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Twelve Profiles of Using, 
Misusing, and Addiction

Chapter 4

 INTRODUCTION 

 The  Diagnostic and Statistical Manual of Mental Disorders  (DSM), a reference book 
for the clarification of mental disorders, broadly divides Substance-Related Disorders 
into two groups—Substance Use Disorders (Substance Dependence and Substance 
Abuse) and Substance-Induced Disorders (Substance Intoxication, Withdrawal, or 
Substance-Induced Symptoms). In addition, in-depth sections on related disorders for 
each of the 11 psychoactive drugs are included (DSM-IV-TR, 2000, pp. 191–295). 

 Clinicians who diagnose look to see whether someone’s maladaptive use of a sub-
stance is one of dependence or abuse. These two terms frame our current thinking and 
direct our choices, but there is so much more. My sense is that individuals, families, 
and clinicians have over-relied on these categories and that has eclipsed our abilities 
to creatively see what is sitting across from us. Short- and long-term treatment is then 
compromised. Out of ignorance or a lack of imagination, anxiety or fear, exhaustion 
or a desperate need to control an out-of-control situation, we have narrowed our inves-
tigations. The DSM and the wider clinical community currently instruct us to pigeon-
hole people into one of these two categories. Nobody benefits from this narrow vision. 

 The DSM-V workgroup on substance-related disorders seems to agree. This 
workgroup has been meeting since late 2007 and is charged with reviewing, revis-
ing, and improving existing diagnostic categories and criteria. The new category of 
substance use disorders replaces the currently used categories of abuse and depen-
dence. Twelve substance use disorders are identified, and two severity indexes are 
considered: moderate (2 to 3 criteria) and severe (4 or more criteria). There are 11 
criteria in all. Also included are specifiers for possible physiological dependence 
and categories of remission status. The final reorganization will be published in the 
DSM-V, scheduled for release in May 2013. 
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 The contents of this chapter are written in response to the perceived shortcom-
ings of the DSM-IV-TR and also seem simpatico with the spirit of the DSM-V 
revisions. The following progressive profiles of use, misuse, and addiction are 
clinical descriptors designed to sharpen diagnostic thinking during consideration 
of treatment recommendations. When  Perspectives of Addiction  goes to press, we 
will still be bound by DSM-IV-TR diagnostic categories, so I include dependence 
and abuse in these 12 profiles. All profiles are designed to encourage more flexibil-
ity and freedom during diagnostic observations, provide more descriptive criteria 
during complicated assessments, and promote imaginative treatment planning. 

 Over the years, I have found it helpful and useful to think expansively about 
diagnosis, not just limit assessment to abuse and dependence. I think in terms of 
descriptive categories of using, nonusing, and addiction. I have observed human 
behaviors, organized my impressions, and developed 12 profiles that describe 
some of the idiosyncratic stories of our attachments and involvements with alcohol 
and drugs (AOD). The number of profiles has expanded over the years as a result 
of my own clinical observations and student input. We are bound by the DSM, yet 
I hope these clinical descriptors and the ideas behind them are of service to your 
thinking. Diagnosing should be a serious and spirited activity, and this chapter 
conveys the spirit of this book. 

 Children are experimenting too early, friends are drinking daily to blackout, 
and marriages are haunted by the death grip of repetitively damaging drinking 
episodes. We panic at what is going on around us—how bad things are becom-
ing, how hopeless we feel, and how incapable of really reaching out and helping 
we have become. We feel confused, scared, and useless. During these moments 
of fear, anxiety, and helplessness, we seem to do one of two things in an effort to 
get relief. 

 First, we overdiagnose. We intervene in dramatic ways and prematurely label. 
We are sure people are alcoholics, are addicts, or have a drug problem or alcohol 
issue. If we know who they are, we can tell them what to do. We can get control. 
We insist on treatment or arrange an intervention. Overdiagnosing has a strange 
effect—it calms family members and incites the user. This effect cancels out any 
real progress. It doesn’t help. 

 Second, we underdiagnose or imagine that the problem is not that bad. We 
excuse it away and thus avoid the labels altogether. For complex and tragic rea-
sons, many seem unable to clearly and convincingly tell those they love that they 
are in trouble with drugs and alcohol. Some of my patients who have struggled 
with facing a family member’s AOD problems have said, “My husband’s drinking 
is out of control, but I guess this is what I have to accept with someone who is so 
intense with everything he does. You know, I just have to take the good with the 
bad.” Another couple, discussing overreliance on Vicodin and her daily ritual of 
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compulsively pulling her eyelashes out, commented, “You know, in this day and 
age everybody has something. And what we do doesn’t interfere with our jobs and 
our lives.” Finally, a repeated marital or partnership refrain about daily disturbing 
AOD dependence, “There is already so much going on with the children, her work, 
and her illness. You know, we all do the best we can.” 

 I have seen this pattern time and time again over the years—frantically label 
or helplessly resign. Neither helps. The following profiles of using and addiction 
begin to address the problems of seeing too much or seeing too little. These profiles 
are guidelines to help us understand what we are witnessing and experiencing and 
to help to make sense of what is confusing and frightening. These are guidelines 
designed to encourage reflection. They are profiles for everyday conversation and 
for assessment and clinical treatment. They are designed to help us embrace a plea-
surable and complex human drive, and the ways it can get us in trouble. 

 This chapter is written in an informational and informal tone. The DSM-IV-TR 
diagnostic categories of dependence and abuse are included within the 12 profiles. 
There are additional profiles of nonusing, using, misusing, and disordered using. 
These profiles were designed during idiosyncratic observations of many clinical 
cases over many years. The style, length, and presentation of these profiles reflect 
their unique stories. The informational tone delivers serious content for your con-
sideration; the informal tone invites your participation. Readers are asked to identify 
with one profile or many, notice any overlap or back-and-forth over time, and con-
sider them when thinking about their loved ones. 

 Hopefully, students will extrapolate what is useful, add to what is missing, 
and consider alternative descriptions. Class discussions on this topic are usually 
energized and exciting; conversations are meant to further explore the process of 
diagnostic thinking. Creativity in the design of profiles is encouraged. There is 
room for reorganization and expansion. The more nuanced our vision, the more 
thoughtful our treatment. 

