can be attributed to drug use disorders. Likewise, that per 1,000 population, about 3.75 DALYs are lost in the context of alcohol use disorders and about 12.76 DALYs are lost in the context of drug use disorders. With the population of the United States in 2016 at about 322,180,000 (i.e., 322 million) (WHO, 2016a), these estimates suggest that, each year: (1) over 10,500 individuals die from alcohol use disorders and over 35,750 individuals die from drug use disorders, and (2) over 1,200,000 DALYs are lost due to alcohol use disorders and over 4,000,000 DALYs are lost due to drug use disorders.


Table  1.2  United Statesa Estimates of Death and Disability for the Year: 2016




	
Cause

	
Deaths

	
DALYsb






	

	
Total

	
Male

	
Female

	
Total

	
Male

	
Female




	
Alcohol Use Disorders

	
10,600

	
8,080

	
2,519

	
1,207,799

	
801,430

	
406,369




	
Drug Use Disorders

	
35,986

	
23,442

	
12,544

	
4,110,199

	
2,582,252

	
1,527,947




	
- Opioid

	
24,111

	
16,160

	
7,951

	
2,851,674

	
1,813,664

	
1,038,010




	
- Cocaine

	
4,592

	
2,971

	
1,621

	
462,264

	
298,189

	
164,075




	
- Amphetamine

	
1,804

	
1,237

	
566

	
190,533

	
113,439

	
77,093




	
- Cannabis

	
0

	
0

	
0

	
77,514

	
52,274

	
25,240




	
- Others, combined

	
5,478

	
3,072

	
2,405

	
528,212

	
304,685

	
223,527




	
Intentional Injuries

	
71,019

	
55,031

	
15,988

	
3,772,688

	
2,913,935

	
858,753




	
- Self-Harm

	
49,393

	
37,647

	
11,745

	
2,277,522

	
1,726,089

	
551,432




	
- Interpersonal Violence

	
21,058

	
16,839

	
4,219

	
1,436,076

	
1,132,267

	
303,808




	
- Collective Violence & Legal Intervention

	
567

	
544

	
23

	
59,089

	
55,578

	
3,511




	
Unintentional Injuries

	
112,561

	
69,662

	
42,898

	
6,760,493

	
4,107,441

	
2,653,051




	
- Road Injury

	
38,203

	
26,834

	
11,368

	
2,394,349

	
1,633,386

	
760,962




	
- Poisonings

	
2,912

	
1,561

	
1,351

	
160,453

	
90,272

	
70,181




	
- Falls

	
36,157

	
18,466

	
17,691

	
1,998,602

	
944,106

	
1,054,495




	
- Fire, Heat, & Hot Substances

	
3,154

	
1,863

	
1,291

	
246,946

	
144,148

	
102,797




	
- Drowning

	
4,568

	
3,606

	
962

	
253,492

	
198,668

	
54,823




	
- Exposure to Mechanical Forces

	
3,754

	
3,089

	
665

	
529,211

	
380,025

	
149,185




	
- Natural Disasters

	
121

	
76

	
44

	
10,432

	
6,254

	
4,178




	
- Other

	
23,688

	
14,165

	
9,522

	
1,167,005

	
710,578

	
456,426




	
Eating Disorders

	
292

	
40

	
251

	
215,312

	
43,775

	
171,537







a United States population = about 322,180,000 (i.e., 322.18 million).

b Disability-Adjusted Life Years Lost (i.e., time lost because of poor health and early death).Source: Adapted from World Health Organization (2016a, 2016b).





Based on biological sex, for alcohol use disorders, the WHO also estimates that, per 100,000 population, about 2.51 deaths for males and about .76 deaths for females, and that, per 1,000 population, about 2.49 DALYs for males and about 1.26 DALYs for females. For drug use disorders, the estimates are about 7.26 deaths for males and about 3.88 deaths for females, and about 8.02 DALYs for males and about 4.74 DALYs for females. According to these estimates, based on biological sex, in the United States4 alone, each year: (1) over 8,000 males and over 2,500 females die from alcohol use disorders, and over 23,000 males and over 12,500 females die from drug use disorders, and (2) over 800,000 DALYs for males and over 400,000 DALYs for females are lost due to alcohol use disorders, and over 2,500,000 DALYs for males and over 1,500,000 DALYs for females are lost due to drug use disorders. In sum, consistent with worldwide levels of death and disability due to alcohol and drug use disorders, in the United States, males seem to experience disparately worse health related outcomes than do females.

Related to this, in regard to alcohol consumption (i.e., not necessarily rising to the level of an alcohol use disorder), additional data from 2016 suggests that, worldwide, of all such related deaths (i.e., about 3 million5), 28.7 percent were linked to injuries (20.9 percent unintentional; 7.8 intentional), 21.3 percent to digestive diseases, 19.0 percent to cardiovascular diseases and diabetes, 12.9 percent to infectious diseases, 12.6 percent to cancers, 4.9 percent to alcohol use disorders, and .6 percent to epilepsy (WHO, 2018b). Likewise, of all such related DALYs (i.e., about 133 million6), 39.5 percent were linked to injuries (30.0 percent unintentional; 9.5 intentional), 17.6 percent to digestive diseases, 13.9 percent to alcohol use disorders, 11.2 percent to infectious diseases, 9.0 percent to cardiovascular diseases and diabetes, 7.7 percent to cancers, and 1.1 percent to epilepsy (WHO, 2018b).

Regarding economic impact, Rehm et al. (2009) summarized several studies conducted between 1997 and 2006 across the following six countries (with population estimates during the study year in parentheses): France (58.6 million), United States (280.6 million), Scotland (5.1 million), Canada (31.9 million), South Korea (47.5 million), and Thailand, (64.6 million). The annual burden (i.e., direct and indirect costs) related to alcohol use (e.g., health care, law enforcement, productivity) is estimated to be over $305,250,000,000 (i.e., $305.25 billion). In the context of illicit drug use, according to the International Narcotics Control Board (INCB), an affiliate of the United Nations, and regarding the costs of drug treatment alone, an estimated 1 in 6 problematic drug users receives treatment, costing about $35 billion on an annual basis, extrapolated to about $200 billion to $250 billion if all those in need actually received treatment (INCB, 2014). In the United States alone, the direct and indirect economic impact of: (1) alcohol use is estimated to be over $234.75 billion (Rehm et al., 2009), and (2) illicit drug use is estimated to be over $193 billion (NDIC, 2011). Of note, of the six countries reviewed by Rehm et al. (2009), the United States (i.e., its national population), while acounting for 57.46 percent of the sample(s) studied, accounted for 76.94 percent of the economic impact observed.

In sum, regarding the societal-level association of alcohol use and illicit drug use with death, disability, and economic burden, it is clear that the anecdotal evidence readily available in the news (e.g., Campbell, 2019) is overwhelmingly supported by the empirical7 evidence freely available to the public via the World Health Organization (see INCB, 2014; WHO, 2016a, 2016b, 2018b) and other scientific resources (e.g., NDIC, 2011; Rehm et al., 2009). Indeed, worldwide (WHO, 2016a, 2016b), alcohol use disorders and drug use disorders together account for: (1) over 300,000 deaths, every single year, and (2) over 40 million years lost because of poor health and early death (i.e., DALYs), every single year. In terms of the worldwide negative health related consequences of the mere consumption of alcohol,8 about 3 million related deaths occur every single year, and about 133 million years are lost every single year because of poor health and early death (WHO, 2018b). Lastly, the worldwide economic burden of alcohol and illicit drug use together rises to at least9 $500,000,000,000 (i.e., $500 billion, or $.5 trillion), every single year (INCB, 2014; Rehm et al., 2009).


