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“There were many variations on a common theme - the women were sold by their mothers to neighbors for crack, or used as

sex toys by stepfathers, or locked up in their own homes by their lovers, or beaten with two by fours by their legal husbands, or
verbally abused by their own children, or dumped out of cars and left for dead, or gang raped and then set on fire. These women
have had their dogs and their children killed in front of their own eyes. These women bear children that are their own siblings. And
these stories are true. | have listened to stories in my clinic that made me want to escape the telling of them - that made me won-
der how the woman sitting with me was strong enough to survive, to have children, and to get out of bed every day. These stories

were being told by women that had been entrapped by their life circumstances, and could not see outside the room of pain that
they had been locked into.”

Dr. Annie De Groot, IDCR June 2006 Infectious Diseases in Correction Report - Brown Medical School, Office of Continuing
Medical Education
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Texas Association Against Sexual Assault
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I. Research Overview and Statistical Background

How do researchers describe the common links between
chemical dependency and sexual assault/abuse? Is there a
different prognosis and strategy for counseling an addicted
survivor than when treating an addict with no sexual abuse
history? How does ongoing addiction affect the potential
for revictimizing survivors of sexual violence? Do addicted
survivors impact their children in ways different than non-
addicted survivors? How does the sexual abuse component
affect the addicted client’s ability to remain sober, especially
when there are ongoing trauma symptoms? This section

is a literature review. There aren’t any clear one-size-fits-all
answers. Research in this field suggests and correlates con-
nections between behaviors and outcomes.

General Substance Abuse Statistics in the US

There is a wealth of research on addiction regarding the
prevalence of substance abuse in this country. Addiction
can include drugs and alcohol as well as behaviors such
as compulsive gambling, sex addiction, food addictions,
internet pornography or other behaviors. According to
The National Center on Addiction and Substance Abuse
at Columbia University, “Nearly 14 million Americans meet
diagnostic criteria for alcohol use disorders” (1998).

In 2001, an estimated 15.9 million Americans aged 12 or
older were current illicit drug users, meaning they had used
an illicit drug during the month prior to the survey inter-
view. This estimate represents 7.1 percent of the population
aged 12 years old or older (Substance Abuse and Mental
Health Services Administration, 2002).

According the 2006 The National Survey on Drug Use and
Health (NSDUH) findings an estimated 20.4 million people
in the United States used some kind of illicit drug in the past
30 days. About 8.3 percent of all people aged 12 and over
are involved in use of illegal drugs or the non-medical use
of prescription drugs (Substance Abuse and Mental Health
Services Administration, 2007).

The Connection between Substance Abuse and Sexual
Violence

There are still many unexplored areas surrounding the
intersection of sexual assault and substance abuse, notably
research on men and special populations. There is a need to
examine the relationship between child sexual abuse (CSA)
and substance use disorders (SUDs) in populations that have
been traditionally underserved: immigrants, poor clients,
ethnically and racially diverse clients, those with disabilities,
the elderly and lesbian, gay, bisexual, transgendered, queer
and intersex (LGBTQI) populations.

Many researchers have documented a strong connection
between chemical addiction and history of sexual abuse.
These are still often seen as two separately cocooned fields.

Many researchers, counselors and advocates still have not
connected the dots in how to approach working with the
addicted survivor. Well-intentioned service providers often
examine the client either from an addiction or an abuse
perspective, instead of looking at the many connecting
pathways and commonalities between the two fields.

Sexual abuse and addiction are not experienced as separate
entities by the client. Some providers are trained in theory
from both fields. It is helpful to recognize that there are

two basic lenses through which service providers may see
the addicted client, depending on whether the provider’s
mental health expertise is grounded in addiction or sexual
abuse.

The substance abuse counselor often sees the addiction as
the cause of the client’s many problems and the rape crisis
counselor often sees addiction as the outcome of sexual
abuse. Both statements may be true. What is missing is the
in-depth knowledge about the addicted survivor in both
fields. What is needed is dialogue between both fields using
tools and skills from both to treat the client holistically.

This is a complicated process of recovery and one that

can serve the client well. A basic principle of clinical work
includes knowing who the client is and what he/she brings
into the treatment setting.

Is addiction genetic or learned?

Traditionally, addiction was viewed as a sign of lapsed
morals and some people still hold that opinion. Now, most
researchers believe genes play a role in addiction “Adoption
studies allow researchers to look at individuals born to al-
coholic parents but adopted into nonalcoholic households.
Children of alcoholics have a higher risk for alcoholism, even
when adopted into a nonalcoholic family.” (Hesselbrock &
Babot, 1994; Cadoret, O'Gorman, Troughton, & Heywood,
1986). The extent to which genetics influence women'’s
vulnerability to alcoholism has been questioned. In some
studies, women have a lower rate of alcoholism than their
alcoholic family members, in other studies, the answer is un-
clear (Straussner, 2002). As health professionals in different
The Traditional Addiction Perspective disciplines began
revising their concepts of all disease, a more holistic view of
health began to emerge that included the physical aspects
of disease as well as the emotional, psychological, and spiri-
tual aspects (Northrup, 1994). Alcoholics Anonymous (AA)
was one of the first proponents of a holistic health model for
the disease of addiction, encompassing the physical, emo-
tional, psychological and spiritual aspects.



The Traditional Addiction Perspective

1. Active addiction can place the client (and the client’s
children) at risk for being vulnerable to abuse, legal
problems, job loss, financial disaster, relationship dis-
ruption, etc.

2. The client’s sexual abuse history is often unknown to
the service provider.

3. ltis the client’s responsibility to make healthy choices
using tools provided by the counselor/advocate.

4. If the sexual abuse is disclosed, the client will be re-
ferred out.

5. The primary emphasis is placed on understanding and
maintaining sobriety.

6. This approach is more directive and assertive, using
language that can be construed as victim-blaming.

7. This modality looks at what part the client plays in any
situation.

8. The service provider may see avoidance behaviors (i.e.
minimizing, justifying and/or rationalizing problems) as
a trigger for relapse.

9. There may be gaps in service for special populations.

Overlap between Child Sexual Abuse (CSA) and Parental
Substance Abuse

Child sexual abuse (CSA) is epidemic in the United States. It
is important to note that numbers and statistics may vary
somewhat between different studies, but all show that

the prevalence of child sexual abuse is not insignificant in
terms of many thousands of survivors of CSA, both male and
female.

. The first national survey looking at prevalence and risk
factors of child sexual abuse found that 22 percent of
the United States population surveyed reported they
were victims of sexual abuse (Finkelhor, Hotaling, Lewis,
& Smith, 1990).

. Researchers noted that various forms of child abuse
(physical, sexual, emotional abuse and neglect) overlap
(Wekerle & Wolfe, 1996).

. One consistent, common link to all these forms of child
abuse is parental substance abuse (Wand, 1998).