 PROFILES/CLINICAL DESCRIPTORS 

 Use 

Since humankind began, we have always looked for a way to escape or expand 
consciousness. Sometimes this is done for spiritual ecstasy and other times for fun. 
We have taken plants and seeds from the earth. We now know the special place that 
alcohol assumed in early civilizations. Wine was being made as early as 5000 BC. 
Ancient Romans had their god of drink, Bacchus, and the Greeks their Dionysus 
(van Wormer and Davis, 2008, p. 38). In ancient Egypt, both beer and wine were 
deified and offered to the gods (D. J. Hanson, 1995).
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 Ronald K. Siegel (2005) at UCLA proposes that this ancient desire is actually 
another human drive, similar to our need for food, water, and sex. He suggests 
that the urge to get high is among our basic motivations; he proposes that intoxi-
cation is the fourth drive, an acquired drive that is as powerful as an innate one 
(p. 208). And like all drives, desire varies. Some people have a high desire to 
escape consciousness, while others have medium or low drives. Thomas Szasz 
(1988), psychiatrist and academic, likens the contemporary war on drugs to a 
war on this human desire, suggesting that we are uncomfortable with our need 
for pleasure, escape, or oblivion. Both suggest that a war on our own nature is 
ultimately doomed. 

 A lively discussion always follows these remarks. Students’ AOD habits are 
explored—from the last drink, to the last hangover, to the last time they said no. 
We discuss family and cultural habits. We look at people’s emotional relationships 
with AOD. 

 I pose a question to students each semester, and the response is telling. “Would 
you be willing to look at or give up your own troubled AOD use for the duration 
of this semester?” A gasp and an embarrassed laugh usually follow. Many are not 
willing at first blush, and quickly they are struck by their protective and defensive 
response. Eventually, a sizable number of courageous students agree to examine or 
forgo a bothersome pleasure and write a chapter about the experience in their final 
paper, which is entitled “My Book of Learnings.” 

 Voluntary Nonuse 

 This is a profile of people who early on and voluntarily make a decision not to 
include alcohol or drugs in their lives. They respond to this drive of human desire with 
a no, either emphatically from bad experiences, indifferently, or derived from a value. 
Some are influenced to make this choice as a result of what they have seen in their 
upbringing. These experiences range from a grandfather who drank himself to death 
to a mother who hid pills in the closet, thinking no one saw her take them throughout 
the day. Others lived in an alcohol-fueled household or with a sibling who repeatedly 
got himself in trouble. One who was scarred by an alcoholic parent said, “I’d rather 
play it safe and not drink than live on the slippery slope of a possibility.” 

 Sometimes there is no negative influence at all, just a sense of “I don’t need it 
to relax, and actually, it gets in the way of getting close to people.” A college stu-
dent with a father she has only known sober, because his dependent drinking was 
before her birth, chooses not to drink. She struggles with her judgmental attitudes; 
she considers the choice to drink a moral weakness, as giving into something and 
a waste of time. Others say they feel they don’t need it: “I get enjoyment and sat-
isfaction from sitting around a board game with friends, while others get pleasure 
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from sitting around a bong pipe.” One woman in her 30s, who does not drink, 
proudly announces, “It distinguishes me.” 

 Many nonusers acknowledge the pressures they experience from drinkers who 
want them to join in their partying. “Drinkers seem to feel guilty about their over-
drinking and don’t want someone sober watching them.” As one nonuser observed, 
“It’s sad to see someone who is drunk reduced to a form of amusement, rather than 
a person.” 

 Many report not liking the taste of alcohol from that first drink. These are often 
a category of people who are not affected in any way by others’ responses to their 
nondrinking. “I don’t feel I am missing anything and always have a good time 
with drinkers or nondrinkers. When I’m having fun, drinkers usually think I’m 
drunk anyway.” 

 In my classes over the years, nonusers make up about 15% of the student popu-
lation. Approximately 85% of students report using drugs or alcohol. Most of these 
student users report an increase in AOD use during their graduate studies. They 
are upset and somewhat alarmed by this tendency. It is part of our semester-long 
conversation on the profiles of using, nonusing, and addiction in our own lives. 

 Experimentation 

 “To experiment is to undertake, to discover something not yet known; to try out 
something to find out whether or not it will be effective. To experiment is to test 
something out; to tentatively explore” ( Guralnik and Friend,  1968, p. 512). 

 A young adolescent girl has grown up in a family of evening parental cocktails. 
She watches her parents drink at dinners and adult parties. They look glamorous, 
happy, and relaxed. It seems to her that drinking brings comfort, ease, and fun. She 
feels pressured by schoolwork and parental expectations. She remembers where 
her parents keep their gin. She runs down to the kitchen and takes a gulping swig. 
She has begun experimenting. 

 Parents are gone all day working, and their children’s curiosity is left unnur-
tured. These boys and girls roam the neighborhood and the streets, hang around 
malls all day, looking for something. They run into other kids from different parts 
of town whose pockets are filled with solvents, drugs, and alcohol. These are 
passed around. This group of children has started experimenting. 

 Other kids feel anxious and unhappy in their home situation. There is poverty, 
neglect, violence, drugs and alcohol. It helps to stay away from home as much as 
possible. These boys and girls are not sure what they feel, but they know they want 
to feel differently. Before they leave the house, they empty their parents’ medicine 
cabinets of pills or liquids that might give them a buzz. AOD provides an immedi-
ate sense of relief and comfort. These kids on the street are experimenting. 



38 P A R T  I I  ◆  A  P E R S P E C T I V E  O N  D I A G N O S I S  A N D  S U B S T A N C E

 Some students share their fears of losing control; they prefer not to explore 
the world of drugs and alcohol. Many test out experiences with one drug and not 
another. Other students like the thrill of experimenting with all of them. 

 A sizable percentage of individuals explore, experiment, or tentatively test what 
getting high feels like and what results it brings. For some, it’s an unsatisfactory 
experience and usage comes to a halt rather quickly. Others have a mixed experi-
ence and return to it periodically. Still others are immediately taken by the danger, 
pleasure, and excitement and begin an ongoing search for more. 

 We have made experimentation into something dreadful and foreboding. 
Testing an unknown is not a bad thing. Sharing our response to our experimenta-
tion is a good thing. Conversations encourage ongoing monitoring of the pleasures 
and dangers involved in our desires to escape and expand consciousness. 

 Over the years, I have asked students in my semester classes and participants in 
my workshops the following question: How many of you have experimented with 
any or all of the nine psychoactives that we use to get high? More often than not, 
all of the students have raised their hands. 