Societal-Level Problems Related to Compulsive Behaviors

Unlike for alcohol and illicit drug use, and for suicidal behavior (see below), the World Health Organization largely does not report data regarding death and disability related to compulsive behavioral sets otherwise known as process, or behavioral addictions. Indeed, the recognition of behavioral addictions as formal and official diagnostic possibilities is a controversial topic (see Chapter 2). Nevertheless, to better understand the potential societal impact of behavioral addictions, it is useful to gain perspective on the frequency of such problematic compulsive behavioral sets. Sussman et al. (2011; see also, Sussman, 2017) conducted a comprehensive review of the scientific literature regarding 11 addictive behaviors in an effort to provide estimates of 12-month prevalence rates in the United States population (i.e., the rate of occurrence within a given 12-month period). The 11 addictive behaviors examined were in the context of: cigarettes,10 alcohol use, illicit drug use, binge eating,11 gambling, the internet, love, sex, exercise, working, and shopping (see Table 1.3 and Table 1.4). The 12-month prevalence rate estimates for these non-substance related addictive behaviors ranged from 2 percent to 10 percent, each. With the population of the United States in 2016 at about 322 million people, these estimates suggest that, each year nearly 100,000,000 (i.e., 100 million) individuals are struggling with a non-substance related behavioral addiction, of some sort (see Table 1.4, Total (not Alcohol/Drugs), Estimated Population, Alone).


Table  1.3  Behavioral Addictions Related Estimatesa for the Year: 2016 – Part 1




	

	
Estimated Prevalenceb

	
Estimated Populationc






	

	
Alone

	
With Alcohol

	
With Drugs

	
Alone

	
With Alcohol

	
With Drugs




	
Alcohol Abuse/Dependence

	
10%

	
--

	
50%

	

	

	




	
- Globald

	

	

	

	
746,188,400

	
--

	
373,094,200




	
- United States

	

	

	

	
32,218,000

	
--

	
16,109,000




	
Drug Abuse/Dependence

	
5%

	
50%

	
--

	

	

	




	
- Globald

	

	

	

	
373,094,200

	
186,547,100

	
--




	
- United States

	

	

	

	
16,109,000

	
8,054,500

	
--




	
Binge Eating Disordere

	
2%

	
25%

	
25%

	

	

	




	
- Globald

	

	

	

	
149,237,680

	
37,309,420

	
37,309,420




	
- United States

	

	

	

	
6,443,600

	
1,610,900

	
1,610,900




	
Gambling Addictione

	
2%

	
30%

	
20%

	

	

	




	
- Globald

	

	

	

	
149,237,680

	
44,771,304

	
29,847,536




	
- United States

	

	

	

	
6,443,600

	
1,933,080

	
1,288,720




	
Internet Addictione

	
2%

	
10%

	
10%

	

	

	




	
- Globald

	

	

	

	
149,237,680

	
14,923,768

	
14,923,768




	
- United States

	

	

	

	
6,443,600

	
644,360

	
644,360




	
Love Addictione

	
3%

	
40%

	
40%

	

	

	




	
- Globald

	

	

	

	
223,856,520

	
89,542,608

	
89,542,608




	
- United States

	

	

	

	
9,665,400

	
3,866,160

	
3,866,160




	
Sex Addictione

	
3%

	
40%

	
40%

	

	

	




	
- Globald

	

	

	

	
223,856,520

	
89,542,608

	
89,542,608




	
- United States

	

	

	

	
9,665,400

	
3,866,160

	
3,866,160







a 12-month prevalence.

b Estimated prevalence of abuse/dependence in the United States (Sussman et al., 2011).

c Based on World Health Organization (2016a, 2016b) Global (i.e., ± 7.46 billion) and United States (i.e., ± 322.18 million) population estimates.

d Estimated population values extrapolated from Sussman et al. (2011) United States prevalence estimates.

e When Sussman et al. (2011) United States prevalence estimates were published, the DSM-5 (American Psychiatric Association, 2013) was not yet published and the addictions listed under this note were broadly defined (i.e., not formal diagnoses, as were alcohol abuse/dependence, and drug abuse/dependence). Currently, Gambling Disorder is the only non-substance behavioral addiction included in the DSM-5. Eating disorders (often considered a behavioral addiction) also are included in the DSM-5; however, as a distinct category.






Table  1.4  Behavioral Addictions Related Estimatesa for the Year: 2016 – Part 2




	

	
Estimated Prevalenceb

	
Estimated Populationc






	

	
Alone

	
With Alcohol

	
With Drugs

	
Alone

	
With Alcohol

	
With Drugs




	
Exercise Addictione

	
3%

	
15%

	
15%

	

	

	




	
- Globald

	

	

	

	
223,856,520

	
33,578,478

	
33,578,478




	
- United States

	

	

	

	
9,665,400

	
1,449,810

	
1,449,810




	
Workaholisme

	
10%

	
20%

	
20%

	

	

	




	
- Globald

	

	

	

	
746,188,400

	
149,237,680

	
149,237,680




	
- United States

	

	

	

	
32,218,000

	
6,443,600

	
6,443,600




	
Shopping/Buying Addictione

	
6%

	
20%

	
20%

	

	

	




	
- Globald

	

	

	

	
447,713,040

	
89,542,608

	
89,542,608




	
- United States

	

	

	

	
19,330,800

	
3,866,160

	
3,866,160




	
Total

	
46% (33.5%)f

	

	

	




	
- Globald

	

	

	

	
3,432,466,640

	
734,995,574

	
906,618,906




	
- United States

	

	

	

	
148,202,800

	
31,734,730

	
39,144,870




	
Total (not Alcohol/Drugs)

	
31% (23.5%)g

	

	

	




	
- Globald

	

	

	

	
2,313,184,040

	
548,448,474

	
533,524,706




	
- United States

	

	

	

	
99,875,800

	
23,680,230

	
23,035,870







a 12-month prevalence.

b Estimated prevalence of abuse/dependence in the United States (Sussman et al., 2011).

c Based on World Health Organization (2016a, 2016b) Global (i.e., ± 7.46 billion) and United States (i.e., ± 322.18 million) population estimates.

d Estimated population values extrapolated from Sussman et al. (2011) United States prevalence estimates.

e When Sussman et al. (2011) United States prevalence estimates were published, the DSM-5 (American Psychiatric Association, 2013) was not yet published and the addictions listed under this note were broadly defined (i.e., not formal diagnoses, as were alcohol abuse/dependence, and drug abuse/dependence). Currently, Gambling Disorder is the only non-substance behavioral addiction included in the DSM-5. Eating disorders (often considered a behavioral addiction) also are included in the DSM-5; however, as a distinct category.

f Sussman et al. (2011) recommend, rather than basing an estimate of overall addiction prevalence (% of the population) on the sum of the individual estimates, to remove the average of the co-occurring based estimates (i.e., n = 18 estimates; X̅ = 27.22%) from the sum of the individual estimates. As such, regarding this unadjusted estimate of 46%, the adjusted estimate of the overall addiction prevalence rate would be about 33.48% (i.e., 46% − 12.52% (i.e., 46% × 27.22%) = 33.48). Or, about 33.5% of the population is estimated to have an addiction, of some sort, during any given 12-month period. That is, when considering behavioral addictions in conjunction with alcohol and/or drug addictions (but not behavioral addictions in conjunction with each other), the overall prevalence estimate is 33.5%.

g Similar to note f, regarding this unadjusted estimate of 31%, the adjusted estimate of the overall addiction prevalence rate would be about 23.44% (i.e., 31% − 7.56% (i.e., 31% × 24.38%) = 23.44). Or, about 23.5% of the population is estimated to have a behavioral addiction, of some sort, during any given 12-month period. That is, when considering behavioral addictions on their own (i.e., not in conjunction with alcohol and/or drug addictions, nor in conjunction with each other), the overall prevalence estimate is 23.5%.