Links between Child Sexual Abuse (CSA) in Women and
Substance Use Disorder (SUD)

A growing number of studies note a link between a history
of female sexual victimization in childhood and subsequent
use of drugs in adolescence and/or adulthood. The majority
of women and a significant percentage of men seeking help
for substance use disorders (SUD) are survivors of either
physical or sexual abuse (Dansky et al., 1996; Najavits et al.,
1997, 1998; Ouimette et al., 2000). Among SUD clients, life-
time physical or sexual abuse is associated with more

The Traditional Sexual Assault (Rape Crisis) Perspective

1. Sexual victimization can place the client at risk for
lost wages, medical injuries, STDs, pregnancy, trauma,
disruption of family, divorce, etc.

2. Theclient’s addiction history is often unknown to the
service provider.

3. Counseling is a collaborative endeavor where the
counselor acts more like a coach, with strong input
and decision-making from the client.

4. |If the addiction is disclosed, the client may be referred
out, especially if the rape crisis center provides only
short-term counseling.

5. The primary emphasis is determined by the needs of
the client and often centers on the client’s healing.

6. Thisapproach is more exploratory, uses language
sensitive to victim-blaming and may require systems
advocacy.

7. This modality places responsibility on the perpetrator/
abuser.

8. The service provider may see avoidance behaviors (i.e.
filling up every minute of the day) as a coping mecha-
nism for intrusive thoughts and memories.

9. There may be gaps in service for special populations.

severe interpersonal problems and higher rates of other co-
existing psychiatric disorders (Gil-Rivas et al., 1997; Windle
et al., 1995). Please note that men were not included in the
majority of the studies of sexual assault. Many clinical stud-
ies during the past decade also reported higher rates of CSA
from women seeking treatment for alcohol and other drug
problems than among women in the general population
(Kovach, 1983; Miller et al., 1987).

Sexual Abuse, Substance Abuse and Post-Traumatic
Stress Disorder

The role of sexual assault in the development of Post-Trau-
matic Stress Disorder (PTSD) was first observed in a national
probability sample in which 31 percent of female rape
victims experienced PTSD at some point in their lives com-
pared with 5 percent of women who had never been victims
of crime (Kilpatrick et al., 1992). Not all women who are
sexually assaulted develop PTSD or are diagnosed with it.

There seems to be a connection between sexual abuse/as-
sault of both adults and children and later substance abuse
by teens (Holmes, 1997) and adults (Teets, 1995). Some
studies associate PTSD with sexual abuse and sexual assault,
and substance abuse frequently accompanies the PTSD
diagnosis (Brady et al., 1994, Briere & Runtz, 1993), possibly
as a means of self-medication. “Researchers have observed
high rates of substance use disorders among individuals in
the general population who have PTSD in association with
traumatic events such as victimization or disaster. Almost 90
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percent of the women and men who sought treatment for
substance use disorders reported that they had experienced
a sexual and/or physical assault during their lifetime” (Dan-
sky et al., 1996).

Il. Introduction

What comes first, addiction or sexual trauma? More impor-
tantly, does it really matter? The kind of care, attention and
help the victim of sexual violence gets is what matters.

The first thing anyone working with a client of sexual assault
is taught to say is, “You did everything necessary in order to
survive. What happened was not your fault. You used your
best judgment and you are sitting here, talking with me.

| see courage and hope and strength and a willingness to
move forward. How | can help you?”

When a client discloses to a counselor at a rape crisis center
that s/he is an addict, what is the professional and ethi-

cal course of action? What should be done next? Does the
agency screen the client out of the program because of a
substance abuse problem or give that individual a referral to
a drug treatment program (often with a long waiting list, if
one even exists in the community)? Do they refer the client
to a 12 Step Program?

Does the client know that residents staying at most shelters
cannot be honest about any current drug use and remain
there? Most ethical counseling programs require that the cli-
ent remain sober during counseling sessions, but most crisis
centers/shelters will not allow active addicts or alcoholics to
live there.

What happens when a counselor/advocate discovers or
suspects that the client has a substance abuse problem? If
the client is staying in the shelter, does the advocate avoid
asking about current substance use, thereby establishing
an environment of silence and secrecy? Or worse, what
happens when the service provider does not know how to
ask, or does not have the vocabulary, training or experience
necessary to ask the right questions?

The quote at the beginning of this manual does not specifi-
cally state that the women are addicts, yet hints at the fact
that they are coping somehow. And this is generally how
clients present to most advocates: as survivors who may feel
that circumstances are beyond their control. Counselors and
advocates have to learn how to listen better and dig deeper
to uncover what their individual coping mechanisms are. If
not, they may not be helping their clients. In fact, they may
be harming them.

The dynamics of sexual assault and chemical dependency
both include issues of power and control. In the case of

sexual assault the perpetrator exerts power and control over
the victim’s body, forcing the victim to do things that s/he
does not want to do. In the case of chemical dependency,

it is the drug, whether willingly or unwilling taken, exert-

ing power and control over the victim’s body — sometimes
the victim does things s/he might not choose to do when
sober. And sometimes, when both chemical dependency
and sexual abuse are present, the perpetrator can force and
control the victim's substance use.

Society often makes assumptions about users. They are not
credible or reliable and it is a waste of resources to work
with a victim until the chemical abuse completely ceases.
Societal responses to addiction in women also tend to differ
according to the woman’s social class and drug preference.
Poor women who suffer from addiction are often threatened
with the loss of their children. In contrast, pregnant middle-
class women addicted to cocaine or marijuana are often
counseled with no threats of losing custody of their children
(Marwick, 1998). This raises many questions. How does one
work with a client who comes for help, and is dependent

on substances? Hopefully this manual will encourage the
re-examination of beliefs about drug-addicted survivors of
sexual assault.

The neurobiology of trauma in this manual is based in part
on the work of Dr. David Lisak (2002). It is explained in every-
day language. Understanding the neurobiology of trauma

is crucial when working with clients. Unless the advocate or
counselor can explain to the client how trauma manifests in
one’s body and life, our best intentions, and the best inten-
tions of the client, may result in unintended consequences
or mixed messages.

When the client understands what is happening from a
neurobiological perspective it can be easier to make the
choice to move from a victim of a violent crime who is also
a victim of chemical dependency to a survivor of both. This
is hard emotional, psychological and physical work. Anyone
who chooses to walk this path must be honored for this act
of courage.

There are many different treatment models for recovery
from chemical dependency. There are many ways to recover
from a sexual assault or childhood sexual abuse. There is

no such thing as a best recovery model - each person is
unique. Each individual needs a customized treatment plan.
Different treatment options and therapy models can be
viewed as a “cafeteria plan” from which the client chooses.
The counselor/advocate’s job is to explain what these treat-
ment models are, how they work, what other clients have to
say about them and provide resources for effective help.

