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1. Isaddiction a disea2? What are theargumnents for andagaing this notion?

People often disagree with theidea of calling addiction a disease in the same way
we call conditionslike diabetes a disease. Thebehavior of addictsis frudrating, ugly -
even crimind. How can driving drunk be a symptom of a disease?

Thebest argument againg calling addiction a disease states that addicts make the
choice to use drugs andthat ther inability to stopis smply immature andirresponsble
behavior. Diabetics don®have a choice aboutwhether or not to have a high bloodsuga.
These arguments make sense, and are often embraced for thar intuitive appeal alone

When dodors use the Disease Modd of illness to think abouta disease they think
of aspecific phydca defect in some organ or physologic system of thebody. Tha
defect, once discovered, provides a causal explanaion for the paient@ symptoms and
points theway to treatment. With diseases like diabees, the defect is easy to undestand.

But with brain disorders, it@ nottha simple,

Our undestanding of brain disorders has not kept pace with our undestanding of
other diseases - like Diabetes. A big part of our difficulty in calling addiction a QliseaseO
stems from thefact that no onecould ever find thedefect in the brain that caused
addiction. Withouta physcal brain defect to point to, addiction never earned the status of
QliseaseOlike did diabetes. So the addict@ symptoms were assumed to be dueto their
intringc badness Bther immaturity, or thar irresponsbility, or worse.

But guess wha? In thelast ten years weQve learned a lot more aboutthe brain, and
now we know wha thephyscal defect of addiction is, and whereinthebrainitis.
Addictionisadefect in the hedonic system (or the system that perceives pleasure) deep
in the part of the brain that handles basic survival. Because of this defect, the addict
unoongioudy thinksof thedrugaslifeitself. A beer isnotjug abeer anymore Bthe
addict needsthebeer to get throughlife, and when the beer isunavailable they crawe it.

While it@ true theaddict may have a choice whether or notto do drugs they do
not have the choice over whether or notto crave. If craving gets bad enough even the
strongest willed, mos mature, and mos responsble personwill return to usng drugs No
brain can ignore that survival imperative. | think one of the big reasonswe have difficulty
calling addiction adisease is our inability to grasp thetrue naure of craving Bin our
inability to undestand thereal mental suffering the addict endures when they cometo the
point in thdr addiction when they are usng drugseven when they don®want to.

So if you®e in medical school and you write, Gaddiction is not a diseaseOon one
of your exams Byou@® flunk, because in medicinewe now know tha the addict@ brain
really is different than nommal braing and from a physologic standpoint we now know
howit@ different. This explainsalot of the symptoms we see in full-blown addiction,
and hdpsusdevelop better, more effective treatments to hdp theaddict recover. It also
meanstha addiction fitsthe Disease Modd of illnessaswell - if nat better - than many
other diseases.

Like say, diabetes.



2. Howfar hawe we come with regardsto recognizing andtreating addictionsconpared
to years pad?

For thirty yearsresearch in neuroscience, psychology and phamacology has been
steadily building in the search for clues aboutaddiction. Recently this information has
codesced to the point that we now have agoodworking modd of the physology of
addiction. Answers are starting to present themselves aboutthe symptomology of
addiction tha in the past were confusng. This more complete picture of addiction leads
to better clinical tools to help addicts who, in the past, were branded as QunwillingQor
OductantOto recover.

Onecrudal chdlengeremains finding an oljective test for the predispostion to
develop addiction and for the presence of addiction already in progress. Currently, no
such test existsto tell uswhoisan addict or whowill become addicted, but the area of
brain imaging hdds some promising leads

3. Isaddictiona mental or physical disorder?

Thisisatruly loaded question. Theother big reason (besides the mystery of
craving) tha we have trouble calling addiction a disease on a par with a clearly physcal
disease like diabetes is our reliance on terms like Gnental Gand (ohysi cal O(or GnindCend
body®, and theassumption tha thetwo are distinct entities withoutcausal relation to
oneanother.