Although Sussman et al. (2011; see also, Sussman, 2017) explicitly provided their 12-month prevalence estimates for behavioral addictions in the context of the United States population, it may be useful to apply them to the global population in order to gain a preliminary understanding of the worldwide societal impact of behavioral addictions (see Table 1.3 and Table 1.4). In this regard, with a worldwide population in 2016 of about 7.46 billion people, these estimates suggest that, each year over 2,250,000,000 (2.25 billion) individuals are struggling with a non-substance related behavioral addiction (see Table 1.4, Total (not Alcohol/Drugs), Estimated Population, Alone).

Regarding economic impact, few studies exist regarding the financial burden associated with behavioral addictions. This is likely due to the controversy related to their formal and official recognition as diagnostic possibilities (see Chapter 2). However, reports are available estimating the economic impact of gambling disorders and eating disorders, as these are two diagnoses contained in the DSM-5 12 (American Psychiatric Association, 2013), both of which are also considered behavioral addictions (see Petry, 2016; Rosenberg & Feder, 2014; Sussman, 2017).

In the context of gambling disorders, Rodriguez-Monguio et al. (2018) provided United States based annual estimates of average health care costs per patient with a diagnosis of pathological gambling between 2009–2012. For 2009, the per patient cost was $7,993 (95 percent confidence interval13 (95 CI): ± $11,847); for 2010, $10,054 (95 CI: ± $14,555); for 2011, $9,093 (95 CI: ± $13,422); and for 2012, $9,523 (95 CI: ± $14,505). Thompson and Beruhard (2010) discussed the social costs of gambling, or the “costs that are imposed upon people other than the gambler and his or her family, that is people who do not participate in the gambling process” (p. 178). In this regard, consistent with Thompson and Beruhard’s (2010) estimate of the individual level social cost (as opposed to per patient healthcare cost) of pathological gambling (i.e., $10,053 per pathological gambler) and formula for extrapolating such to the larger population, but using the Sussman et al. (2011) estimate of United States prevalence (i.e., 2 percent), the annual social cost of problematic gambling may be as high as over $64,750,000,000 (i.e., 64.75 billion; about 322.18 million population ×.02 = 6,443,600, and 6,443,600 × $10,053 = over $64.75 billion). Likewise extrapolating to the global population (i.e., over 7.46 billion), the annual social cost of problematic gambling may be as high as nearly $1,500,000,000,000 (i.e., $1.5 trillion; about 7.46 billion population ×.02 = 149.2 million, and 149.2 million × $10,053 = nearly $1.5 trillion). Of note, worldwide annual losses due to gambling itself recently have been estimated to be as high as $400,000,000,000 (i.e., $400 billion) (see Abbott, 2017).

Regarding eating disorders, Stuhldreher et al. (2012) examined the available scientific literature and summarized relevant studies conducted in the United States, Canada, and Germany. Including Anorexia Nervosa (AN), Bulimia Nervosa (BN), Binge Eating Disorder (BED), and Eating Disorder – not otherwise specified (EDNOS), the estimated overall cost per patient, per year, ranged from $127 (BN; Germany) to $8,042 (AN; United States; women). The average annual estimate provided was $4,276, with a standard deviation14 (SD) of $2,387. More recently in Canada (de Oliveira et al., 2017), average total direct costs per patient in Canadian dollars were $10,022.8 (95 CI: $9,390.9 to $10,654.6). And, more recently in the United States (Samnaliev et al., 2015), average annual health care costs were $5,779 (data related to SD was not reported).

Of note, the World Health Organization (2016a, 2016b) provides data regarding death and disability in the context of eating disorders (see Table 1.1 & Table 1.2). Globally, an estimated 1,845 deaths occur each year (411 males; 1,434 females) due to eating disorders as a broad category (i.e., not broken into sub-types), and about 2.26 million years are lost each year (over 500,000 for males; over 1.5 million for females) due to death and disability (i.e., DALYs). In the United States alone, an estimated 292 deaths occur each year (40 males; 251 females) due to eating disorders, and over 200,000 years are lost each year (over 40,000 for males; over 150,000 for females) due to death and disability. These WHO-based worldwide and United States estimates of death and disability in the context of eating disorders suggest a biological sex-based health disparity such that females appear to experience more negative outcomes related to eating disorders than do males.


Societal-Level Problems Related to Suicide and Suicidal Behavior

The World Health Organization collects data regarding death and disability related to injuries, and distinguishes between those of unintentional versus intentional origin (see Table 1.1 & Table 1.2; WHO, 2016a, 2016b). From this most recent, publicly available data, it is estimated that, worldwide, about 10.63 deaths per 100,000 population can be attributed to intentional self-harm; that is, death by suicide.15 Also, that per 1,000 population, about 5.03 DALYs are lost. With a worldwide population in 2016 of about 7.46 billion people, these estimates suggest that, each year: (1) over 775,00016 individuals die by suicide and (2) over 37,500,000 DALYs are lost due to suicidal behavior.

Based on biological sex, the WHO also estimates that about 6.80 deaths per 100,000 population for males and about 3.83 deaths per 100,000 population for females can be attributed to suicide. And, about 3.19 DALYs per 1,000 population for males and about 1.84 DALYs per 1,000 population for females. According to these estimates, based on biological sex, worldwide, each year: (1) over 500,000 males and over 275,000 females die by suicide, and (2) over 23,750,000 DALYs for males and over 13,750,000 DALYs for females are lost due to suicidal behavior.

In the United States more particularly (WHO, 2016a, 2016b), per 100,000 population, it is estimated that, about 15.33 deaths can be attributed to suicide, and per 1,000 population, about 7.07 DALYs are lost due to suicidal behavior. With the population of the United States in 2016 at about 322 million people, these estimates suggest that, each year: (1) over 49,250 individuals die by suicide, and (2) over 2,250,000 DALYs are lost due to suicidal behavior.

Based on biological sex, the WHO also estimates that, per 100,000 population, about 11.69 deaths for males and about 3.65 deaths for females can be attributed to suicide. And, per 1,000 population, about 5.36 DALYs for males and about 1.71 DALYs for females. According to these estimates, based on biological sex, in the United States17 alone, each year, (1) over 37,500 males and over 11,500 females die by suicide, and (2) over 1,500,000 DALYs for males and over 500,000 DALYs for females are lost due to suicidal behavior.

As with alcohol use disorders and drug use disorders, whether based on worldwide or United States levels of death and disability, there again appears to be a sex-based health disparity in the context of suicide and suicidal behavior. That is, males likewise appear to experience disparately worse health-related outcomes than do females.

Related to this, when comparing annual unintentional injuries versus annual intentional injuries (Table 1.1 & Table 1.2), the worldwide total number of deaths, for both the world and the United States, due to all unintentional injuries combined (over 3,250,000 and over 100,000, respectively) easily outnumbers the worldwide total number of deaths due to all intentional injuries combined (over 1,250,000 and over 70,000, respectively). However, death by suicide outnumbers all other single-cause deaths due to injury, regardless of intentionality, except for worldwide deaths due to road injury (Table 1.1 & Table 1.2). That is, among all types of injury, worldwide, death by suicide is second to death by road injury. And, in the United States alone, death by suicide occurs more often than death due to any other single type of injury. Also, every year, worldwide and in the United States, suicide accounts for more intentional deaths due to injury (793,307 and 49,393, respectively) than all other intentional deaths due to injury (660,589 and 21,625, respectively). That is, each year, more individuals die by suicide than by interpersonal violence, collective violence, and legal intervention, combined. 18 Regarding suicide attempts, compared to deaths by suicide, up to 20 times as many attempts may occur (WHO, 2018c). This suggests that, each year: (1) worldwide, there are up to over 15.5 million suicide attempts, and (2) in the United States alone, there are up to over 985,000 suicide attempts.