The stress of being a victim of a sexual crime, whether or not
there is a criminal investigation, may cause trauma symp-
toms or other strong emotions to surface repeatedly. These



strong emotions, flashbacks, etc., can prompt the victim

to turn to drugs or alcohol. If the client abused substances
in the past, and was sober before the sexual assault, these
stressors can lead to a relapse. It is vital to know how to pin-
point the signs of relapse, including the language, behaviors
and signals a client may use right before relapse. (These
issues are addressed in the relapse section.)

Nothing happens in a vacuum. Things to consider when
working with addicted survivors include: what other sys-
tems (criminal justice, law enforcement, social services,
family system) is the client involved in? How can you work
collaboratively with these systems for the best outcome

of the client? And when should you? How do you address
the legal issues of confidentiality and privilege? Integration
of services, or how your agency does outreach, educates
community partners and the community at large about the
intersection of sexual assault and chemical dependency,
and is an important piece of the puzzle.

Itis not the intention of this manual to train anyone to be
a drug and alcohol counselor. It is not the intention to be a
“best practices” manual. A best practice is what works the
best for each individual client. When working with unique
individuals, “best practice”is a misconception. Recovery is
not a cookie cutter process.

It is the intent of this manual to offer some insight, explain
some physical and neurological phenomena, show how
evaluation tools can be used to gain more information and
to provide some topics for support groups that advocates
can use. The intent of this manual is to help each service
provider think about immediate problem solving issues/
solutions that will, hopefully, enable and empower the cli-
ent to become a survivor by helping each to define a“new
normal.

lll. Neurobiology of Trauma

Trauma

The human brain is the result of millions of years of evolu-
tion. As a result the brain has a highly developed capacity
to experience fear. Our survival depends on our capacity to
react immediately to a threat - life or death decisions are
often made in milliseconds. As fast as the cerebral cortex is
at deciphering incoming information, it is not fast enough
when faced with life or death situations - it is slow and logi-
cal, “the slow road to fear.’ Long before the cerebral cortex
has a chance to respond to the perceived image of a gun
and to verbalize, “gun!” the person usually reacts with defen-
sive maneuvers.

Evolution created in human beings a system of hormones
and neurochemicals to prepare us for the “fight, flight or
freeze” response, which is activated without conscious

thought. This fast reaction comes from the old, reptilian part
of the human brain, which can be called the “fast road to
fear In fact, the fast road stores a great deal of unconscious
sensory information crucial to our survival. Consider this
example:

Imagine a zebra bending down to drink at a water hole,
every sense keenly alert for danger. Suddenly, from out of
the grass nearby, a blur of brown hide lunges out. The zebra
instantly spins, lunges and gallops away, alive for another
hour. Thirst demands that the zebra return to the water hole.
When it does, the particular stimuli that preceded it will now
have been etched into memory — not at the cortical level-
rather at far simpler, sub-cortical levels.

At the zebra's second visit to the water hole, should a gust
of wind happen to sway the grass and cause a similar sound
to that of the leopard’s lunge, the poor animal will flee with
the same experience of terror. If a zebra could think, it would
say, “that was just the wind.” However it will be 50 yards
away when it does so. (Lisak, 2002)

This response also instantaneously alters the body’s physi-
ology. Within milliseconds, the brain releases a chemical
cocktail that enters the bloodstream preparing the body

for fight, flight, or freeze. Each person responds differently
to this cocktail. Some may feel energized (shaking, talking,
pacing, etc.). Some may shut down in response to perceived
danger. Others may strike back either verbally or physically.

The reptilian brain interprets danger in a lighting quick and
primitive way. It stores raw data as sights, smells, sounds and
tactile perceptions, not as language, or as rational, logical or
sequential thought. The memory is stored as disconnected
fragments that can be difficult to access. Not only can these
memories be hard to retrieve, they can also be less easily
translated into language. The brain may be permanently
altered - vigilantly watching for the same stimuli that were
present at the time of trauma (which are now equated with
danger).

Fear

Fear is the cornerstone of trauma. A person who has not
been traumatized can use both the slow and quick road to
process danger. A person who has been previously trau-
matized may have less flexibility to consider how to react.
For the traumatized person, the quick road to fear may
predominate. The client now carries a network of neurons
that may be hyper-vigilant to cues present during the sexual
assault. It could be the sound or tone of a voice; the feel of
hands on a particular part of the body. The possibilities are
limitless and personal to the individual. At the sound, touch
or sight of those danger cues, the client may experience
the same cascade of chemicals triggered during the actual
assault. The client may flee in terror when a child unexpect-
edly touches his or her thigh. Or the client may freeze at the
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familiar tone the cashier uses when asking, “paper or plas-
tic?” The reactions are often not conscious choices or over-
reactions, any more than the zebra’s flight from the sound
of windblown grass. Both are reactions. This is a simplified
explanation of PTSD.

Traumatic Memory
Trauma is usually defined as an event outside the range of
usual human experience. Clients reveal trauma reactions to
advocates and counselors when they say things like:
1. I'don't know what to believe anymore.
| feel like my underpinning’s undone.
The colors have been yanked from my eyes.
How can that dude be so messed up?
| can’t believe this has happened to me.
This is so surreal.

ounkcwnN

Statements like these are reactions. It is important to note
the words the client uses help him or her to process the
underlying feelings. This is not about the “dude” (rapist)
being messed up, or “knowing what to believe! It is about
helping the client process the feeling from a reaction into
a conscious understanding. If the client can learn how to
pay attention to the feelings underlying the words, this can
become a tool for transforming the unconscious into the
conscious without shame, blame or guilt.

There is still a lot we don’t know about treating trauma or
alleviating symptoms. Traumatic memory is not encoded or
stored in the same way as a normal experience. Memory can
be blocked or disrupted at any stage of the memory stor-
age process. Short-term memories may become stored or
stuck in the old reptilian brain instead of being transferred
to long-term memory. Clients are often frustrated at the
inability to accurately recall the traumatic event. Memories
that do exist are often distorted, merged or chronologically
rearranged in either minor or problematic ways.

This isn't just a psychological or emotional problem - it’s like
putting a Word document in a password protected folder in
the reptilian part of the brain and then going to the normal
Memory folder hoping to find the document in there, where
it would normally be stored. This is a physiological problem
in accessing a memory. The passwords are generally the raw
sensory data that the reptilian brain takes in during trauma.

The extent to which the password keeps the client from
accessing the memory is on a spectrum from mild to severe.
The client may recall a very specific detail for a particular
aspect of the experience (e.g., the way a pore looked on

the rapist’s face), but be unable to identify the rapist from a
lineup. There may be little or no recall of other facts. Other
clients may recall the facts in extreme detail. When a trau-
matized client recalls a detail not remembered three weeks
ago, it is not evidence of lying. It is characteristic of the way
traumatic memories are stored and recalled. Do not push

the client or set expectations for details that the client can-
not provide such as sequence, context, peripheral detail.