 Take-It-or-Leave-It Use 

 A number of people have a take-it-or-leave-it attitude toward AOD. It is not a 
pocket of meaning in their lives. That is, it is not a habit or activity that they invest 
with importance and repetition. They do not pay attention to AOD; it is not a big 
interest in their lives and, therefore, it is not part of their planning. 

 A party either has alcohol or it doesn’t—if it’s there, fine, and if it’s not, 7-Up 
is fine too. These people are not preoccupied with the place of alcohol in their 
lives; they barely give it any thought. There is no anticipation about the presence 
of alcohol, as there is for many who drink. There are also no regrets about one’s 
experience with alcohol. Life feels full enough without drugs and alcohol, and life 
is enjoyed without the desire to get high. That being said, these folks are certainly 
capable of enjoying a glass of wine or a beer. 

 Take-it-or-leave-it people baffle many regular users of AOD. They generate 
envy in alcoholic or disordered users. “I watch people at a party or at a dinner and 
can’t understand how they leave a glass of wine half full, not drink as much as 
they can get their hands on, or voluntarily refuse a glass of wine and choose an ice 
tea instead. I really can’t fathom that.” The drive to get high is so preoccupying to 
some and so incidental to others. 

 I conducted an informal survey while teaching a recent workshop. I asked the 
50 students, “How many of you feel you belong in this profile?” One person raised 
his hand. 
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 Social Use 

 Social drinkers are people who enjoy a drink or two in the company of others. 
They look forward to a night out with the girls or the boys and anticipate a relaxing 
glass of wine, beer, or spirits during an intimate dinner or at a festive gathering. 
They enjoy getting high with other people; they relish the relaxing effects. Social 
drinkers occasionally drink alone; they just don’t make a habit of it. 

 Social drinkers imbibe to enhance a social event. They plan for a good time and 
gauge for any overindulgence. They usually do not want to lose control, ruin an 
evening, embarrass themselves, or feel any ill effects. They are gifted with an intui-
tive sense of moderation. They are fun loving and responsible. They enjoy sharing 
a buzz, know when to stop, and can also drive home. They are blessed with the 
capacity to learn from experience after that rare occasion of exceeding their limit. 
Their problems in life are not distorted by the effects of drugs and alcohol. 

 Social users like alcohol. Katie remembered, “This was a really tough week. 
My children and work were both too demanding. There was no time for me. All 
week I kept dreaming about my friend’s 50th birthday party on Friday. I wanted to 
dress up and let go. Just thinking about the freedom and relaxation got me through 
the heartache of the week.” Katie later described a really fun evening with laugh-
ter, friends, and acting silly. She had a glass of wine as soon as she arrived and 
switched to a diet coke before dinner. 

 All drinkers want to believe they belong in this profile. They may, or they may 
not. Katie seemed to. 

 Misuse 

 Sometimes we overindulge at a birthday lunch. We can later attend an evening 
event that same day and also drink too much. And we can do that on several 
occasions. Does that mean that we are on the road to alcoholism? Not necessar-
ily. Check family history as well as the meaning behind the misuse of alcohol. 
Mishandling an attempt to satisfy a human desire does not justify hysterical and 
controlling responses. 

 Sally, a patient of mine, called one morning in an agitated and slightly panicky 
mood. When asked about recent activities, she described an unusual day of heavy 
drinking. It started with a farewell luncheon for a colleague at work. A designated 
driver invited many, including herself, to overdrink. She continued drinking at a 
social event with her husband that same night. 

 Sally’s day and evening of drinking were noteworthy. She is not a regular 
drinker, nor does she have any family history with alcohol abuse. Her agitation 
was probably a result of a hangover from double-event drinking the day before. 
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Some misusers are “too inexperienced” to connect edgy apprehension with the 
 withdrawal symptoms of overusing alcohol, which is a central nervous system 
depressant. I shared this with Sally, and she felt relieved that she was able to 
identify the source of her physiological panic and psychological discomfort. She 
could now wait it out until her symptoms disappeared. 

 Another student shared with the class, “I’ve made up this word—it’s called ‘time 
traveling.’ It sounds like a symptom of misuse. Here’s how it goes: I time travel 
when I drink too much. I wake up the next morning and remember how I started the 
evening, but can’t remember how I got to the end of the evening. I remember the 
beginning and the end, but not much in between. That’s time traveling.” Another 
student added, “I do that too. I plan for a party night and I start out pounding drinks, 
and then I let these carry me through the evening. I feel some sense of control 
because I know I’m not going to drink anymore. I think that’s why I remember only 
the beginning and end of the night.” Both commented, “I hope it is only misuse. 
I better watch this.” Many in the class smiled with recognition. More seemed 
alarmed by the universal frequency of this experience. There appears to be an ele-
ment of choice in time traveling; this seems to distinguish it from a blackout (full 
amnesia) or a brownout (partial amnesia). 

 A social drinker feels a nice buzz, desires more, and regrets it later. A troubling 
pattern starts to develop. A workshop participant shared, “It’s happening a little 
bit more than I would like.” She described looking forward to a night of relaxing 
drinking with her friend. She liked the warm feeling of that first drink. It felt good; 
it calmed her down. She counseled herself, “I know I should stop and stay with this 
feeling of pleasure. Instead, I drink more and lose more control than I want. I am 
starting to get a little worried. I want to keep things at social drinking. I need to 
work harder at this.” 

 Misusers are not afraid to acknowledge their mishaps and talk about their drink-
ing anxieties. They prefer to address these, not hide them. They are not ashamed of 
overdoing it; it feels normal; “It’s what all people do some of the time.” Misusers 
have the ability to reverse this infrequent, but bothersome, behavior. 

 Abuse 

 The DSM-IV-TR identifies abuse as a maladaptive pattern of use leading to 
distress or impairment. To be diagnosed with abuse, one or more of the following 
symptoms must occur within a 12-month period (DSM-IV-TR, 2000, p. 199). 