Regarding economic impact, McDaid (2016) summarized several studies published between 1999 and 2015 across the following six countries (see Table 1.5 for relevant suicide related estimates): Australia, Canada, Ireland, New Zealand, Scotland, and United States. The annual burden (i.e., direct and indirect costs) related to death by suicide (e.g., health care and productivity) is estimated to be over $66,750,000,000 (i.e., $66.75 billion). In the United States alone, the direct and indirect economic impact of suicide and nonfatal suicide attempts, combined, has been estimated to be between about $58.5 billion and about $93.5 billion19 (Shepard et al., 2016). Of note, of the six countries reviewed by McDaid (2016; see also Table 1.5), the United States (i.e., its national population), while accounting for 81.07 percent of the sample(s) studied, accounted for 79.82 percent of the economic impact observed. Related to this, when comparing among the six countries: (1) the cost per individual death by suicide, and (2) the suicide rate within the country, meaningful discrepancies arise. The average cost per suicide is equal to about $1.75 million, with the standard deviation14, 20 equal to about $660,000. As such, the cost per suicide for Canada and the United States (i.e., about $1 million each) was atypically lower than the average, and for Ireland (i.e., about $2.5 million) was atypically higher than the average. The average suicide rate, or frequency of suicide within each country’s population, is equal to about 1 individual death by suicide per 7,751 population, with the standard deviation equal to about 762. As such, the frequency of suicide for Ireland (i.e., about 1 per 8,719) was atypically lower (i.e., less frequent) than the average, and for the United States (i.e., about 1 per 6,522) was atypically higher (i.e., more frequent) than the average.


Table  1.5  Suicide Related Estimates for Six Countries for the Year: 2016




	
Country

	
Deaths by Suicidea

	
Cost per Suicideb

	
Total Cost of Suicidec

	
Populationd

	
Ratee






	
Australia

	
3,186

	
$1,471,600

	
$4,688,517,600

	
24,126,000

	
7,572




	
Canada

	
4,525

	
$1,000,400

	
$4,526,810,000

	
36,290,000

	
8,019




	
Ireland

	
542

	
$2,540,400

	
$1,376,896,800

	
4,726,000

	
8,719




	
New Zealand

	
565

	
$2,099,000

	
$1,185,935,000

	
4,661,000

	
8,249




	
Scotlandf

	
728

	
$2,342,000

	
$1,704,976,000

	
5,404,700

	
7,424




	
United States

	
49,393

	
$1,079,700

	
$53,329,622,100

	
322,180,000

	
6,522




	
Total

	
58,939

	
$10,533,100

	
$66,812,757,500

	
397,387,700

	
6,742g




	
Average

	
9,823

	
$1,755,516

	
$11,135,459,583

	
66,231,283

	
7,751




	
(SD)h

	
(19,454)i

	
($661,138)j

	
($20,730,370,321)k

	
(126,057,727)l

	
(762)m







a Except for Scotland, World Health Organization (2016a, 2016b).

b Cost per individual death by suicide (see McDaid, 2016).

c Total cost of all individual deaths by suicide (i.e., [Deaths] × [Cost per Suicide]).

d Except for Scotland, World Health Organization (2016a, 2016b).

e Suicide rate in the population (e.g., Australia = about 1 per 7,572 population).

f Scottish Public Health Observatory (2019) and National Records of Scotland (2017).

g Overall suicide rate for the six countries (i.e., 397,387,700 / 58,939 = 6,742; or, about 1 per 6,742 population).

h Standard Deviation; see note 14.

i ± 1SD = −9,631 to 29,277

j ± 1SD = $1,094,378 to $2,416,654

k ± 1SD = −$9,594,910,738 to $31,865,829,904

l ± 1SD = −59,826,444 to 192,289,010

m ± 1SD = 6,989 to 8,513





In sum, regarding the societal-level association of suicidal behavior with death, disability, and economic burden, it is clear, based on the empirical evidence available, that there is a distinct and present public health problem related to suicide. Indeed, worldwide (WHO, 2016a, 2016b; see also, Naghavi, 2019), suicidal behavior accounts for: (1) nearly 800,000 deaths, every single year, and (2) over 37.5 million years lost because of poor health and early death (i.e., DALYs), every single year. In terms of death due to all types of injury, whether unintentional or intentional, suicide is a leading cause of death due to injury worldwide, and the leading cause of death due to injury in the United States. Lastly, the worldwide economic burden of suicidal behavior rises to at least21 $66.75 billion, every single year (McDaid, 2016).


Co-Occurrence of Substance Addictions, Behavioral Addictions, and Suicidal Behavior

Experts also have estimated rates of co-occurrence between various addictive and compulsive behavior sets; that is, substance addictions, behavioral addictions, and suicidal behaviors. Based on Sussman et al.’s (2011) United States prevalence rate estimates (see Table 1.3 & Table 1.4), nearly half of those struggling with a particular behavioral addiction are likely also struggling with an alcohol or drug addiction. That is, over 1 billion individuals worldwide, including over 46.5 million individuals in the United States (see Table 1.4, Total (not Alcohol/Drugs), Estimated Population, with Alcohol + with Drugs). Similarly, up to 40 percent of those struggling with substance related addiction and seeking treatment have also attempted suicide (see Yuodelis‐Flores & Ries, 2015), and in a study among 99 individuals struggling with pathological gambling and seeking help through Gamblers Anonymous, over 65 percent engaged in planning a suicide attempt and over 27 percent attempted suicide (see Thompson & Beruhard, 2010).


Societal Relevance of Religiousness and Spirituality

The International Social Survey Programme (ISSP) collects worldwide data on a variety of topics including a module on religion (GESIS, 2018; ISSP Research Group, 2018). From its most recent, publicly available data22 (i.e., collected between 2007 and 2010), Table 1.6 and Table 1.7 include Global (i.e., among 40 participating countries) and United States specific participant responses to several religiously and spiritually oriented questions contained within the aforementioned module. For each of the 12 ISSP questions presented in Table 1.6 and Table 1.7, response options and their corresponding tallies are provided (see GESIS, 2018; ISSP Research Group, 2018). Additionally, for our purposes here, the response tallies have been collapsed to calculate estimates regarding overall levels of spirituality versus non-spirituality among the respondents.23 That is, for each survey item24 there is a percentage estimate of religious and/or spiritual oriented responses (i.e., % +) versus a percentage estimate of non-religious and/or non-spiritual oriented responses (i.e., % −). For example, regarding the importance of respecting all religions25 (see Table 1.6, survey item 13b), at the Global level of analysis, the tallies for the response options of “strongly agree” and “agree” were added together and divided by the valid sample size (i.e., 20,176 + 26,245 = 46,421, and 46,421 / 58,175 = .7980) in order to calculate a “Spirituality % +” estimate of 79.80. Likewise, the tallies for the response options of “neither agree nor disagree,” “disagree,” and “strongly disagree” were added together and divided by the valid sample size (i.e., 6,210 + 3,445 + 2,099 = 11,754, and 11,754 / 58,175 = .2020) in order to calculate a “Spirituality % −” estimate of 20.20. As such, at the Global level of analysis, nearly 80 percent of the respondents from 40 countries considered respect for all religions to be important, whereas about 20 percent did not. That is, on this particular question regarding the level of spirituality among the respondents, 80 percent versus 20 percent were spiritual versus non-spiritual, respectively. Through the same calculation process, for the United States, the Spirituality estimates for this item (i.e., respect for all religions) were about 81 percent versus about 19 percent, respectively – suggesting consistency between the United States and the rest of the world.