Traumatic memories can be very frustrating for the client.
Supplying the client with content, speculation, filling in the
gaps or making suggestions about what might have hap-
pened is unethical, even when the client wants and needs to
know exactly what happened. It is a human trait to want to
see our memories replayed in movie-like sequence. Be care-
ful what you say or suggest in the client’s presence because
a person in crisis may take any suggestion as an invitation to
fill in the gaps. This is natural. Any prompting or speculation
about what might have happened might lead the client to
adopt this idea as truth.

Suggesting possibilities to the client can have strong nega-
tive implications in a criminal trial. If the case goes to court,
and the client comes to believe it is part of the actual mem-
ory, the defense attorney may refute it. This places the client
at the risk of further victimization for being called a liar in
open court, seeing the case dismissed or the perpetrator set
free. The client may also become more confused because
implanted memories can feel real. The client may also feel
hurt and angry enough to mistrust and reject everyone and
everything. The client may not weather this kind of stress
and trauma and may leave whatever program they are in. If,
as a service provider, you have a theory about what hap-
pened, remember it is only a theory. Discuss it with other
professionals with client permission and ethical discretion.

Post-Traumatic Stress Disorder (PTSD)

Working through the layers of PTSD with a client who is a
survivor of sexual violence is challenging. Working through
the layers of PTSD with a survivor who is also addicted pres-
ents even more challenges. The commonly held belief that
one cannot counsel an addicted survivor of sexual violence
until they are clean and sober is true, since the client can-
not make healthy decisions and life changes while high. The
paradoxical question is:

1. should the client work on their addiction in a recovery
program before addressing the sexual violence issues,
or

2. should the client address the sexual violence issues that
trigger the desire to use before addressing the chemical
dependency issues?

Implications for Addicted Survivors

Being aware of the unintended consequences of choosing
to work on both issues at the same time is something the
care provider needs to keep in mind. What counselors and
advocates do not want is to trigger clients, thereby making
it easier for the client to use. This is where the individual
client needs to be carefully assessed before diving in to
either issue. Some clients may be able to work on both
issues at the same time and some may be too easily trig-
gered to handle one, let alone both stressors. Regardless, a



client coming into a session while high is not an option. This
boundary needs to be set with the client early, clearly and
as needed. If this client continues to disregard this bound-
ary, the service provider must be prepared to discuss other
options, refer the client to other services and be prepared
to terminate services until the client can adhere to agreed
upon boundaries.

It is known that ongoing drug use places the client at a
higher risk for sexual re-victimization. When triggered, the
client often reacts to the environment, doing whatever

it takes to survive. Often, the client knows the acting-out
behaviors are self destructive and does not know how to
change. Self-medicating to numb the triggered feelings

can make trauma symptoms worsen over time, resulting

in chronic PTSD (Cappell and Greeley, 1987; Chilcoat and
Breslau, 1998). Additionally, the majority of women who are
addicted suffer from feelings of shame and guilt as a result
of the strong cultural bias against inebriated and drug-ad-
dicted women. This adds another layer of shame and guilt to
that which co-exists as a result of sexual abuse.

The sexually abused and addicted client may describe feel-
ings of:

+ anxiety

. fear

« restlessness

« irritability

+ anger

« depression

+ insecurity

. fatigue

« mood swings

+ insomnia

« guilt

. self-blame

« shame

The client may also report:

- Anincrease in the use of substances or other
drugs such as nicotine

- Fear-based sexual abstinence or sexual
compulsion

- Having aged in a short period of time

+ Rapid weight loss or gain

» Headaches

 Digestive problems

Many aspects of the client’s life may feel out of balance and
may be reflected in a wide array of symptoms. The good
news is that with a lot of work, the client can start on the
adventure toward recovery.

IV. Victim vs. Survivor

Addicted survivors can experience conflicting issues of
power and control vs. powerlessness and feeling out-of-
control. Rape myths that blame the victim combined with
negative attitudes toward addicts tend to contribute to
these feelings. In addition, other cultural attitudes can add
another layer of self-blame and may exaggerate feelings of
victimization.

Defining the Word “Victim”

Webster’s Dictionary defines a victim as “an unfortunate
person who suffers from some adverse circumstance; a
person destroyed or suffering grievous injury from another.”
Sexual assault victims are people who have experienced a
traumatic crime through no fault of their own. These clients
often tend to experience chaos in many areas of their lives
after the sexual assault. People in this kind of distress often
develop coping skills, some of them maladaptive, in an ef-
fort to feel safe and in control. The skillsets the client uses
speaks to their will to survive. Counselors and advocates
can address the practical skillsets the client uses to assess
whether the results are helpful or harmful.

Defining Addiction

Behaviors that fall into the category of “addiction” are
debatable. Most experts agree that overuse of substances
represent clear examples of addictions. Addiction is a com-
plicated condition, with biological, physiological, psycholog-
ical, behavioral, and spiritual aspects. In 1972, the National
Council on Alcoholism and Drug Dependence came up with
this working definition, “Alcoholism is a primary, chronic
disease with genetic, psychosocial, and environmental fac-
tors influencing its development and manifestations. The
disease is often progressive and fatal. It is characterized by
impaired control over drinking, preoccupation with the drug
alcohol, use of alcohol despite adverse consequences, and
distortions in thinking, most notably denial. Each of these
symptoms may be continuous or periodic” (Henderson,
2000). Two elements often accompanying the definition

are: (1) loss of control over the use of the substance, and (2)
continued use despite negative consequences.

Disengaging from thoughts, feelings and reality is the
ultimate in avoidance coping. Dissociation can range on a
spectrum from absentmindedness to blackouts. There can
be many causes for dissociation. The consequences of dis-
sociating can be mild to severe.

The compulsive part of addiction is what makes behaviors
hard to change. This is why addiction is referred to in 12
Step literature as “banging your head against a brick wall,
expecting that the next time you will not get hurt” With ad-
diction, there is a compulsion to repeat a behavior regard-
less of its consequences. The addicted individual may feel
powerless over drugs and alcohol.

1"
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Addictions/compulsions can also be linked to food, adrena-
line rushes, self-mutilation, gambling, anger, sex, shop-
ping, other ritualistic behaviors and/or thoughts. Addiction
has recently been called a chronic, relapsing brain disease
where “addiction is tied to changes in brain structure and
function is what makes it, fundamentally, a brain disease”
(Leshner 1997).

The client may be struggling with multiple challenges: a
brain disease, compulsivity, maladaptive coping skills and
possibly other problems. Yet the client is working to define
a new normal. This new normal is not necessarily easy to
attain. It may be a normal the counselor is not comfortable
with in terms of client safety. With the exception of safety for
the client, those around them or those whom their behavior
may affect, this new normal does not have to make sense to
the counselor. If it is destructive, address this with the client
by: 1) asking the client what outcome is expected, and 2)
role play “what if” scenarios to highlight different possible
outcomes.

12 Step philosophy is confrontive and directive. The group,
and more specifically the sponsor, will tell the client what s/
he is doing wrong and suggest ways of changing. A good
therapist functions more like a coach, asking questions,
listening and processing collaboratively to reach the cli-
ent’s stated goals. As an advocate/counselor two things

are important: 1) to help the client to suspend nonworking
belief systems; and 2) to allow the counselor or advocate to
suspend his/her own beliefs, judgments and biases as long
as it does not conflict with professional ethics or the safety
of the client or others.