 Abusive use 

 •  Results in a failure to fulfill everyday role obligations 
 •  Involves physical or psychological hazard 
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 •  Begets legal problems 
 •  Produces health, relationship, work, family, and other problems 
 •  Has not met the criteria for dependence 

 A substance abuser suffers from and lives with these sporadic negative conse-
quences. These may include hangovers following evenings of embarrassing public 
displays under the influence. Sometimes it involves a fall while walking the dogs 
that results in an embarrassing bruise or black eye that is later lied about. “I was so 
embarrassed. A coyote ran down the hill and the dogs just took off. They yanked 
me so hard I lost my footing. They were so sweet. They stopped as soon as they 
saw me on the ground crying about my bruised eye.” 

 Another incident may occur during a sporting accident while under the influ-
ence that ends up in an emergency room. The ER doctor comments and notes in 
the chart that there is alcohol on the breath. An executive is prescribed IV hydra-
tion for unhealthy exertion after a big night of drinking. Too many opiate nods are 
followed by a nap and a mom or a dad who misses another parent-teacher confer-
ence. Or a DUI arrest and a citation is issued with the subsequent required classes, 
videos, and meetings that shame, frighten, and terrify. 

 If you are abusing substances, chances are that the motivations for using are 
becoming more psychologically complex. Often it’s no longer just about having 
fun or escaping. All too often, drinking occasions turn into unpredictable events 
followed by the abuser discounting what happened and why. Increased abuse 
brings worry and guilt, and an increasingly private monologue with yourself about 
behavior that you can’t seem to control. 

 Problematic Use at a Problematic Time 

 A mom and dad with two children under 3 years old are working, parenting, 
and struggling with real and self-imposed impossible tasks (Obholzer and Roberts, 
1994, pp. 110–118). Their lives are becoming too pressured and unfulfilling. 
Norris and Ann don’t think they are managing well. 

 They invite a parent from another part of the country to live with them. They all 
share the same small apartment. Things become tense and Ann, a young mother 
with no previous interest in AOD, discovers that alcohol has become “mother’s 
little helper” (Jagger and Richards, 1966). Occasional weekend evening drinking 
turns into daily habituation, beginning each evening at 5:00. Soon Ann’s drinking 
escalates, involving hard liquor and in larger amounts. She drifts into day drink-
ing on Saturday and Sunday. The children are vulnerable and suffering under her 
watch. Frightening and dangerous mishaps begin to occur. She is even missing 
days at work. Norris and Ann are surprised by this destructive and escalating trend 
and after a discussion agree that they do not want it to continue. 
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 This nonadversarial couple increasingly lives in a panic and seeks help. There 
is no discounting the problem—not the existence, significance, or impact of the 
drinking on each other and the family (Lasater, 1988, pp. 30–31). At first blush, 
this looks and smells like alcoholism. After all, she has several symptoms of 
dependence, including tolerance, drinking larger amounts over longer periods of 
time than intended, and not fulfilling major role obligations. She is drinking seven 
days out of the week and can’t imagine her life without the help of alcohol, and, 
at the same time, she is developing a sense that the alcohol is no longer helping. 

 Ann has no history of alcohol abuse or dependence, and there is none in her 
extended family. This couple works together as a team and wants to address the 
issue before it gets out of hand. They scare themselves and catch the problem 
before real habituation sets in. They both are internally motivated (Miller and 
Rollnick, 2002). 

 Using Lance Dodes’s (2002) work, we explore ways that Ann and Norris both 
feel trapped. We identify drinking as the substitute action that she hoped would 
reverse her feelings of overwhelming helplessness. In five joint sessions, they 
nurtured a broader perspective while thinking about their dilemma, their lifestyle, 
and their choices. They began to make adjustments, and they quickly felt relief. 
Life soon felt more manageable, and the need to self-medicate with alcohol signifi-
cantly decreased. They both became better problem solvers. 

 Behavior at problematic times can mimic more drastic diagnostic categories and 
seduce one into thinking of more draconian responses. We were able to reverse a 
short-lived unhealthy drinking pattern by exploring history, the current contextual 
demands, as well as noticing the considerable motivational strengths of each per-
son. What looked and smelled like alcoholism was actually problematic use at a 
problematic time. The couple felt empowered and left therapy after four months. 
They greatly appreciated a therapeutic response that neither underdiagnosed Ann’s 
problematic behaviors nor slapped on a label that was actually inaccurate. 

 Problem Use 

 According to the National Institute on Alcohol Abuse and Alcoholism (NIAAA) 
and other independent researchers, there are four times as many problem drinkers 
as alcoholics in this country (Moderation Management). This suggests that the 
highest percentage of people having issues with alcohol are not alcoholics. They 
are problem drinkers who experience ongoing problems but do not have a severe 
physical dependence on alcohol (Institute of Medicine). We offer the least amount 
of services for their nightly or weekend heavy drinking, their blackouts or brown-
outs, and/or their periodic or regular binge episodes. One of my students curiously 
commented, “Problem use seems like ongoing abuse to me.” Two rather lengthy 
case studies reflect this oft-seen profile. 



Chapter 4 ◆ Twelve Profiles of Using, Misusing, and Addiction 43

 Problem drinkers are usually drinking not just for fun but also to cope. Life has 
gotten away from them, demands are overwhelming, and over time drinking has 
gotten sloppy. Difficulties mount in the financial and legal areas, as well as with 
physical and mental health, marital relationships or partnerships, children, and 
work. Honest discussions about these problems and difficulties stop working, and 
angry accusations abound. Despair is pervasive. A terrifying resignation permeates 
the household with the growing sense that there might not be a solution for this 
disturbing habit. Family members begin to live with a very unhealthy compromise 
and a destructive fantasy: “Maybe miraculously, without help and effort, things 
will get better; maybe the drinking will stop, and then we will no longer live in 
anticipatory terror of the next bad episode.” 

 Drinking is occupying more attention in the drinker’s mind. More time is spent 
planning for it and doing it. More often than not, the drinking is overdone and comes 
with a problem such as increased isolation, an angry outburst, or ignored children. 
The drinker defensively avoids any acknowledgement of drinking’s destructions. 
All members of the household soon become discounters of what they see. 

 Agreements with a Couple 

 Over the years, I have attempted thoughtful responses for this complex profile. 
Usually one or both problem drinkers want to keep drinking, and they are not inter-
ested in Alcoholics Anonymous (AA) or abstinence. As one partner in a marriage 
said to me, “My problem with my drinking is that my wife has a problem with my 
drinking.” While he admits he overdoes it, he wants to keep drinking and is not 
sure that help is out there for his goal. His wife is concerned that he is becoming 
an alcoholic. Nicholas and Joanna show up to begin therapy. 