Table  1.6  Spirituality Related Estimatesa,b – Part 1




	
Survey Item

	
Response Options

	
Respondents

	
Spiritualityc






	
13b. Respect all Religionsd

	
(SA)

	
(A)

	
(NAND)

	
(D)

	
(SD)

	
--

	
(CCe)

	
(NAe)

	
Ne

	
Nve

	
% +

	
% −




	
- Global

	
20,176

	
26,245

	
6,210

	
3,445

	
2,099

	
--

	
1,377

	
430

	
59,982

	
58,175

	
79.80

	
20.20




	
- United States

	
433

	
666

	
116

	
106

	
31

	
--

	
8

	
5

	
1,365

	
1,352

	
81.29

	
18.71




	
16. Belief about Godf

	
(1)

	
(2)

	
(3)

	
(4)

	
(5)

	
(6)

	
(DNe)

	
(NA)

	

	

	

	




	
- Global

	
6,267

	
5,204

	
7,744

	
5,545

	
9,814

	
24,631

	
370

	
407

	
59,982

	
59,205

	
80.62

	
19.38




	
- United States

	
38

	
68

	
140

	
48

	
229

	
830

	
5

	
7

	
1,365

	
1,353

	
92.17

	
7.83




	
17. Belief about Godg

	
(1)

	
(2)

	
(3)

	
(4)

	
--

	
--

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
8,082

	
5,100

	
4,022

	
34,070

	
--

	
--

	
6,891

	
797

	
59,982

	
51,274

	
74.29

	
25.71




	
- United States

	
56

	
72

	
96

	
1,099

	
--

	
--

	
30

	
12

	
1,365

	
1,323

	
90.33

	
9.67




	
18a. Life after Deathh

	
(1)

	
(2)

	
(3)

	
(4)

	
--

	
--

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
16,604

	
15,165

	
10,434

	
11,961

	
--

	
--

	
5,212

	
606

	
59,982

	
54,164

	
58.65

	
41.35




	
- United States

	
745

	
279

	
152

	
127

	
--

	
--

	
54

	
8

	
1,365

	
1,303

	
78.59

	
21.41




	
18b. Heavenh

	
(1)

	
(2)

	
(3)

	
(4)

	
--

	
--

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
17,095

	
14,496

	
9,971

	
12,562

	
--

	
--

	
5,088

	
770

	
59,982

	
54,124

	
58.37

	
41.63




	
- United States

	
853

	
276

	
117

	
80

	
--

	
--

	
33

	
6

	
1,365

	
1,326

	
85.14

	
14.86




	
18c. Hellh

	
(1)

	
(2)

	
(3)

	
(4)

	
--

	
--

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
13,258

	
11,792

	
12,024

	
16,629

	
--

	
--

	
5,365

	
914

	
59,982

	
53,703

	
46.65

	
53.35




	
- United States

	
698

	
270

	
196

	
163

	
--

	
--

	
30

	
8

	
1,365

	
1,327

	
72.95

	
27.05




	
18d. Religious Miraclesh

	
(1)

	
(2)

	
(3)

	
(4)

	
--

	
--

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
14,823

	
15,605

	
11,490

	
12,754

	
--

	
--

	
4,363

	
947

	
59,982

	
54,672

	
55.66

	
44.34




	
- United States

	
738

	
311

	
183

	
101

	
--

	
--

	
29

	
3

	
1,365

	
1,333

	
78.69

	
21.31







a (GESIS, 2018; see also, ISSP Research Group, 2018)

b Data collected between 2007 and 2010, from 40 participating countries.

c Spirituality: % + = Spiritual (i.e., religious and/or spiritual responses / Nv); % − = Non-Spiritual (i.e., non-religious and/or non-spiritual responses / Nv).

d SA = strongly agree; A = agree; NAND = neither agree nor disagree; D = disagree; SD = strongly disagree

e CC = can’t choose; NA = no answer; DN = don’t know; N = overall sample size; Nv = valid sample size (i.e., not including CC, NA, and/or DN)

f 1 = no belief; 2 = no belief and no way to find out; 3 = not a personal god, but a higher power of some kind; 4 = belief in God, at times; 5 = have doubts, but believe; 6 = believe and no doubts

g 1 = no belief now and never have; 2 = no belief now, but used to; 3 = believe now, but didn’t used to; 4 = believe now and always have

h 1 = yes, definitely; 2 = yes, probably; 3 = no, probably not; 4 = no, definitely not





Considering the 12 ISSP items included in Table 1.6 and Table 1.7 as a group, at the Global level of analysis (i.e., all 40 participating countries), the average Spirituality % + score was 61.96, with a standard deviation of 12.53. The highest score of 80.62 percent was for belief in God or a higher power of some kind (i.e., item 16) and the lowest score of 46.65 percent was for belief in Hell (i.e., item 18c.). Also, except for belief in Hell being below 50 percent, seven of the 11 other scores were between 51.49 percent and 58.65 percent, with the four remaining scores at or above 74.29 percent. At the United States level of analysis, the average Spirituality + score was 80.06, with a standard deviation of 8.08.26 The highest score of 92.17 percent was for belief in God or a higher power and the lowest score of 65.38 percent was for connecting with God without church or religious services (i.e., item 19f). Also, except for connecting with God without church or religious services at 65.38 percent, five of the 11 other scores were between 70.44 percent and 78.69 percent, four more scores were between 80.80 percent and 88.14 percent, with the two remaining scores above 90 percent.


Table  1.7  Spirituality Related Estimatesa,b – Part 2




	
Survey Item

	
Response Options

	
	
	
	
	
Respondents

	
Spiritualityc






	
19a. God concerned with every human being personallyd

	
(SA)

	
(A)

	
(NAND)

	
(D)

	
(SD)

	
--

	
(CCe)

	
(NAe)

	
Ne

	
Nve

	
% +

	
% −




	
- Global

	
13,509

	
15,113

	
9,372

	
8,828

	
8,769

	
--

	
3,650

	
741

	
59,982

	
55,591

	
51.49

	
48.51




	
- United States

	
578

	
368

	
185

	
136

	
76

	
--

	
16

	
6

	
1,365

	
1,343

	
70.44

	
29.56




	
19f. Connect with God without church / religious servicesd

	
(SA)

	
(A)

	
(NAND)

	
(D)

	
(SD)

	
--

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
10,960

	
17,841

	
9,978

	
8,393

	
8,033

	
--

	
3,829

	
948

	
59,982

	
55,205

	
52.17

	
47.83




	
- United States

	
339

	
543

	
155

	
194

	
118

	
--

	
9

	
7

	
1,365

	
1,349

	
65.38

	
34.62




	
27. How Often Prayi

	
(1)

	
(2)

	
(3)

	
(4)

	
(5)

	
(6)

	
(7)

	
(8)

	
(9)

	
(10)

	
(11)

	
(DNe)

	
(NA)

	

	

	

	




	
- Global

	
15,317

	
2,588

	
3,181

	
5,682

	
2,202

	
2,811

	
2,766

	
3,049

	
6,006

	
8,985

	
5,327

	
424

	
629

	
59,982

	
57,914

	
53.78

	
46.22




	
- United States

	
138

	
28

	
25

	
68

	
38

	
63

	
27

	
66

	
149

	
356

	
391

	
6

	
10

	
1,365

	
1,349

	
80.80

	
19.20




	
31. Religiousnessj

	
(1)

	
(2)

	
(3)

	
(4)

	
(5)

	
(6)

	
(7)

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
2,006

	
7,756

	
21,607

	
11,350

	
6,171

	
5,049

	
4,507

	
1,173

	
363

	
59,982

	
58,446

	
53.67

	
46.33




	
- United States

	
91

	
271

	
678

	
96

	
97

	
52

	
70

	
4

	
6

	
1,365

	
1,355

	
76.75

	
23.25




	
32. Religious and/or Spiritualk

	
(1)

	
(2)

	
(3)

	
(4)

	
--

	
--

	
(CC)