Trauma causes many clients to turn to substance abuse as a
means of coping. The result of getting high is that the client
represses feelings. When feelings are not experienced, a
person is usually on automatic pilot, out of touch with life
events and emotions. The client may miss the clues and cues
that can help in assessing situations. This can create a setup
for additional victimization. This cycle of victimization - sub-
stance abuse - re-victimization - substance abuse is particu-
larly true for victims of chronic early childhood sexual abuse,
who may have other conditioned or maladaptive responses
that were created or encouraged by the abuser. It is impor-
tant to know whether the client was molested as a child
because it adds additional layers to the patterns of cop-

ing skills. The client may be unwilling or unable to disclose
childhood abuse. Because of the way the drug, trauma and
conditioning can skew perception, clients may have devel-
oped disclosure barriers and those barriers need to stay in
place until the client is ready to disclose the abuse.

Coping Skills

Some of the coping skills that addicted survivors, particular-
ly of childhood sexual abuse, may use in an effort to survive
are:

Lying and denial. Exaggerating or creating a more palatable
internal reality is possible. When lying and denial become
so ingrained that it is habitual, the client may even lie about
things when it is simpler to tell the truth. If confronted with
the simple truth “it is 10 a.m. and you are not ready to go

to work,” the addicted client may go into drama mode with
justifications and rationalizations to deflect blame.

Sexuality and intimacy issues. If a client was sexually abused
or assaulted, s/he may end up avoiding sexual or intimate
relationships. The opposite can also happen, i.e. when the
client becomes compulsively or habitually sexualized and
is trained to become promiscuous. It is important to realize
that early childhood sexualization is something the abuser
imposed on the child. In particular, incest survivors are
taught as children that they are valued primarily for their
sexual availability. As a result, the client may use sex to feel
powerful, loved or to get something s/he wants. Uncon-
sciously, this can also be a way to get back at the perpetra-
tor. It may help the client feel temporarily in control.

It is also possible for the client to have learned that sex is
what others want and can be used for trade. Some addicted
survivors trade sexual favors, even sometimes using their
partners, children or family members to support their addic-
tion. In doing so, this supports the cycle of victimization and
dismisses the core value of all human beings.

Some survivors experience flashbacks during sex, which can
be frightening and make it difficult to distinguish past abuse
from present consensual sex. Also, due to early condition-
ing, some may feel that sex and intimacy are mutually exclu-
sive and find it difficult to combine the two. This is especially
true if the victim’s sense of self was defined by someone
they knew and trusted.

Food issues. Sometimes clients use their body weight
consciously or unconsciously as a method to avoid further
victimization. They may lose weight hoping to disappear.
Sometimes clients gain weight to appear stronger or less
sexual or even to hide behind their size. This can be a way
to exert power and control over one’s environment without
hurting another person. Using food for comfort is socially
acceptable.

Withholding or purging food can be a pattern of self-pun-
ishment, getting high (chronic hunger can create “floaty”
feelings) and controlling what enters (or leaves) one’s mouth
and body. Some survivors have a distorted perception of
how they really look, and may not recognize whether they
are extremely overweight or underweight to a degree which
can affect their health. Some researchers see an indirect
relationship between eating disorders and sexual abuse
(Petrie and Tripp, 2001). Eating disorders may add another
layer, as many addicts substitute drugs and alcohol for a
healthy diet.



Self mutilation or cutting. This is not always a suicide attempt.

The client may perceive the letting of blood as a way of get-
ting rid of negative emotions. Sometimes there is an emo-
tional build up that feels physical. Cutting may function as
a substitution for purging. Both behaviors expel perceived
negative energies from the body. This is also a way to exert
power and control over one’s environment without hurting
another person.

At times the client may be dissociated while cutting and
have no memory of doing so later on. If the client is using

it might be difficult to tell if the cutting behavior was done
while in a dissociated state or during a blackout or both. In
some cases, the individual may use a number of pain-induc-
ing behaviors. They may cut, pierce, whip or burn them-
selves in a rage, as a way to release a buildup of anger. Some
survivors learned to turn the anger inward on themselves as
children because it was not safe to express it. This behavior
continued into adulthood.

Self-harming behaviors can be very complex and vary
greatly from individual to individual. One explanation is
that cutting may also be an attempt to re-enact previous
situations where the survivor was hurt and had no way to
stop it or control the outcome. Strong pain, not completely
unlike drugs, can be a tool to change the way one feels. Pain
releases endorphins, despite the obvious dangers in the
process. Some children and teens learn to hurt themselves
as a way to reach a state of less panic and fear, as the endor-
phins they stimulate ultimately create a calmer state. Other
survivors may choose pain inflicted by others and may
consciously or unconsciously seek out dominant or abusive
relationships with individuals or groups.

Eating disorders, sexual compulsions, paraphilias and ritual
pain behaviors often engender large amounts of shame for
the victim and are usually carefully guarded secrets. These
secrets are often one of the last things the survivor will let
the counselor know about (if at all) and may not come out
until they have been in a counseling relationship for several
years and have built up a large degree of trust. Since most
counseling/advocacy relationships are short-term, the crisis
worker may only know about these behaviors occasionally,
or discover them by accident.

Legal difficulties (civil and/or criminal). The client’s legal
needs may include a wide range of charges including:

« Unpaid parking tickets

« Child custody disputes

 Termination of parental rights

« Murder

« Forged prescriptions

« Forged or bounced checks

+ Unauthorized use of credit cards or identity theft

+ Burglary

+ Prostitution
- The making or selling of drugs

These legal difficulties impact the client’s perceptions of
self-esteem, especially if the legal difficulties include termi-
nating of parental rights, the involvement of child protective
services, and/or probation or parole. One legal issue can feel
overwhelming to the client. Multiple legal issues can trigger
relapse.

Financial difficulties. Many addicts spend a large portion of
their time, energy and money on their addiction(s) and let
everything else slide. They may borrow money from fam-

ily and friends, pawn what they can, or borrow from loan
sharks whom they cannot pay back. Usually they cannot
hold down a job for long because their full time job is find-
ing ways to feed the addiction(s). Paying off old parking tick-
ets, utility bills, ex-landlords, overdraft charges at banks, not
to mention possible legal action for financial irresponsibility,
impacts their lives, both as a fact they have to address and
the accompanying shame and guilt they may feel. Knowing
what financial and legal resources exist in your community
can be a great aid in an addict’s recovery.

All these defenses in combination with denial, rationaliza-
tion, minimization, and projection enable the addict to
continue to nurture obsessions. In order not to care or think
about what is really going on, addicts turn themselves off.
One of the primary characteristics of addicts is that they
don't care. Through their trance-like preoccupation and
their fantasies, “addicts have come to numb their own
emotional life. They are obsessed with [their addiction], but
they cannot afford to let themselves feel the emotional pain
of their enslavement so they cut off their feelings” (Griffin-
Shelley, 1997).