Thisidea of a separation between themental and the physca goes way back to
the seventeenth century French philosophe Rene Descartes (1598 1650) In the
Philosophy of theMind, DescartesGsolution to the Mind/Body Problem is tha there isthe
mind (soul), and then thereis the body (brain) Band never thetwain shal meet (or
causally effect oneanother). Thissolutionis called Cartesian Dudism, and while dudism
persists in our everyday thinking (made obviousby such terms as GnindCand ody®it
isconsdered an unsatisfactory explanaion. Dudism is obvioudy at oddswith our
expeience: | think aboutraisingmy arm - andthen | raiseit; or: | get abrain tumor - and
my persondity changes. Clearly themental influences the physcal and visversa
Neverthdess, Cartesian Dudism has crippled our undestanding of the naure of
congiousess. We are still unable to take GnentalOdisorders as serioudy as we do
(physcal Odiseases. We have no trouble accepting a physcal disorder of the pancreas
causes diabetes, buttheideaof aphyscal disorder in thebrain causng thevery
unpleasant behavior of addictionis still toughfor usto swallow. It is easier to smply
write off addictive behaviors as caused by aweak character or smply moral turpitude

So the consequences of Cartesian Dudism have hit addicts especialy hard. If you
come to me andtell me that your daughter has cancer, | can muger some comforting
comments about courageoussurgica techniqueor life-saving chemotherapy tha leadsto
goodcure rates. But if you cometo me and tell metha your daughter has a crystal meth
addiction, my heart goesin my throa: | can®promise you shewon®diein prison. These
are thevery real consequences of ourinability to recondle the Gnental Oand the
(physcal.O



Thephilosophe of themind JohnR. Searle at U.C. Berkeley suggests a solution
to the Mind/Body Problem (and thusaway out of Cartesian Dudism): conLiousessis
simply afeature of thephyscal organization of thebrain. When we refer to the Gnental,0
we are really jus describing the physca Oat another level in the same way we refer to
the Qohyscal interaction between water moleculesOas Quetness,Oor the Garrangement of
tree cellulose in this deskOas thardness.OThus the mental and the physcal are realy
jud the same thing.

Once this solutionisin place, the confuson aboutwhether addictionis a Gnental O
disorder as oppo®d to a physcal Odisorder clears up nicely, as does the skepticism over
whether calling addiction a QliseaseQisn®just a cop out Addictionis simply adefect in
the brain@ ability to perceive pleasure tha so severely influences the addict® conssious
expeience of drug use that they form a pathological attachment to thedrug. On onelevel
we are talking aboutthe defective response to increases in dopaminein the cellular
structures of themidbrain, and on another level we are talking aboutrelapse to meth
despite a judge3 promise to send the addict to prison.

4. What part(s) of thebodyor brain plays the greatest role in addiction?

All drugsof abuse work in thereward centers of the limbic brain. Thisisthepart
of the brain tha handles immediate survival Bnotlongterm planning or anticipation of
consquences. In addiction, a defect in thelimbic brain changes the addict® perception of
thedrug®surviva salience. Thisisthefirst part of the mechanism of addiction Bthe part
tha isunamndous Then, tha misperception of thedrug experienceis sent to thefrontal
cortex where an emotiond connectionis madeto thedrug (based on the misinformation
received aboutthedrug@ salience). Thisis the second part of the mechanism of addiction
Dthedrug takes on conssiousmeaning to the addict. They loveit when it& there. They
miss it when it@ gone The drug hijacks the same parts of thebrain that handle survival
andlove

Thiswill have major consequences for behavior.

5. What needsto happea physically or chemically within the bodyfor addctionto
occur?

Thebest descriptive modd of addiction attributes the disorder to a dysegulation
of the hedonic (pleasure) system and a changein the (pleasure thresholdOPor the brainG
ability to perceive pleasure. Dr. George Koob of the ScrippsNeuroscience Inditute in
San Diego, CA developed this modd. Hisideaistha closely spaced and intense drug use
can cause therelease of dygphoric chemicals and stress hormones in an effort to maintain
bdance in the hedonic system subsequent to drug use. This may cause thedrug user to
couneract the body®attempt to maintain the dance of pleasureOby usng more and
more drug. Thiswill result in greater and greater release of dyphoric chemicals. In
essence, when thedrug pushes, thebody pushes back.

If thebodyis nolonge able to maintain the homeodatic baance dueto ever-
inareasing drug intake, it will give up on honmeodass and resort indead to allogassin a
compromise effort to maintain stability of the hedonic system. Whereas homeodasisis
maintaining bdance aroundacertain level, allogasisis an overal changein theentire



level in order to keep the system stable overall. Thisis the point at which the (pleasure
thresholdOchanges, and where the drug abuser crosses over into the diagnoss of addict.
Now the addict is notusng thedrugto feel good(postive reinforcement), rather heis
usngthedrugjud to fee normal (negative reinforcement).