 Here is a couple that seems to truly love each other. They value their marriage 
and their work, love their friends and their children, protect their health, and like 
their booze. More frequently, Nicholas’s drinking comes with problems—drinking 
seven days a week instead of three, increased sloppiness and memory lapses, their 
shared fear of his inability to protect and care for the children, and his increasing 
isolation. He acknowledges these patterns. Joanna is worried and is haunted by 
growing up with an alcoholic mom. 

 Efran, Lukens, and Lukens (1990) introduce the notion of agreements. Simply 
stated, life works if you keep your agreements. We have agreements with ourselves 
and agreements with others. At any time, agreements are being kept, breached, or 
under renegotiation. Life works well if you keep your agreements; your life will 
not work as well if you breach them, or if you are secretly, privately, or even pub-
licly renegotiating the terms of them. Life feels more cumbersome, edgy, and it 
gets messy during these times of reorganization or violation. This is a most practi-
cal mental health concept. Try it out; your life might work better (pp. 115–121). 
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 I often use agreements with this profile. Agreements can be a useful tool with 
problem drinkers who want to solve their drinking problem. For starters, I want to 
make sure this is an ethical approach and not one that is colluding with the avoid-
ance of the necessity for abstinence. I have developed eligibility criteria that help 
determine this profile’s suitability. I used the following while assessing this couple: 

 •  Is the drinking truly just problem drinking? 
 •  Is the couple willing to be educated about what we know and don’t know in 

the field of chemical dependency? 
 •  Is the couple able to be nonadversarial? Do they want to problem solve 

together? 
 •  Do they have pockets of meaning in their lives, other than alcohol? These are 

activities or habits that are invested with importance and nurturance (family, 
friends, hobbies, sports, work, religion, and so forth). 

 •  Are they discounting the problem in any way? 
 •  Do they want something so much they lose their judgment? 

 This couple met the suitability criteria and, with some assistance, devised agree-
ments to address their drinking concerns. 

 The agreements were: 

 •  Agreement #1: Monday through Thursday—drink Calistoga water 
 •  Agreement #2: Friday night—drink as much alcohol as you want 
 •  Agreement #3: Saturday and Sunday night—two glasses of wine or beer each 
 •  Agreement #4: Directly address infractions 

 The couple was internally motivated and quickly rehabituated their drinking 
behaviors (Miller and Rollnick, 2002). They settled into a new lifestyle. The results 
were steady and promising, and our therapy conversations cleared up any confu-
sions. A mishap needed some attention. 

 Nicholas went on a business trip during the week. It was supposed to be a 
Calistoga night. He was “away from home, children, and responsibilities,” and he 
broke Agreement #1 and drank two glasses of wine. He chose to keep this breach 
and subsequent desire for agreement renegotiation from Joanna until our next ses-
sion. She was not happy with the news, and he was embarrassed and remorseful. 
Life was not working well. Consequently, a new agreement was created about 
weekly business trips. Let’s call it Agreement #1a: Two small glasses of wine 
while on a business trip. 

 Delightfully, the couple left after six months, content with their agreements. 
They seemed to experience therapy as a place to get down to business. He called for 
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a session six months later. He noticed some agreement sloppiness, and he wanted to 
talk. We did, and he has not called since. I suspect they would return if they were 
unable to negotiate their drinking agreements. Not all can do this, but more can if 
we conduct a proper assessment and provide helpful tools. Read further. 

 Agreements with an Individual 

 Daniel was 41 years old when we began therapy. He mechanically described a 
neglectful and violent childhood. He started smoking marijuana and drinking at 
age 11. He added cocaine to the mix in his late teens. He used drugs and drank 
heavily for decades. Daniel went to law school, passed the bar, and decided to pass 
on being an attorney. He became a writer. His dream was to sell a screenplay. He 
married and divorced. He was surviving and enduring without much feeling or 
meaning. He didn’t know the difference; he just knew that he liked to drink and do 
drugs “as often and as much as I could.” 

 Daniel’s drinking and drugging days gradually came to an end after his girl-
friend, Julie, “kept making such a big deal out of all my partying. She got on my 
case a lot; it bugged me. We fought; our relationship almost came to an end. And 
then her concerns started to make sense.” Daniel took to abstinence with sincerity 
and passion. He came to therapy weekly. He cherished his sober mind and experi-
ences. His writing improved, he lived with more ease with his girlfriend, and he 
began valuing different kinds of friends. “I’ve never felt this clearheaded or good 
about myself.” 

 Daniel occasionally mentioned a desire to drink again during his first year of 
sobriety, but he repeatedly admonished himself: “I want to make it to one year. I’ve 
never been sober for that long. But, eventually, I also want to include alcohol in 
my life. I want to enjoy it with others, but I don’t want to lose control, and I don’t 
want to lose the mental and emotional clarity that I’ve gained in this last year. I’ve 
talked it over with Julie, and we both agree it’s worth exploring in therapy. I want 
to make social drinking a part of my recovery.” 

 Daniel talked extensively about why he wanted to drink and concluded, “It’s a 
risk I want to responsibly take on.” He seemed ready, willing, and able to explore 
and reexamine this option (Miller and Rollnick, 2002, p. 10). 

 Daniel wanted to use therapy as an accountability tool. He felt able to self-
soothe anxieties that had always been silenced with alcohol. He relished his 
developing ability to think before impulsively acting out. He didn’t want drinking 
to interfere with his growth.  He was willing to address any mishaps and return to 
sobriety if needed. 

 He was intrigued by the idea of agreements. Daniel queried me about their 
use with other patients. Later, he and Julie talked for hours; they designed a plan. 



46 P A R T  I I  ◆  A  P E R S P E C T I V E  O N  D I A G N O S I S  A N D  S U B S T A N C E

It would begin after a luxurious vacation to a faraway land. He did not want to 
drink during his travels. “I’m trying to see if I can bring drinking back into my 
everyday life, not my vacation life.” 

 Daniel designed his agreements, took to heart successful and not-so-successful 
results, and crafted new ones. His first agreement was two drinks on one weekend 
night (2 in 1). He loved that first drink, the ease it brought, and the fun he felt. He 
sensed instantly that his experiment was probably going to work. He didn’t want to 
get drunk; he wanted to enjoy the buzz with Julie. He was content with 2 in 1 for 
months, and then he wanted more. Daniel and Julie designed a new agreement—
two drinks on two nights during the week (2 in 2). This also went well for months. 