As stated earlier, PTSD victims recovering from trauma with
substance abuse issues may experience greater difficulty
recovering, and the effects of PTSD often worsen. This often
disrupts their personal relationships at a time when they
most need a support system. The client often asks when
things are going to return to normal, or if s/he will ever

feel normal again. Having the client redefine “normal” can
become a part of the treatment plan - it can translate into
actions the client needs to take while working toward
specific goals.

V. Different treatment models

There is an old joke that asks the question, “How many
addicts does it take to change a light bulb?”"The answer

is none, unless they are motivated to change. As with all
counseling, the client has to be motivated to change. What
that means to each client is something different. Some mo-
tivators are external, like the court ordering the client into
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rehabilitation. Some motivators are internal. Some clients
may catch themselves saying hurtful things to their children
that their parent(s) once said to them, or they may want to
be clean and sober now because they are sick and tired of
feeling badly. The list of possible motivations for recovery

is endless.

Best practice is what works best for the client. The options
available for treatment should be reviewed and discussed
with the client. Questions to ask clients include:
- what they expect from a treatment model and why/
how this model will work for them
« what they expect from a counselor and how will they
know they are getting those expectations met
« how much time they think treatment will take
+ how are they going to pay for counseling (if applicable)
« how are they going to get transportation needs met
« what time works best for them
« what they plan to do when they feel uncomfortable in
counseling.

Itis wise to make a safety plan with the client about coun-
seling choices, because when the going gets tough, the
vulnerable get going. Be sure both of you have a copy of this
safety plan and refer to it as needed.

Try not to empathize with the client — sympathize, and end
the discussion there. Recovery is hard emotional work. Be
honest about what you have heard others say about recov-
ery. List what others have done to help themselves through
difficult times. If you yourself have gone through similar
experiences, this is not the time or place to disclose what

it felt like for you - you are working as a professional and
professional distance is what is needed. Help the client think
about situations ahead of time, because like a safety plan,
the client is only going to remember the first two or three
items on the list. Make those two or three items meaningful
for the client and their chances of walking through another
day increases.

When the client makes it through another day, make sure
you acknowledge the strength, willingness and achieve-
ment the client displays by continuing to do the work. Next
time, and there will be a next time, it may not feel so over-
whelming or all-encompassing. The client now has this ex-
perience to build upon. This is how the client starts creating
good memories. This is how the client finds her or his own
voice and self-confidence.

Before referring a client to any treatment model, you must
be able to answer questions and state the pros and cons of
each model, have phone numbers, web sites, directions on
how to get the physical location and available transporta-
tion as well as meeting schedules. Most importantly, the
advocate should attend at least six local 12 Step meetings
(if the client is referred) to accurately tell the client what to

expect.

Private Counseling
The counselor should clarify, in the first meeting with the

client the following:
« The fee scale, method for payment and policy for last

minute cancellation.

« Frequency of appointment.

« The counselors experience and expertise in work-
ing with addicted survivors of sexual assault.

The focus of therapy is internal; to help bring into con-
sciousness what is unconscious in order to change what is
not working in the client’s life. Because 12 Step programs
emphasize individual responsibility and self determination,
the client may feel they are being blamed for the sexual
victimization. It takes a skillful counselor to hold the client
accountable for their addiction choices without implying or
stating blame for the sexual assault. Unless the counselor
understands the interconnected issues between sexual
abuse and chemical dependency, the counselor may do
more harm than good.

Rehabs

When advocates ask if the client has been to rehab, we need
to know what we are asking. When the answer becomes a
tick on the intake sheet we are losing an opportunity to gain
valuable information. Here are questions designed to get
more comprehensive information from the client. This infor-
mation can give you a better understanding of how drugs
play a part in the client’s life:

How long where in you in Rehab? If the answer is seven
days, two weeks or 28 days:

7 days - The client was admitted into a medical detox facility
and was released after becoming medically stable. While in
detox the client may have attended a 12 Step meeting or
talked with someone who visited the facility from a 12 Step
program. The focus is to get the client medically stable and
to provide some information in written form about addic-
tion and local 12 Step programs.

14 days - The client was in a medical facility due to the
severity of withdrawal related to the drug of choice and/

or insurance. This usually entails, after becoming medically
stable, about a week of intensive case management in order
to find safe housing and a maybe a few 12 Step meetings. In
both the seven and 14 day detox models, the client has not
had the chance to absorb any new information. The body is
in shock and trying to get toxins out of the system. The brain
is not at the point where it can take in new information eas-
ily. The main purpose of a seven or 14 day stay is to stabilize
the client medically and to hopefully find safe housing.

28 days - This is all insurance will pay for. The client usually



spends the first week detoxing before attending life skill
classes, 12 Step meetings, counseling and case manage-
ment. The emphasis is to establish a base fora 12 Step
program and find sober living conditions. The client’s family
is usually involved in some aspect of the treatment because
addiction is a family disease - it affects everyone in the
family. If the client is being released to live with the family
and the family dynamics have not changed, the client is at
greater risk for relapse.

Over 28 days - There are some private programs that are

45 days in length. There are some public programs that are
90 - 180 days (or longer). Usually the client has the op-

tion of leaving the program after 90 days. Publicly-funded
programs over 28 days are probably prisons or transitional
sober houses (a sober house is usually a transitional living
facility, not covered by insurance, the people who live in

this facility are expected to pay rent, attend 12 Step meet-
ings, do house chores and attend weekly house meetings).
Asking if the client paid fees to live in a rehab indicates it
was a transitional living program, either a sober house or a
Therapeutic Community. Anything over 28 days helps the
client develop tools, skills and self-awareness as a base to
recovery. When a person is in rehab, they are not in recovery.
The client is not facing everyday problems or making every-
day decisions. There is a roof over the client’s head and all
other amenities are provided. People are paying attention to
the client. Needs are getting met. The real work of recovery
begins when the client leaves rehab.

What drugs were you detoxing from? Was there more than
one drug? Were you detoxing from your drug of choice or
some other drug? It is very common for the client to state
the drug “kicked” in rehab and not mention the other cur-
rent drug and/or alcohol use. The client justifies and ratio-
nalizes the drug(s) use because it has not currently caused
any life problem(s). This is valuable information for advo-
cates to have: keeping secrets, lying to oneself, is not the
behavior or action of a client moving forward. Exploring the
client’s use and the reason the client gives for the use, may
reveal some insight into the client’s patterns and behaviors.

How many times have you been in rehab? This question may
tell you if the client has been court-ordered, if the family
placed the client, or if it was a voluntary commitment. Does
the client chronically relapse? How long is the client able to
remain sober? Can the client pinpoint what causes the use?
(The client may not be able to answer this question.)