	
(NA)

	

	

	

	




	
- Global

	
14,345

	
18,743

	
9,275

	
11,690

	
--

	
--

	
5,347

	
582

	
59,982

	
54,053

	
78.37

	
21.63




	
- United States

	
528

	
304

	
312

	
154

	
--

	
--

	
48

	
19

	
1,365

	
1,298

	
88.14

	
11.86







a (GESIS, 2018; see also, ISSP Research Group, 2018).

b Data collected between 2007 and 2010, from 40 participating countries.

c Spirituality: % + = Spiritual (i.e., religious and/or spiritual responses / Nv); % − = Non-Spiritual (i.e., non-religious and/or non-spiritual responses / Nv).

d SA = strongly agree; A = agree; NAND = neither agree nor disagree; D = disagree; SD = strongly disagree

e CC = can’t choose; NA = no answer; DN = don’t know; N = overall sample size; Nv = valid sample size (i.e., not including CC, NA, and/or DN)

f 1 = no belief; 2 = no belief and now way to find out; 3 = not a personal god, but a higher power of some kind; 4 = belief in God, at times; 5 = have doubts, but believe; 6 = believe and no doubts

g 1 = no belief now and never have; 2 = no belief now, but used to; 3 = believe now, but didn’t used to; 4 = believe now and always have

h 1 = yes, definitely; 2 = yes, probably; 3 = no, probably not; 4 = no, definitely not

i 1 = never; 2 = less than once a year; 3 = about once or twice a year; 4 = several times a year; 5 = about once a month; 6 = 2–3 times a month; 7 = nearly every week; 8 = every week; 9 = several times a week; 10 = once a day; 11 = several times a day

j 1 = extremely religious; 2 = very religious; 3 = somewhat religious; 4 = neither religious nor non-religious; 5 = somewhat non-religious; 6 = very non-religious; 7 = extremely non-religious

k 1 = follow a religion and spiritual; 2 = follow a religion, but not spiritual; 3 = don’t follow a religion, but spiritual; 4 = don’t follow a religion and not spiritual





Regarding belief in God or a higher power (i.e., item 16; see Table 1.6), the top Spirituality % + score at both the Global and United States levels of analysis (i.e., 80.62 percent and 92.17 percent, respectively), a more conservative estimate may be more appropriate. That is, the initial estimate for this item included response option 4 (see note 24, and Table 1.6 and its footnote f); that is, a belief in God, at times, or “I find myself believing in God some of the time, but not at others” (see GESIS, 2018, p. 67). If this response option is removed from the calculation, the Spirituality % + scores for this item become 71.2627 and 88.62, respectively. Also, using this more conservative estimate (i.e., the sum of response options 3, 5, and 6), of the 40 participating countries (see GESIS, 2018, p. 68), two countries reported a belief rate below 50 percent (i.e., Czech Republic = 40.33 percent and Japan = 39.71 percent), and five countries reported a belief rate above 90 percent (i.e., Chile = 94.51 percent, Dominican Republic = 94.38 percent, Philippines = 94.58 percent, Turkey = 96.27 percent, and Venezuela = 96.00 percent).

Regarding frequency of prayer (i.e., item 27; see Table 1.7), the Spirituality % + analysis revealed scores of 53.78 and 80.80 at the Global and United States levels of analysis, respectively. Of note, the estimate for this item included response options 5–11 (see note 24, and Table 1.7 and its footnote i); that is, a frequency of prayer of about once per month or more. Of note, when considering only response options 9, 10, and 11 (i.e., several times a week, once a day, and several times a day, respectively), at both the Global and United States levels of analysis, the Spirituality % + scores would be 35.08 percent and 66.42 percent, respectively. The modal response (i.e., the most frequent response) regarding frequency of prayer at both the Global and United States levels of analysis was 1 or never, and 11 or several times a day, respectively; that is, the polar opposite response options. Indeed, worldwide, while 26.45 percent of the respondents reported that they never pray, 9.20 percent pray several times per day; whereas, in the United States, while 10.23 percent of the respondents never pray, 28.98 percent pray several times per day.

More recent United States polling, from 2017 (see Gallup Poll, 2019), suggests that while 87 percent report a belief in God, 80 percent report thinking that there is at least a high probability that God exists (i.e., convinced that God exists = 64 percent; think God probably exists, but have a little doubt = 16 percent). And, that 74 percent consider religion to be at least fairly important in their lives (i.e., very important = 51 percent; fairly important = 23 percent).

In sum, when considering the 12 ISSP items presented in Table 1.6 and Table 1.7, individually (i.e., 11 of 12 items above 50 percent and 12 of 12 items above 65 percent, respectively) and as a group (i.e., about 62 percent and about 80 percent, respectively), both globally and within the United States, human beings appear to be spiritual in nature. Indeed, there is evidence to suggest that spirituality is an aspect of human nature (Pargament, 2013; Piedmont & Wilkins, 2013; see also, Chapter 4). However, the United States appears to be more spiritual than the world as a whole – given the discrepancy in the overall Spirituality % + scores, in general, and the discrepancies in the belief in God and frequency of prayer scores, in particular (see above).

In light of the societal relevance and prevalence of spirituality, the centrality of forgiveness to mainstream spiritual belief systems / world religions (see Webb et al., 2012; see also, Chapter 4), and the healthful association of forgiveness with addiction and suicidal behavior (see Webb & Toussaint, 2020; see also Chapter 6 and Chapter 7), it becomes important to understand as much as possible about the Forgiveness–Addiction–Recovery Association. Indeed, to put an electron microscope,28 so to speak, on the theory, research, and clinical application of forgiveness as a means of addressing the clear and present public health problems – in truth, crises – posed by addictive behaviors; that is, substance addiction, behavioral addiction, and suicidal behavior. In this regard, the remainder of this chapter will provide a brief overview of the content of this book.


Understanding Forgiveness and Addiction: Theory

Chapter 2 provides comprehensive overviews of diagnostic related issues, the subject matter of addiction, and theories of recovery. Regarding diagnosis, DSM and ICD categorical systems are discussed and contrasted with the dimensional perspective on addiction. That is, the debate (see Helzer et al., 2006) between a categorical system (yes/no) of diagnosis versus a dimensional understanding (more/less, or intensity) of addiction is addressed. Regarding the subject matter of addiction, the following categories are addressed in terms of the content and whether or not they “should” be considered addictions: substances (i.e., alcohol and various illegal and legal drugs), compulsive behaviors (e.g., gambling, overeating, sexual activity), and other activities (e.g., suicide). Regarding theories of recovery, a variety of theories are presented, including: abstinence-based (e.g., Wallace, 2012), harm reduction (e.g., MacCoun, 1998), and natural recovery (e.g., Bischof et al., 2012). Chapter 2 also includes a discussion regarding addiction versus dependence versus abuse; that is, there is debate about which term(s) are best to use (e.g., meaningful, relevant, appropriate; Albanese & Shaffer, 2012).

Chapter 3 provides comprehensive discussions of: (1) the multidimensional nature of forgiveness and (2) definitions for the multiple dimensions of forgiveness. For example, forgiveness can involve a variety of targets (e.g., of self, of others, of deity, of uncontrollable situations) and methods (e.g., offering, seeking, and feeling) and each dimension can be considered in the context of a particular offense or as a general tendency (Toussaint & Webb, 2005; Webb et al., 2017).