 Toward the end of that first year, Daniel went to Las Vegas. He willingly suc-
cumbed to the enticement of this extravagant partying environment. He broke his 
2-in-2 agreement. He got drunk for the first time, very quickly recalled being an 
everyday drunk, and didn’t like it. He suffered through the forgotten feelings of a 
hangover. It took days for his head to clear. He hated the ill health he felt. “I kept 
dreading talking about this to you in therapy.” 

 The results of our Vegas postmortems brought a new agreement—one the reader 
might not imagine. Daniel continued to relish clear-headed moderation, but he also 
wanted to enjoy the pleasures of drinking a few nights out of the week. He believed 
he had gotten drunk in Vegas because “to tell you the truth, two drinks have never 
really done it for me. I’m 6 foot 4, you know.” He voiced a new desire—“I want 
to experiment with getting a real buzz and see how I do. I really think I’m ready 
for this and can handle it, and I want to see how it goes.” His new agreement was 
three drinks on two nights during the week (3 in 2). 

 Daniel developed a capacity not always seen in alcoholic drinkers. He was 
excited by risk yet also valued responsibility. He successfully and comfortably 
abided by his 3-in-2 agreement for quite some time. We regularly tracked the rela-
tionship between his moods and his agreements. He periodically stopped drinking 
when it was interfering with everyday problem solving and enjoyment in living. 
Daniel felt very good about his ability to make this decision and stick to it. I’m 
always comforted by Michael Eigen’s wisdom, “We must always give our patients 
space to do their best or their worst” (Personal Communication, 2008). This applies 
to some of our problem-drinking patients as well. 

 Shadow Use 

  Forme fruste  is an unconventional medical term used to describe an incomplete 
expression of an illness (Ratey and Johnson, 1997, p. 33). These two doctors 
identify shadow syndromes as mild or subtle forms of otherwise serious mental 
disorders (p. 36). The more disabling symptoms of a diagnosis may not be pres-
ent, but enough appear and cast a shadow over one’s life. This incapacity impairs 
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one’s enjoyment of love and work. These syndromes serve as shadow expressions 
of some of the diagnostic categories delineated in the DSM-IV-TR, including sub-
stance dependence and abuse. 

 This profile identifies persons whose lives are going relatively well. They have 
jobs, friends, children, and homes. They pay their bills, and they show up for life. 
They also drink or drug nearly 365 days of the year. They never miss a beat, and 
AOD on the surface seems under control. 

 Over time, some underlying tensions may emerge. Increasingly, the user is less 
interested in participating in family activities, or if he does, he is always under the 
influence. Nights of drinking or drugging are never missed, conversations among 
family members decrease, and the distance between and among family members 
slowly increases. Traveling becomes problematic and cumbersome. The first stop 
after arrival is a liquor store or a dealer. While all seems okay on the surface, this 
once-benign intruder is now robbing family members of vitality and spontaneity. 

 The distance and lack of connectivity take their toll, and eventually someone 
in the family starts drawing attention to himself, better known as acting out. Help 
is sought, and in the mix of investigative and reparative efforts, the shadow using 
begins to get some attention. Ideally, this invites reflection into the meaning of this 
intoxication ritual, including its impact on the user and his family. 

 One of my patients, Sam, who is in his 40s, is attached to a substance on a daily 
basis and is a shadow syndrome user. He is married with three children, ambitious 
and financially stable, exercises regularly and works very hard at being a provider, 
husband, and father. He is also psychologically dependent on his daily relaxant. He 
openly discusses his “marijuana maintenance program” with his wife, and together 
they are ever watchful that this entrenched pattern does not get in the way of their 
relationship, evening duties, and the children. He wants to avoid any escalation of 
using, and he also doesn’t want to stop his nightly ritual of 3 one-hitters (miniature 
smoking pipe designed for a single inhalation, or “hit,” of cannabis or tobacco) 
over a four-hour period. 

 Sam increased his use during a very stressful period of time. Graduate studies 
overpowered his emotions and his judgment. He felt unable to cope with multiple 
pressures, and convinced himself that his increased usage was only temporary. 
We engaged in a very focused exploration into the meaning of this escalating 
every-evening ritual. Sam uncomfortably, but willingly, considered the avoidance 
function of his shadow syndrome use. Overwhelming demands felt frustrating, 
expectations felt threatening, his inability to experience the pleasures of father-
hood felt troubling, and his increasing secrecy with his wife felt even more so. His 
nightly reliance was no longer primarily about relaxing. 

 Sam begrudgingly faced the dysfunction of his increased daily dependence. He 
was able to be more truthful with himself, talked more with his wife, and sought 
out his sober marijuana friends. He explored different patterns of using, was 
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defensive and protective for a while, faced a habit that had become invasive and 
consuming, and decided to stop using. He is content with his sobriety and values 
his emotional reawakening. He periodically announces, “One day I want to return 
to social using.” We talk. I encourage him to continue letting his experiences build 
without AOD interference. He agrees. 

 Not all shadow syndrome users are able to arrest or reverse the insidious creep-
ing destructive potential of this profile of using. Not all are able to reverse these 
troubling patterns. Some escalate into deeper trouble. Sam and his wife are a non-
adversarial and nondiscounting couple. They value their passions and nurture each 
other and their lives. They finally saw what they didn’t want to see. 

 Ratey and Johnson’s (1997) original book cover was designed with a question 
above a round plastic mirror. The question was, “Do you know someone with a 
shadow syndrome?” 

 Psychological Dependency, Not Yet Physical 

 Alcohol, the opiates, and the sedative hypnotics have the potential to produce phys-
ical and psychological dependency. Increased use disturbs, disrupts, and resets both 
the mind and body’s homeostatic balance, or resting point. The problem user becomes 
dependent on maintaining this new normal. In this profile, physical addiction is being 
held at desperate bay. Just enough of the drug is used to stave off the symptoms of 
physical withdrawal, and to quiet the escalating sense of helplessness and frustration 
from the permeating recognition of psychological dependency. The user senses that 
total loss of control is looming. Family and friends are both frantic and silenced. 