These questions may make the client think about patterns
of substance abuse. It may help the client connect the dots
between certain behaviors, places, things, feelings that trig-
ger the desire to use. This information can be incorporated
into a safety plan and a treatment plan.

How long has it been since your last rehab stay? How long

ago? Did you stay for the full term of the rehab? Don't as-
sume that because the client has been to rehab, the client
has the basic concepts of recovery mastered. This may not
true. For many, life in a rehab facility presents challenges,
one of which is living with and getting along with others
without the use of a substance. What has the client done
since leaving rehab to promote their health and well being?
Many addicted survivors have never been to rehab. Many
do not have insurance, cannot afford the expense of rehab
or have been in trouble with the law. Some may be using se-
cretly, hiding the use from family and friends. Some may try
to hide their substance use from advocates or counselors.

12 Step programs

“Alcoholics Anonymous is a fellowship of men and women
who share their experience, strength and hope with each
other so that they may solve their common problem and
help others to recover from alcoholism. The only require-
ment for membership is a desire to stop drinking. There are
no dues or fees for AA membership... the primary purpose
is to stay sober and help other alcoholics to achieve sobri-
ety

Alcoholics Anonymous

In 1935, Bill Wilson and Dr. Bob Smith established the
“anonymous” tradition by codifying the process by writing
the 12 Steps of Alcoholics Anonymous and the “Big Book.”
Over the years other programs have adapted the 12 Steps of
AA: Al-Anon (for family and friends of the alcoholic)/Alateen
(for children of the alcoholic), Adult Children of Alcoholics
(ACA), Overeaters Anonymous (OA), Gamblers Anonymous
(GA), Debtor’s Anonymous (DA), Narcotics Anonymous (NA)
and Nar-Anon (for family and friends of the addict), Sex,
Love and Addiction Anonymous (SLA), to name a few. When
the word Anonymous is present in the name (most often
the groups are referred to by their initials, GA, DA, OA), those
are the meetings for the person suffering with the addiction
issue. When the word “Anon”is present after the identify-

ing word, these groups are for the family and friends of the
addict.

Things to Know about 12 Step Programs

The Big Book of AA was written in 1935 by two middle aged,
well-educated, upper middle class white men. The relevance
that the 12 Steps has for people who are not middle aged,
well educated, white, upper middle class and male, should
be explored by the person who is entering the program.

Different meetings have different feelings to them: some
may be more spiritual, some may use a literal interpretation
of the Big Book. If you refer a Client to a 12 Step meeting,
have a list of the meeting times available in your office. It's
recommended that the client attend at least 6 meetings for
each group recommended, to get an idea of what to expect.
For example, if the smokers at one group stand in front of
the door before meetings, it may appear that a person has

15



16

to push through the crowd. If this is the client’s first meet-
ing, this may feel like a barrier. If the client is a shy person,
or someone who fears crowds, or even a woman pushing
through a crowd of men, this may not be the appropriate
meeting to attend. Having that list can enable the client to
find another meeting. Providing the client with accurate
information is one of the best gifts we can give.

In chemical dependency treatment the client is told to focus
on the part he or she played in the choices that were made.
In healing from sexual abuse the emphasis is to reassure the
client that the blame for the sexual abuse resides with the
perpetrator. These are two diametrically opposing counsel-
ing strategies.

What happens when the client hears these opposing views?
Explain that using drugs is something the client may have
some control over. The client has no control over the ac-
tions of other people. Consider the neurobiology of trauma,
the negative self-talk the client may have, and the possible
brainwashing or manipulation the abuser has wrought.
These dynamics between what the abuser was responsible
for and the client’s use may create an internal crisis for the
client that can trigger using. Good intentions do not sani-
tize a bad impact. Talk to the client about these opposing
dynamics.

The 12 Step program suggests that clients “take what you
like and leave the rest.” Initially the client will probably need
to process what is heard in group. Although group talk is
confidential, it is permissible for the client to process their
concerns with their counselor.

There are 12 Step groups that meet online. Anonymity is
not a problem. Remind the client that people met online are
strangers. No personal information should be exchanged,
and going into a private chat room or physically meeting
that person is strongly discouraged.

Religious 12 Step Groups

Many 12 Step meetings are held in houses of worship. This
detail does not make them religious in nature. Religious 12
Step groups are religious in nature, using religious literature,
references and beliefs to help the client travel the road of re-
covery and maintain a sustainable sobriety. For some clients
this is a comfort and a way to attain serenity. For others it is
not. Almost all religious 12 Step groups have a church affili-
ation. To find a religious 12 Step group, go to your favorite
search engine on the internet and enter “religious 12 Step
groups.’

The Church of Scientology calls its abstinence program
Narconon. Narconon does not use the 12 Steps and is not
related to either Narcotics Anonymous or to Nar-Anon. Nar-
conon presents the Scientology doctrine and practices as
therapy for drug uses. There can be some confusion because

of the similarity of the names.

Therapeutic Communities

In general, the Therapeutic Community (TC) is a drug-free
residential setting that uses a hierarchical model with treat-
ment stages reflecting increased levels of personal and
social responsibility. Peer influence, mediated through a
variety of group processes, is used to help individuals learn
and assimilate social norms and develop more effective
social skills.

TCs differ from other treatment approaches principally in
their use of the community (treatment staff and those in
recovery) as key agents of change. Those in the addiction
field refer to this approach as “community as the therapy.” TC
members interact in structured and unstructured ways to
influence attitudes, perceptions, and behaviors associated
with drug use.

Many individuals admitted to TCs have a history of social/
educational/vocational skills and community and family ties
that were eroded by their substance abuse. For them, recov-
ery involves rehabilitation. They must relearn or re-establish
healthy functioning skills and values, as well as regain physi-
cal and emotional health. Other TC residents never acquired
functional lifestyles. Recovery for them involves habilitation.
TCis usually their first experience in living with rules, regula-
tions and life skill processes.

In addition to the importance of the community as a pri-
mary agent of change, a second fundamental TC principle is
“self-help.” Self-help implies that the individuals in treatment
are the main contributors to the change process. “Mutual
self-help” means that individuals also assume partial respon-
sibility for the recovery of their peers- an important aspect
of an individual’s own treatment. Therapeutic Communities
often incorporate specialized strategies and services to treat
those with special or complex needs. These include people
with:
+ substance abuse and other problems such as multiple
drug addictions
+ nvolvement with the criminal justice system
« lack of positive social support
« mental health problems (e.g., depression, anxiety,
PTSD, and antisocial and other personality disorders).

TCs are usually gender-specific. The client is usually not
asked during intake about sexual abuse/assault. Addicted
clients with sexual assault issues may have a hard time
adjusting to a TC because they will be confronted by staff
and other TC residents on their language and behaviors.
This confrontive and assertive culture may trigger those
who have histories of abuse. This may not be the best model
for those triggered by confrontive methods. If an addicted
survivor is considering going to a TC, discussing this option
in counseling is a good idea.