In thinking about Koob®theory, it struck me that it might be possible to have the
dysphoiic stress chemicals already present prior to actud drug use Bsay from some
chronic, unmanaged stress tha has accumulated to the point that the brain interprets the
stress on the survival level. This alonemay changethe (pleasure thresholdOresulting in
anhalonia Baterm in psychiatry that meanstheinability to derive pleasure from those
thingstha used to bepleasurable. At this point, the old pleasures no longe work to make
life worthwhile. The pre-addict may search for something to regain anormal feeling of
pleasure. If, at this point, they should stumble across adrug (like alcohol or crystal
methampheamine) the very highincaease in dopamine concentration in the brain®
pleasure centers will cause tha drugto betagged with survival copingvalue The pre-
addict will seek outtha drugbin fact, ther entire behavioral repertoire may narrow
aroundthe attainment and use of the drug. The pre-addict is now afull addict, usngthe
drug as ther primary means of coping.

6. Does stress contribute to addictions? If so, how?

As above Koob®theory attributes the cause of hedonic dysregulation at thelevel
of thedrug use itself: stress homrmones (Corticotropin Releasing Factor,
Adrenoaorticotropic Hormong are dysphotic and the addict accelerates drug use to
countract tha dysphotia, resulting in greater release of dysphoric stress hormones,
resulting in greater drug use, etc.

| agree with this, but!l would add that drug use itself may notbe necessary for
these dysphotic stress hormones to be present. The presence of the stress hormones may
beto motivate theindividud to find coping mechanisms for stress (stress of hunge
resultsin search for food and eating which resultsin relief of stress). As such, they may
bereleased in varying amourts al thetime, butin situaionsof severe stress that are nat
promptly managed, these stress hormones may rise to levelstha cause the hedonic
system to dysregulate (war, emotiond abandonnent, physcal illness, mental illness,
sexud or physcal assault, domestic violence, etc.). Theindvidud isthen motivated to
seek relief of the stress. If the stress coping mechanism is hedlthy (church, friends
family, hobhes, etc.) then there will beno problem. But if the stress coping mechanism is
adrug, then addiction may form. Thebrain subjected to chronic, severe, unmanaged
stress is Gertile soil Ofor addiction. If adrug comes alongat thistime, its effect (and its
ben€fit to continued survival) will notlikely go unnoticed.

7. Tel me abou theHedonic threshold andits connection to addiction.

A big part of thebrain@job isto keep thevariousphysologic systems of the
bodyin bdance. Thisis easy to undestand for systems such as bloodglucose level and
bodytemperature, butit is harde to grasp tha thebody has a system for regulating
something like pleasure. Neverthdess, such a system exists Bit is called the Hedonic
System. Normally, abdance is maintained abouta certain level of hedonic tonewhich |



refer to as the Qoleasure thresholdO(or, more clinically, the GHedonic Set PointQ).
Addictionis an inability to maintain the Gadance of pleasure,Oasiit were.

When this hedonic set point is changed, such asin times of severe stress, thebrain
becomes anhelonic: it isunable to derive pleasure from thingstha were formerly
pleasurable. In essence, the brain is QleafOto pleasure. Theonly pleasures it can now
sense are VERY Q. OUDOpleasures Dor those pleasures tha cause large fluctuationsin
dopaminein thelimbic structures of thebrain. Usudly, thethingstha cause these
fluctudionsare drugs If this hgopens thelimbic (survival) brainislikely to attribute
specia salience to these drugsas coping mechanisms. Behavior may reorient itself
aroundthedruguntl thestressis gone

This may seem like a strangeand abgract concept, but the brain has another
example of atemporarily changed Get pointOin order to copewith onekind of stress: a
fever. Unde the stress of an infection, thebrain may reset the bodytemperature set point
from 98.6 degrees F to 102degrees F. Thisisbecause at tha raised temperature, the
body®immunesystem is much better at fightinginfections When theinfectionis gone
thebodytemperature set point returnsto nomal, and thefever isover.

In the case of addiction, the changein hedonic set point gets GtuckOand will stay
that way until areal coping mechanism (notadrug) isintroduced to relieve the
undelying stress.

8. Isthere anyconnection between drug andbr alcohol addiction andeating disorders
such asbulimia? If so, whatisit?

When | read theresearch tha revealed that all drugs of abuse cause theincrease
of dopamine concentrationin thelimbic reward structures of the brain, | wondeed if only
drugscould cause such an increase. If dopamineisthe currency of pleasure and reward in
the brain, and addiction is a defect in dopamine processing, then shouldn®anything that
is pleasurable cause such an increase in dopaninePand potentialy be addictive, too?