Chapter 4 discusses larger issues about the nature of forgiveness. For example, is it a spiritual construct (or only a spiritual construct), a positive psychological construct, or both (including discussion of other parallels between spirituality and positive psychology)? Is it (in its multiple dimensions) morally justifiable (e.g., Enright & The Human Development Study Group, 1996)? Regarding the spiritual nature of forgiveness, aspects of spirituality are discussed, including: the search for the sacred and whether spirituality requires belief in deity (e.g., Pargament, 2013), the multidimensional nature of spirituality; for example, ritualistic, theistic, and existential spirituality (Webb et al., 2014) and relational spirituality (Worthington & Sandage, 2016), spirituality as a distinct, inherent trait common to the human condition, akin to the so-called Big 5 personality traits (e.g., Piedmont & Wilkins, 2013), the nature of spiritual struggle (e.g., Exline, 2013), and incorporating spirituality into treatment (e.g., Toussaint et al., 2012).

Chapter 5 discusses a variety of theoretical models progressively applicable to the association between forgiveness, health, and addiction. For example, Worthington’s stress-and-coping theory of forgiveness (Worthington, 2006), Worthington et al.’s general model of the forgiveness–health association, including the notion of forgiveness as a component of the larger relationship between spirituality and health (Lavelock et al., 2015; Worthington et al., 2001), other models of the relationship between spirituality and health (e.g., Baetz & Toews, 2009; Koenig & Larson, 2001), and ultimately the expansion of Worthington’s general model of the forgiveness–health association to explicitly address addiction/recovery as a particular manifestation of health and well-being (Webb et al., 2015). Updated forgiveness–health association modeling also is provided regarding additional issues particularly relevant to addiction/recovery; for example, anger (Webb et al., 2012), psychache (Webb et al., 2015), and temptation (Webb, 2014). Also, research regarding demographic differences in forgiveness is discussed in general terms.


Understanding Forgiveness and Addiction: Research

Chapter 6 reviews the empirical evidence regarding the association of forgiveness with substance (ab)use (Webb et al., 2011; Webb & Jeter, 2015; Webb & Toussaint, 2018, 2020; Webb et al., 2017) and the empirical evidence regarding the association of forgiveness with compulsive behaviors; for example, gambling and sexual activity (Webb & Toussaint, 2018, 2020). Chapter 7 reviews the empirical evidence regarding the association of forgiveness with suicidal behavior (e.g., Webb et al., 2015; Webb & Toussaint, 2020). Most theories of suicide do not conceptualize suicidal behavior as addictive behavior. However, the Twelve-Step Model of addiction and recovery (Alcoholics Anonymous, 1981, 1998, 2001) has been adapted to suicide (Suicide Anonymous, 2010) and has drawn many parallels between other forms of addictive behavior and suicidal behavior. Other models of suicidal behavior and their relevance to forgiveness are also discussed (e.g., Joiner et al., 2009; Shneidman, 1993).


Understanding Forgiveness and Addiction: Clinical Application

Chapter 8 provides comprehensive overviews of stand-alone forgiveness intervention modalities, which are then applied to subsequent chapters. For example, Enright’s four-phase model of forgiveness therapy (Coyle & Enright, 1998; Enright & Fitzgibbons, 2015) involves uncovering, an awareness of the problem and emotional pain following an offense; decision, realizing the need for an alternate resolution; work, engaging in processes such as, reframing, empathy, and acceptance of pain; and deepening, finding meaning and universality. Also, Worthington’s REACH Model of forgiveness psychoeducation (Worthington, 2006, 2020; Worthington & Sandage, 2016) involves: (r)ecalling an offense, developing (e)mpathy, choosing forgiveness as an (a)ltruistic gift, making a public, formal (c)ommitment to forgive, and (h)olding on to progress. Of note, both of these models are empirically-supported.

Chapter 9 builds upon previous reviews of the conceptual similarities between the process of forgiveness and the process/features of the Twelve-Step Model, including Twelve-Step Facilitation therapy (TSF) (Webb et al., 2015; Webb & Jeter, 2015; Webb & Toussaint, 2018; Webb et al., 2017; Webb & Trautman, 2010; see also, Lyons et al., 2010). For example, the interplay between resentments and forgiveness in addiction and recovery (Alcoholics Anonymous, 2001). Also, deliberate discussion of the application of principles and techniques is provided. For example, explicitly incorporating models of the forgiveness process (see Chapter 8) into Step 8 and Step 9 of the Twelve-Step Model, labeled the forgiveness steps (Hart, 1999), which involve becoming willing to make amends and actually making amends when possible and appropriate.

Chapter 10 builds upon previous reviews of the conceptual similarities between the process of forgiveness and the process/features of Motivational Enhancement Therapy / Motivational Interviewing, and the Stages-of-Change Model (see Webb & Jeter, 2015). For example, enhancing internal motivation, in terms of making progress in readiness for change, through developing awareness of problematic circumstances and facilitating cognitive resolve to address such. Also, deliberate discussion of the application of principles and techniques is provided. For example, explicitly incorporating models of the forgiveness process (see Chapter 8) in the context of developing discrepancy and recognizing the need to choose alternative options more likely to lead to growth.

Chapter 11 builds upon previous reviews of the conceptual similarities between the process of forgiveness and the process/features of Cognitive-Behavioral Coping Skills Therapy (see Webb & Jeter, 2015) and other traditional cognitive-behavioral approaches to treatment (e.g., REBT; see Ellis & Dryden, 1997). For example, developing stress management and problem solving skills. Also, deliberate discussion of the application of principles and techniques is provided. For example, integrating Socratic-style questioning and other disputation styles with models of the forgiveness process (see Chapter 8).

Chapter 12 addresses other counseling and psychotherapy modalities and related processes and their similarities to the process of forgiveness. Including, acceptance/mindfulness-based modalities (i.e., Acceptance and Commitment Therapy, Dialectical Behavior Therapy, and Mindfulness-based Cognitive Therapy), systemic-based modalities (i.e., Structural Family Therapy, Internal Family Systems Therapy, and Alcohol-focused Behavioral Couples Therapy), and psychodynamic-based modalities. Also, models of aggression are discussed, as related to forgiveness and addiction.

Chapter 13 provides a review and synthesis of the main points of each chapter and outlines future directions for the theory, research, and clinical application of forgiveness to addiction recovery. Indeed, such comprehensive integration of theory, research, and clinical application results in a roadmap forward; that is, guidelines regarding forgiveness as a treatment for recovery from addiction.


Notes

1    It is generally considered to be “bad form” to switch between numerical formats (e.g., 7,461,884,000 versus 7.46 billion). However, when describing the frequency-related information in this chapter, I intentionally use both formats for effect. The former to illustrate and remind the reader of the overwhelming nature of the number [of digits], and the latter for readability.

2    Remember, each DALY refers to a year’s worth of lost time. That is, each year, over 18.25 million and over 21.75 million years’ worth of time are lost due to alcohol use disorders and drug use disorders, respectively.

3    In addition to the United States, for 2016, the World Health Organization (2016a, 2016b) collected data regarding many forms of death and disability related thereto from 185 other countries, areas, or territories.

4    Even closer to home for me, I live in Lubbock, Texas – a city of about 240,000 people. Based on these estimates, about 34 people will die this and every year (23 males and 11 females) due to alcohol and drug use disorders. Likewise, nearly 4,000 DALYs will be lost this and every year (2,522 for males and 1,440 for females) due to alcohol and drug use disorders.

5    Recall that the World Health Organization estimates that over 145,500 people die each year due to alcohol use disorders (WHO, 2016a). Here, the estimated number of deaths per year, of about 3,000,000, is due to the mere consumption of alcohol (WHO, 2018b), whether it leads to an alcohol use disorder or not. If we subtract the number of people with alcohol use disorders from the overall number of people who consume alcohol, we are left with about 2,854,500 individuals whose death is related to their drinking but do not have an alcohol use disorder, versus about 145,500 individuals whose death is related to their drinking and do have an alcohol use disorder. This discrepancy is by a factor of 19.62 (i.e., 2,854,500 / 145,500 = 19.62). That is, there are 19.62 times as many deaths attributable to merely consuming alcohol, as opposed to deaths attributable to being clinically diagnosed with an alcohol use disorder.