 The AOD use is secretly and tragically consuming more of the person’s time. 
Life’s tasks are about endurance, not meaning and fulfillment. The only hope is 
to complete them so that drinking and using can resume. People are desperately 
functioning while using increasing amounts of AOD. Pockets of meaning are dis-
carded, isolation increases, and a sense of despair overwhelms. The possibility of 
not using is incomprehensible. Each night of heavy drinking is deathlike, and upon 
 awakening, a new day of resurrection feels miraculous (Szasz, cited in Levin, 2001, 
pp. 213–214). This grim path is followed until it no longer can be. 

 The Dilaudid (and opiate) user does not want to be dope-sick at work. Shira 
is convinced that she is cleverly avoiding physical collapse with careful strategic 
dosing, just enough to take care of any physical withdrawal. Her real desire is to 
psychologically prove she is beating addiction, as well as self-medicating away the 
ever-frightening realization that life with this opiate is surely coming to an end. 

 The busy attorney’s ambition is increasingly and frenetically focused on rear-
ranging appointments, getting the minimum accomplished, avoiding every other 
attorney at both work and social engagements. The point is to get his work done 
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and get home to drink. By now, most of his drinking time is alone. He drinks 
quickly and repeatedly functions in a blackout. His hope is that he did not use the 
phone during his alcohol-induced amnesia (see James in Chapter 12, p. 267). 

 Eventually, both are forced to fold into physical or psychic collapse. The final 
hours and days are lived in withdrawal from everyday functioning with close to 
around-the-clock using and passing out. 

 Friends or family frequently find these persons in some degree of intoxicated 
incoherence, often near a coma. The next step is an emergency room, likely in prepa-
ration for rehabilitation treatment. After awakening in the ER, most in this profile are 
silenced with terror and the realization that it is finally time to end this tortured life 
of isolation, secrecy, intoxication, and deep misery. Most often, this profile results in 
a life of abstinence and sobriety. 

 Dependence 

 The DSM-IV-TR identifies dependence as a maladaptive pattern of using, lead-
ing to distress or impairment. To be diagnosed with dependence, one demonstrates 
three or more of the following symptoms, occurring at any time, in the same 
12-month period (DSM-IV-TR, 2000, pp. 197–198): 

 Dependent use 

 •  Produces tolerance—an increase or decrease in the amount of the sub-
stance needed to achieve the original effect 

 •  Results in withdrawal and more susbtance use to medicate this uncomfort-
able state 

 •  Involves using larger amounts over longer periods of time than intended 
 •  Results in failed attempts to reduce or control usage 
 •  Begets an increased preoccupation—the substance becomes the central 

organizing principle in the addict’s life 
 •  Results in a failure to fulfill role obligations 
 •  Produces problems 

 The person in this profile is using AOD 24/7. His psychological and physical 
dependency requires this. He is often waking up, having a swig or a hit before or 
in his coffee. He continues nipping throughout the day and evening. This continues 
into weeks, into months, and, for some, into years. Concerned pleas are ignored 
or angrily responded to, and friends feel alienated and exhausted. Family talks 
are often met with the addict’s hardened desire to continue using. The dependent 
person feels fated to his existence; he imagines that he will use, and live this way, 
for the rest of his life. 
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 To avoid over- or underdiagnosing in this profile, I have designed three addi-
tional criteria to add to the DSM list of dependent symptoms. These somewhat 
quirky and imaginative terms and concepts have sharpened my assessment capaci-
ties over the years. They warn me of upcoming psychological and/or physical 
dependency, or confirm their presence. 

 Use of these terms solidifies my clinical hunches and prepares me for the possi-
bility of direct interventions that authoritatively propose abstinence (Molino, 1998, 
p. 128). A clinician needs this confidence to guide someone who is aggressively 
ambivalent about his escalating dependency. Testing positive for all three criteria 
authoritatively suggests that surrendering to this weary and futile battle is neces-
sary, that abstinence is the unavoidable and best course of recovery. 

 These terms are described below; a clinical question is posed and their applica-
tion is demonstrated in a clinical case: 

  The Mess Factor (Is it high, medium, or low?):  Truly dependent individuals 
don’t have problems due to using—they have messes. They live in a world of 
financial, health, family, physical, and work disasters. A work mess collides 
with a financial one. A health mess collides with a family one. Life is about 
dodging these messes and figuring out a way to stay high. 

 A high mess factor suggests that wanting and needing drugs and alcohol so 
much have severely incapacitated any kind of judgment. The addict is tragically 
unable to anticipate and address life’s responsibilities and difficulties. Feeding 
his physical and psychological dependency is paramount, staving off the conse-
quences of withdrawal and his messes a mainstay. The addict’s collapse is his 
final mess. Abstinence is needed to reverse this destructive trend. 

  The Length of the Moratorium (Is it long, medium, or short?):  Leon 
Wurmser (1978), a psychoanalytic addiction psychiatrist, proposes that all 
addiction is about a moratorium on the development of age-appropriate skills. 
During this developmental time-out period, the addict repeatedly uses AOD 
to assist in problem solving. This overreliance on an external substance results 
in a severe deficiency in the establishment of psychological and behavioral cop-
ing skills. Users are unable to face everyday distress, and are incapacitated by 
their incapacities. 

 The length of the moratorium measures the years people have used AOD 
to address or avoid emotional difficulties and everyday problems. During this 
time, alcohol and drugs have resided in the addict’s back pocket, always avail-
able and ready to be pulled out and used in times of upset or stress. The con-
stant return to this choice prevents the development of necessary life skills. A 
medium or long moratorium begs for abstinence. Without it, it is too tempting 
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to rely on that back pocket again and again to repeatedly dodge facing reality. 
Abstinence forces the alcoholic and addict to draw on his own internal and 
external resources in ways never used before. Psychic capacity is then built, and 
new problem-solving skills are developed. 

  Pockets of Meaning (Are they decreasing? Is there only one left?):  This 
lovely term, very loosely adapted from Jay Efran’s work, is also diagnostic 
(Efran et al., 1990, p. xv). I have previously defined  pockets of meaning  as 
passions that are invested with importance. These are the things that are valu-
able in a person’s life, the things people pocket and protect. These may include 
children, family, friends, hobbies, religion, or work. There is only one pocket 
of meaning in the world of the dependent alcoholic or addict. Life is about sur-
vival, and the substance is perceived as the only thing that can ensure that. Other 
pockets of meaning have long since been discarded. 