It turnsout, tha@right (and it was known longbefore | thoughtof it). We see
close relationships between chemicals that involve addiction and behaviors tha involve
addiction. Thisis especially truewith eating disorders.

People with eating disorders value a high degree of control over ther body
weight Mgjor Stimulants are excellent at hdping them to dothis Despecialy
ampheamines. We see a high correlation between methampheamine addiction and
eating disorders like Bulemia ner'vosa

In the past, paients came to drug treatment and only thar addiction to therr drug
of choice was addressed. Now we®e realizing tha we must address both thedrug
addiction and the behavioral addictionto fully hdp the patient overcome the back-and-
forth synergidtic effect between thetwo.

9. Howcommoniisit for someoneto hawe two separate addictionsat the same time; in
other words they are addicted to both cocaine and sex?

1t& common enoughthat once | know the paient@® drug of choice, | immediately
start looking for the seconday drug of choice Bor behavior of choice Btha mightbe
pared with the core addiction and contributing to it.



There are some drugstha | especially expect to be accompanied by a seconday
addiction. | have atheory that all (well, [et@ say 99%) stimulant abuse (cocaineand
methampheaminein men is aboutonething sex. And tha sex is aboutonething: ange.
If 1Gn only addressing the drug in treatment, without dealing with other two, then 1Gn not
fully treating the paient. 1t@ entirely likely that the addict in treatment Bwhile abstinent
fromthear drug of choice Bcontinues to use the seconday drughbehavior to copein the
absence of the primary drug. If this occurs, relapse once the personisdischarged is
highly likely because, in essence, the addict really never stoppel usng while they werein
treatment. The seconday drug/hehavior will lead the patient back to ther primary drugif
not dealt with. In addition, if a paientis experiencing paticularly bad cravingsit may be
theuse of theseconday drughbehavior tha is perturbing the hedonic system into seeking
the primary drug.

In stimulant addicts (especially men), | expect to see compulsive use of sexud
behaviors (masturbaion, pornography, ingppropriate liaisong as pat of theearly
recovery process. This should not be a source of shame Dit& pat of the common clinical
picture. Classically, stimulant drugsare used to enhance sexud experiences. The
recovery fromthe stimulant will have to indudeachangein the use of sexud behaviors.
| also expect that work onange issueswill ameliorate much of the preoccupaion with
thedrug and with sex.

Thisis, by theway, agoodreason to segregate thegende's in drug treatment
centers. Stimulant addicts tend to hookup in treatment Bnot because they are
promiscuous but because they are suffering severe discomfort as aresult of theremovd
of their drug fromther coping armamentarium, and because they have learned that sex
can beused in apinch to cope These relationshipsin treatment are often terribly likely to
result in relapse, and are paticularly destructive to thewoman®recovery. For this
reason, gende segregaion will probably become the standad of practice in addiction
treatment in thefuture. Men get sobea with other men. Women get sobe with other
women. Only in the context of gender-specific treatment and twelve-step meetingsare
stimulant addicts likely to get to themore persond and loaded issues tha drovether
addiction.

10. Do you hawe anyidea howcommonit is for doctors to develop addictions whether
we hear aboutit or not?

Mog research indicates that dodors and other health care professionds do not
really have a highe prevalence of addiction than other professions I think the cause for
concern aboutaddiction in healthcare professiondsis the easy access to controlled
medicationsalongwith the patential for disaster dueto the highrisk naure of workingon
paients. State medical boads (led by afew pionesring physciansin addiction medicine)
have been very successful in minimizing therisk of untoward outcomes for patient and
physcian alike by indituting diversion programs for impared physcians These
programs have proven themselves to be so successful tha other professions(aviation,
legd, and managerial, for example) have duplicated them.

Professiond organizationshave foundtha they have a greater margin of safety if
they have programs tha alow the addict or alcohdic to self-refer themselves to treatment
and ongoing monitoring of abginence in thecontext of continued employment (curioudy,



these programs are based on those first developed by the U.S. military in thedays prior to
zero-tolerance). These programs allow for retention of personnéd and training assets as
well as provide a QricariouslearningOprocess to other individuds who may want to seek
hdp for alcohol and drug problems. Professiond programs for dodors, phamacists,
lawyers, dentists, nurses, pilots and others have enjoyed asronomcal success rates for
long-term recovery.

| don®see why other workers besides professionds could not benefit equdly
from similar programs. | would like to see self-referral addiction treatment and
monitoring policiesin place for al employed individuds at variouslevels throughoutthe
naion@workforce. This would alow usto identify the patient® addiction at its earliest
stages, initiate appropriate treatment and arrest the addiction before it could progressto a
point where intervention is more difficult. | think if we thoughtof addiction medicinein
terms of occupaiond medicing themorbidity and mortality caused by addiction would
diminish dramatically in this country.