6    As with note 5, recall that the World Health Organization estimates that over 18,250,000 DALYs are lost each year due to alcohol use disorders (WHO, 2016b). Here, the estimated number of DALYs lost per year, of about 133,000,000, is due to the mere consumption of alcohol (WHO, 2018b), whether it leads to an alcohol use disorder or not. If we subtract the number of DALYs based on people with alcohol use disorders from the overall number of DALYs based on people who consume alcohol, we are left with about 114,750,000 DALYs related to drinking among people who do not have an alcohol use disorder, versus about 18,250,000 DALYs related to drinking among people who do have an alcohol use disorder. This discrepancy is by a factor of 6.29 (i.e., 114,750,000 / 18,250,000 = 6.29). That is, there are 6.92 times as many DALYs attributable to merely consuming alcohol, as opposed to DALYs attributable to being clinically diagnosed with an alcohol use disorder.

7    The American Psychological Association (2015, p. 366; capitalization as in original) defines the empirical method as: “any procedure for conducting an investigation that relies upon experimentation and systematic observation rather than theoretical speculation. The term is sometimes used as a vague synonym for SCIENTIFIC METHOD.”

8    It is important to acknowledge the meaningful distinction between alcohol consumption/alcohol use, versus alcohol problems/alcohol use disorders. Indeed, it is difficult and unfair to conclude that any/all alcohol use is a problem. That is, individuals and society at large can drink without otherwise having a problem (e.g., cultural, social, and economic related desirable effects; see Babor et al., 2010; Dunbar et al., 2017) and there can be healthful effects (albeit very limited; i.e., related to diabetes, ischaemic stroke, and coronary heart disease; Babor et al., 2010; WHO, 2018b), such that it is not reasonable to expect our society to stop drinking, or to assume that drinking itself is otherwise a problem among individuals or necessarily in society. However, it also is clear that alcohol use causes problems aside from those directly and indirectly associated with addiction (i.e., problems related to mere consumption). As such, it is likewise difficult, based on the comprehensive data available regarding the societal impact of alcohol (at a minimum as a health related outcome; both direct and indirect consequences), to conclude that the net effect of alcohol can be considered good, or even neutral. Based on the scientific evidence (as briefly outlined in this chapter), it is fair to conclude that alcohol, as an entity (so to speak), is highly problematic for humans – whether in terms of addiction as an issue of individual or public health, or in terms of being counterproductive to healthful living [particularly in the context of the World Health Organization’s comprehensive definition of health; that is, “health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity” (WHO, 2018a, p. 1)]. Indeed, some have argued that the only safe level of alcohol consumption is none (Burton & Sheron, 2018; see also, GBD, 2018b). A fair, scientifically informed bottom line for alcohol is: although there can be otherwise innocuous and even desirable effects, use alcohol at your own risk. A reasonable corollary is: although there can be otherwise desirable effects, if you do not already drink alcohol, do not start, as such effects can be obtained in other, more healthy and less risky ways (see Harvard, 2019; USDHHS and USDA, 2015; see also, Perreault et al., 2017).

9    Keep in mind, this worldwide annual estimate of [at least] $500 billion, in the context of the portion related to: (1) alcohol, only includes six out of the nearly 200 countries in the world, and (2) drugs, only includes drug treatment costs. As such, this estimate is likely to be very low.

10    Although cigarette addiction is a diagnosable disorder (i.e., Tobacco Use Disorder; see American Psychiatric Association, 2013, p. 571), is a serious and consequential addiction in its own right (see Nutt et al., 2007), and certainly contributes to death and disability (see Britton, 2017; GBD, 2017; WHO, 2015), as an addiction, it is not addressed in this volume and thus not included in Table 1.3 and Table 1.4. When addiction treatment services are provided (i.e., for alcohol use disorder, opioid use disorder, etc.), for better or worse, it is not uncommon to deprioritize tobacco use disorders when otherwise incorporating harm reduction related principles in addiction recovery (see Chapter 2). Indeed, there is a popular saying in regard to tobacco addiction; that is, something along the lines of, “after smoking cigarettes, people do not get in their cars and kill people.” A crass statement, to be sure, but illustrative of meaningful differences compared to the otherwise more proximal, or immediate negative implications and consequences associated with many addictive behaviors.

11    The World Health Organization (2016a, 2016b) does provide information regarding death and disability for eating disorders as a broad category (i.e., not broken into sub-types; see Table 1.1 and Table 1.2).

12    See Chapter 2 for an overview of the Diagnostic and Statistical Manual of Mental Disorders (DSM) – the primary resource/system utilized by mental healthcare professions (e.g., psychiatry; psychology; couple, marriage, and family therapy; social work; counseling) when assessing for and diagnosing mental illness.

13    The American Psychological Association (2015) defines confidence interval (and the related term confidence level) as:a range of values … that is estimated from a sample with a preset, fixed probability … that the range will contain the true value …. The width of the confidence interval provides information about the precision of the estimate, such that a wider interval indicates relatively low precision and a narrower interval indicates relatively high precision.(p. 231)The fixed probability referred to above is the confidence level:a value expressing the frequency with which a given CONFIDENCE INTERVAL contains the true value … being estimated. For example, a 95 percent confidence level associated with a confidence interval for estimating [a value] indicates that in 95 percent of all estimates … the confidence interval will contain the true value.(p. 231)

14    When considering an average score or value, it is important also to consider its standard deviation; that is, its standard deviation score or value enhances the information conveyed by an average score. The statistical formula used to calculate a standard deviation is: √[Σ(Xi − X̅)2/(n − 1)]; where Xi is a particular individual score in a set of scores, X̅ is the average of the set of scores, and n is the number of individual scores in the set of scores (see American Psychological Association (APA), 2015, p. 1024). For example, consider the age (in years) of each person in a group of five friends: 26, 28, 31, 31, and 34. The average age of this group of friends is: 30.00. The respective distance from the average age of each individual friend (i.e., each Xi − X̅) is: −4, −2, 1, 1, and 4. Each respective distance squared, i.e. (Xi − X̅)2 is: 16, 4, 1, 1, 16. This sum of squares, i.e. (Σ(Xi − X̅)2, 16 + 4 + 1 + 1 + 16 = 38) divided by n − 1 (i.e., 5 [friends] − 1) is: 38 / 4 = 9.5. Lastly, the square root of 9.5 is: 3.08 (i.e., √9.5 = 3.08). As such, the average age of this group of friends is 30 years, with a standard deviation of ± 3.08 years. That is, on average, each friend is about 3 years older or younger than the average age of the group.Though not precise, a simplified, otherwise sufficient, conceptual description of a standard deviation is: the average distance of each individual score in a set of scores, from the mean score (i.e., average score) for said set of individual scores. The APA (2015, p. 1024) defines standard deviation (SD), based on the statistical formula outlined above, as:a measure of the variability of a set of scores or values within a group, indicating how narrowly or broadly they deviate from the MEAN [i.e., average score]. A small [SD] indicates data points that cluster around the mean, whereas a large [SD] indicates data points that are dispersed across many different values.In this regard, the bottom line for the notion of a standard deviation is that a small SD suggests consistency between the average score and its component scores, and a large SD suggests a lack of consistency between the average score and its component scores.Another aspect of understanding the relationship between an average score and its standard deviation is in the context of the central limit theorem (see APA, 2015, p. 169) and a normal distribution (see APA, 2015, pp. 715–716), or the normal curve. That is, basic statistical theory suggests that large enough samples of any given variable (e.g., age; that is, the age of all living human beings at any given point in time), when charted on a graph, will resemble a symmetrical, bell-shaped curve, with the top of the curve representing the average score (as well as the median and modal scores).
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