 This loss or lack of interest in protecting ongoing pockets of meaning or 
discovering new ones strongly suggests that people are paying attention to 
AOD too much, and for the wrong reasons. Courageously letting go of this 
perceived pocket of survival allows abstinence to become the primary pocket of 
meaning. Sobriety delivers time, and with it, a chance to discover new meanings 
and passions. 

 Dean—Messes, Moratorium, and Meaning 

 A 27-year-old man calls for appointments over a six-month period. During one 
brief phone conversation, he hesitantly reveals an alcohol problem that started at 
age 13. Dean either cancels scheduled appointments or does not return my calls. 
His ambivalence is obvious. Finally, gastritis, pancreatitis, elevated liver enzymes, 
severe pain, an emergency room visit, doctor’s orders, and family pressures alarm 
him. He arrives at my office. He was able to stay off alcohol for two weeks and then 
began drinking again. “Nothing really changed in two weeks.” He added, “I just 
don’t want to be an alcoholic.” 

 And so a relationship is forged, he reporting that “things” are bad but not that 
bad, and me searching to find him in his hiding place, in order to provide the right 
level of care. The room temperature is a relaxed sense of urgency. 

 Dean keeps drinking, increases his physical isolation as well as his psychic 
retreating (see Chapter 11, pp. 205–210). He stops surfing, seeing friends, and 
talking with his family. He stops working. He has no money. His family believes 
he is sober while in treatment; he comes to a few sessions, smelling of alcohol. 
Suggestions to attend AA meetings, undergo intensive outpatient care, and involve 
his parents in his treatment are given polite lip service and then ignored. As I begin 
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to think and plan for an in-patient treatment option, he is planning an exotic trip 
to a tropical island. What a mismatch. It has been three months of twice-weekly 
sessions and I begin to feel uneasy. The growing attachment between us felt right; 
however, the level of treatment for him felt wrong. 

 Let’s reflect on messes, moratoriums, and pockets of meaning and use these 
clinical descriptors to determine the best level of treatment for Dean. Remember, 
testing “positive” for all three strongly suggests both physical and psychological 
dependency with its necessity for abstinence. 

 Dean’s mess factor was high. He had overwhelming difficulties with his family, 
his friends, his ability to work, his finances, and his physical health. The length of his 
moratorium was long; almost half of his young life had been preoccupied with drink-
ing. Very few age-appropriate skills were nurtured and developed during his years of 
overreliance on alcohol. Pockets of meaning were rapidly decreasing. These positive 
test results suggested that Dean needed a level of treatment that would protect him 
from his incapacities and promote the beginning days of his abstinence. 

 Higher levels of care conversations are always anxiety provoking and difficult. 
A clash of wills is likely to develop; things can get very messy and go very wrong. 
There is always the risk that a caring therapeutic relationship can get blown apart. 

 I consulted Los Angeles psychoanalyst and dual-diagnosis medical service 
treatment director Ron Sager and received some sage advice: “It sounds like you 
are worried about Dean and feel that a higher level of care is the right thing to 
do.” I agreed, and Sager offered, “Trust your gut, do what you think is right, and 
see what happens” (Personal Communication, 2008). This is profound wisdom for 
everyday life, and is very useful while making assertive treatment decisions for 
addicts and alcoholics who have tragically and destructively lost their way in life. 
I heard my gut, listened to what it had to say, recommended my sense of the right 
level of care, let it go, and let Dean decide. 

 Dean was hostile and abusive. He also wanted to hear more about my suggestion. 
Our discussions took place during very emotionally intense therapy sessions or agi-
tated phone calls afterward. I asked Dean to involve his parents, to let them know of 
our mismatched plans and my suggestion for a higher level of protection and care. 
Over two phone calls, I reflected back to him his words from his hiding place that he 
had shared with me in previous sessions: “I’m drinking too much and drinking too 
often. I’m in trouble. I’m lost and alone. Nothing is getting better. Tell me what to do. 
I’m scared and I know that what you are telling me is right. I’ll listen to you, doc.” 

 Dean bargained and pleaded with me. I simply said, “It’s time.” I repeated, “It’s 
time for your parents, time for more care, and time for more protection. Let’s meet 
with your mom and talk. Let’s tell her that you’re still drinking, even after your 
pancreatitis attack, and that you are having a really hard time listening to your 
physician’s orders. Let’s tell her that you are worried—let’s ask her for her help.” 
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I strongly urged him to call his mom, and I reminded him that for legal and ethical 
reasons, I might have to do so. He panicked, I became weary, we unraveled a bit, 
and he cried out, “Don’t I have any recourse?” I lost my “balance” and replied, 
“Dean, you don’t have to accept my recommendation.” He asked, “Can I fire you?” 
I felt my relief, his relief, and our relief, and responded, “You always have that 
choice.” He quickly shouted back, “You’re fired!” and hung up. 

 Panic, anxiety, regret, and second-guessing immediately flooded my mind. For 
days I worried and sought out more consultation with Ron Sager. With support and 
perspective, I reclaimed my gut and knew that my recommendation for a higher 
level of care was the right thing to do for this patient. I reaffirmed this, as well as 
his decision to terminate treatment, in a letter. He did not respond. 

 Half a year later, his parents called me, concerned about Dean’s isolation and 
excessive drinking. I informed them that I would be willing to talk but I could not 
disclose anything until I received their son’s permission. Read Chapter 10 to learn 
of further development in Dean’s treatment (p. 178). 

 CHAPTER SUMMARY AND REFLECTIONS 

 Summary 

 The current “discipline of diagnosis” is filled with shortcomings,  uncertainties, 
and intimidations. This chapter considered these confusions and proposed 12 des-
criptive profiles of using and addiction that have been observed over 20 years 
of recovery treatment. Out of ignorance and anxiety, there is a tendency to over-
diagnose or underdiagnose. These profiles encourage creative responses to the 
diagnostic complexities of addiction. Hopefully the material in this chapter will 
enhance diagnostic thinking and sharpen level-of-care decisions for our patients. 
Readers are encouraged to continue developing their own descriptive profiles as 
they advance in their professional treatment careers. 

 Reflections 

 Before leaving this chapter, make sure you have: 

 •  Comprehended the meanings behind the development of these descriptive 
profiles 

 •  Explored their uses and limitations 
 •  Considered your own profile or profiles of using 
 •  Understood the ethics as well as the creativity involved in diagnosing this 

complex phenomenon 