11.Doesit hdp for someoneto hawe been throughaddiction himself/herself in order to
effectively treat it in anoher person?

| look at theissue of addictsin recovery entering thefield addiction medicinein
thesame way | look at male dodors entering thefield of gynecology: some patients don®
want amale gynecologist, some don®Pbut gende is not necessarily a bar to ddivering
competent, compassionae care. There are talented, hd pful and soughtout men working
in gynecology in the same way there are talented, hel pful and soughtout non-addicts
working in thefield of addiction medicinefor the smple reason that a past history of
addictionis nota prerequisite for empathy for theaddicted paient. So | would leave the
choice upto thepatient.

Interestingly, there is a strongcurrent in addiction research tha showstha the
variable mog predictive of treatment successistheinterpersond fundioning of the
professiond ddivering that treatment. Additiondly, the act of identification of the
professiond with the addict (sympahy) has been shown to be detrimental to long-term
sobriety. This speaks to thefact tha the treatment professiond & own experience (as well
asthekind of treatment heor sheddivers) has less influence onlongterm sobriety than
simply the degree of empahy shown toward the patient.

12. As someoneat the forefront of addictionsand treatment, can you tell me if you have
seen anytrendson either side?

Y our question implies a division between trendsin addictionsand trendsin
addiction treatment. | will answer each in turn.

With regard to current and future trendsin addictionsthemselves, thereis il a
strongemphasis these days on theuse of M.D.M.A. (GecstasyQ) and the controversy over
whether or notthe drug causes permanent damageto serotonogc neuronsin the brain
(possibly predisposng theuser to Major Depression). | notice tha mog of the people |
see presenting themselves for treatment for ecstasy addiction are sent by therr parents or
come dueto ajob or legd requirement. | don®see alot of self-referral for ecstasy abuse
or addiction,and | am nat willing to speculate onwhat that means



| am pleased to see a coniinuing emphasis on getting Oxycontin abusers and
addictsinto treatment. | think users of this narcotic preparation have a highe prognoss
than the average heroin addict who presents to treatment (tha@ nat to say tha heroin
addicts don®get sobe al thetime), so I®n encouraged that Oxycontin users (and users
of other prescription narcotic preparationg are seeking treatment prior to graduaion to
heroin.

Club drugsother than ecstasy (GHB, Rohypno) get a tremendousamountof
media attention butare a very small percentage of those coming to treatment.

Crystal methamphdamine abuse and addiction continues to be strongin the
western U.S. with inaeasing inddence in Rocky Mountin and Midwest states, although
| hear that the qudity of the meth has diminished markedly from the meth addicts coming
to treatment. The usage of meth use has been moving eastward for some time, with the
line currently aboutOhio and Appdachia. Thereis concern tha meth use will surgeagan
asit reachestheeastern U.S. seaboad, especially since the current trendy drug there -
cheap, high-grade heroin Bmay become scarce due to thewar in Afganistan.

With regard to trendsin treatment, the shift away from nesize fits allO
treatment continues in settingsgeared to middle class and uppe-middle class paients.
For poorand fixed-income popuktions access to treatment is still limited and the nature
of thetreatment that is available tendsto betwelve-step, nonrmedical modd and
genedly punitive. | continueto be optimistic that the general turn away from past
punitive treatment tactics will continueas more medical/phamacologic adjunds become
available (buproprion and ndtrexonetreatments).

Lastly, therecognition of theneedsof special popuations(elderly, gay and
lesbian, dud-diagnoss, batered women) who are entering addiction treatment is growing
batrendtha I think will hdp paientswhoin thepast were log to treatment because of a
lack of suppot groupsfor these patient popuations.

13.Whatdo you bdieve is the mog effective methad(s) for treating addiction?

Treatment should betailored to theindividud and his or her specia needs Some
patients can go to outpdient treatment and get agood start at recovery. Other pdients
will need a highe level of care (inpaient treatment followed by alongterm sobe living
environment). Generally thelength of time spent in treatment correlates with longterm
abginence but theintengty of thetreatment (inpaient vs. outpaient) may notbeas
crudal.

Of course, | have astrongpersond prejudice agang treatments tha are more
punitive, induding behavior modification, therapeutic community and soda modd
treatment centers. Althoughthere are paients who are appropriate for these moddities
(and | would notwant to deny them the oppotunity), | do not bdieve these treatments
should bethefirst linetreatment choice in any circunstance. | bdieve medical
modd/Minnesota modd treatment approaches are the best first line treatment choice.

For those paients who are notyet willingto consder abginence, thereisa
growing body of addiction professiondswho will consder trestment methodstha do not
ingst onimmediate abginence as a requirement for initiation of therapy. Moddities such
as Motivationd Interviewing andthe Matrix Modd are being embraced (sowly) by



professionds as a means of hdping paientswhoin the past were barred from addiction
treatment.

My standad recommendaion for any (severe) addiction remains thirty day
detox/inpaient treatment, immediate trangtion to outpaient day treatment with asobe
living environment for three to six months subsquent weekly randomurinetesting,
weekly conaultation with alicensed therapist or attendance of grouptherapy, and
monthly conaultation with a certified addictionologist for thefirst oneto two years sobe
(preferably two). All of this should of course occur in the context of regular A.A./N.A.
attendance and a good,working twelve-step program. | have notyet seen any unfavorable
outcomes in those who have stuck to this regimen. Thisis congstent with my experience
treating pilots with addiction, and my bdief tha if addressed fully and quickly (thefirst
time around) the addiction goes into remission quite nicely.

14. Mug onesuffer in order to obtain sobriety? How importantis punishment in the
treatment process?

If suffering and/or punishment worked to fix addiction (even alittle), than the
U.S. should have the highest treatment success rates of any county in theworld. | am not
sure why atreatment center would ever consder it appropriate to use punishmentin the
treatment of any paient, but sadly | mug confessto you - it hgppens | am quite certain
that punishment only servesto furthe cement the addiction into place. Infact, | spend a
lot of my time trying to unscrew the mess a previoustreatment professiond has made by
punishing the addict who now comes to me because the past punitive treatment didn®
work.

| think it comes down to whether or nat thetreatment professiond bdieves tha
addictionis adisease or not Unfortunaely, sometimes everything that we say about
addiction being adisease is undemined by thefact that everything we do shows tha we
don®really bdieveit ourselves. If we dor® show some integrity in our bdiefs by
demondrating them in our actions why should we demand tha the patient show it?

If addictionreally isadisease (it is), then tha meansthat addicts are patients just
like any other pdient who seeks treatment. Tha meansthat addiction has parity with
every other disease Dand if you can®punish adiabetic to get ther bloodglucose down
that meansyou can®purish an addict either. Why should we think that the disease of
addiction would respondto punishment when other diseases don@ By definition,
diseases do not respondto punishment.

Not only that, when addictionfit the disease modd there were BIG implications
ethically Btha meant that the biomedical ethical prindplesthat apply to the diabetic now
also apply to the addict, and the addict has the same rightto qudity, compassionae, and
effective care as thediabetic.

Mog treatment professionds do not see the ethical follow-throughto the
statement that QA ddiction is a disease.OThey bdieve tha they must aggressively confront
(and punish) the addict to break throughther defense mechanisms. Thisis simply
rubbish. Anytime onegroupof paientsis parsed out from other groupsof paients for
sugpension of ethical treatment, then al pdients are in dangea. Theaddiction treatment
professiond who tells me that they can®see patients withoutthese punitive tactics is
realy telling me that they can®see patients at all. Not only is this reasoning clinically



unsound,butthelaw has not suppoted such utilitarian logic - to the point of awarding
large mal practice judgrents againg treatment professionds who don®get it. Thisisa
goodthing, asit will serve to improvetheintegrity of thefield of addiction medicine

My belief isthat treatment failsin theU.S. because it@ punitive. Take outthe
punishment, and thetreatment success rates will go throughtherodf. | draw suppot for
this bdief fromthefact tha diversion programs for dodors, dentists, lawyers and pilots B
all of which are non-puntive Bshow extraordinarily high successrates. A fellow flight
surgeon and | conservatively estimate tha the U.S. Navy has a 97% return to flying status
rate in itstreated acoholic pilots.

97%

Not 3%, or 13%or whaever dismal number mod treatment centers give.

But 97%

| want that 97%for all addicts. There@ nothing so male, or white, or college
educated aboutthos Navy pilots tha getsthem sobe and back into the planefaster than
other people. Thevariable at work is thefact that the Navy doesn®punish them. ThereG
nothing tha the Navy givesto their pilots that we couldn®give to every American.

All it takesis alittle courage not to punish sick people.