Other Models

These models, except for Rational Recovery, all have sched-
ule meetings and literature. A list of schedule meetings and
whetre literature can be purchased can be found on each
group’s website.

16 Steps of Discovery and Empowerment

This model was developed by Charlotte Kasl, Ph.D. in her
book Many Roads, One Journey - Moving Beyond the 12
Steps. Dr. Kasl states that the 12 Steps, while helpful, are also
anachronistic, sexist and mired in fundamentalist Christian
dogma. She feels AA’s message of ego deflation is not the
only path to recovery and that most women have very little
ego strength; that many are battered, in bad relationships,
are incest survivors and the 12 Steps has them constantly
focusing on their faults and accepting the blame for their
actions. The 16 Steps encourages addicts and people with
dependency issues to “take charge of their lives and ex-
amine beliefs, addictions and dependent behavior in the
context of living in a hierarchical, patriarchal culture” The
16 Steps offers support for a wide variety of quality of life
issues such as addiction, abuse, codependency, self-esteem
and personal empowerment. The 16 Steps encourages the
celebration of personal strengths, choices, standing up for
oneself, healing the physical body, and seeing people as a
holistic community, not just the recovery community. Some
men may feel less comfortable with this model. Visit www.
charlottekasl.com/16ssteps.html.

SMART Recovery (Self Management And Recovery Train-
ing)

This method helps people recover from all types of addictive
behaviors and is an alternative to 12 Step programs. SMART
believes addictions/compulsions are complex maladaptive
behaviors with possible physiological factors. This model
shows the client how to change self-defeating thinking,
emotions and actions. This program emphasizes working
toward long-term satisfaction and quality of life through
self-empowerment and self-reliance. Visit www.smartrecov-
ery.org.

White Bison, Inc

White Bison offers sobriety, recovery, addictions prevention
and wellness (wellbriety) learning resources to Native Amer-
ican communities nationwide. Many non-Native people also
use White Bison’s healing resource products and attend its
learning circles. “Wellbriety” means to be sober and well.
The “well” part of wellbriety is the inspiration to go beyond
sobriety and recovery, committing to a life of wellness and
healing everyday. Visit www.whitebison.org.

Women for Sobriety

This New Life program is designed to help achieve sobriety
and sustain ongoing recovery by focusing on 13 positive
statements that encourage emotional and spiritual growth.
The program has been effective in helping women over-

come their addictions and learn a new lifestyle. This pro-
gram can be used as a stand-alone program or with other
programes. It is also used in hospitals, clinics, treatment facili-
ties, women’s centers and wherever addictions are treated.
This program may feel like a safe alternative for female
survivors who have trust issues with self-disclosing in front
of men in groups. Visit www.womenforsobriety.org.

Secular Organizations for Sobriety (Save Our Selves)
SOS takes a self-empowerment approach to recovery and
maintains that sobriety is a separate issue from all other life
issues. It credits the individual for achieving and maintain-
ing his or her own sobriety. SOS respects recovery in any
form, regardless of the path by which it is achieved. SOS
also respects diversity, welcomes healthy skepticism, and
encourages rational thinking as well as the expression of
feelings. SOS chooses to make sobriety a separate issue from
spirituality and religion. Visit www.health.groups.yahoo.
com/groups/SOS.

Rational Recovery (RR)

This ideology identifies the self-recovered individuals as the
experts on their addiction recovery - they are the inspira-
tion and the mentors of Rational Recovery. RR is a source of
counseling, guidance and direct instruction on self-recovery
from addiction, alcohol and other drugs through planned,
permanent abstinence. RR is a for-profit organization, of-
fered via the internet, books, videos and lectures. Based on
recognizing negative internal self-talk, RR does not regard
alcoholism as a disease, but a voluntary behavior and dis-
courages adoption of the chronic recovering drunk persona.
There are no RR recovery groups. Great emphasis is placed
on self-efficacy and there are no discrete steps and no con-
sideration of religious matters. This program is self-paced
and self-structured. Visit www.rational.org.

Moderation Management

This model is an early intervention/harm reduction be-
havioral change program and support group for people
concerned about their drinking. The program empowers
individuals to accept personal responsibility for choosing
and maintaining their own path, whether it's moderation
or abstinence. Based on nine steps to help a person find
balance and moderation in their lives, if MM proves to be
an ineffective solution, the individual is encouraged to find
another program that work better for them. Visit www.
moderation.org.

Dual Recovery Anonymous (DRA)

This is a fellowship of men and women who meet to sup-
port each other in their common recovery from two no-fault
conditions. They believe that emotional or psychiatric illness
and chemical dependency are not the fault of the addict.
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There are two requirements for membership:
« A desire to stop using alcohol or other intoxicating
drugs.
A desire to manage the emotional or psychiatric
condition in a healthy and constructive way.

DRA members are encouraged to build a strong personal
support network. That network may include support from
chemical dependency or mental health treatment facili-
ties, medical or social service professionals, and spiritual or
religious assistance, in addition to other 12 Step or self-help
groups. DRA has no opinion on the way the other groups
address dual disorders or dual recovery. DRA does not offer
advice regarding specific forms of treatment for the various
types of emotional or psychiatric conditions. Members of
DRA share their personal experiences regarding the ways
they cope with their symptoms by applying the 12 Steps in
their daily lives. Visit draws@draonline.org.

VI. Recovery

Recovery from Substance Abuse

The term substance abuse is often used in conjunction with,
and at times, interchangeably with, the terms chemical de-
pendency, alcoholism, addiction, drug habit, drug addiction
and the disease of addiction. All these terms refer to a condi-
tion that is characterized by the addiction to a mood-alter-
ing chemical. Substance abuse includes abusing both drugs
(legal and illegal) and/or alcohol. The chemically dependent
person is unable to stop drinking or taking the drug of
choice despite the serious health, financial, jobs, family and
relationship consequences and/or legal difficulties. Addic-
tion is usually a progressive and chronic condition, and, if
left untreated, can be life-impairing or fatal.

A person who is chemically dependent loses the power

of choice to addiction. The client may be able to stop for

a while but usually can not sustain sobriety over the long
haul. The client usually returns to using the substance again
despite all best intentions and exertions of logic and will
power. This is why it is said that addiction is a chronic relaps-
ing condition.

Chemical dependency is characterized by continuous or pe-
riodic binge use. This includes preoccupation with the drug
of choice and compulsive thoughts such as:

+ How much do | have?

« Where am | going to get it?

+ How am | going to pay for it?

Denial

The addict continues using despite the negative conse-
quences, distorted thinking and denial. Typically the addict
is the last to admit he or she has a problem. Denial is an
integral part of the process and a major obstacle to recov-

ery, and also a major factor in relapse. Denial is a mechanism
that keeps the user in the dark about their existing life prob-
lems. If a chemically dependent client is in denial, the client
cannot engage in the recovery process. One cannot solve a
problem unless there is acknowledgement that it exists. The
client will make statements like:

+ lonly use alittle.

+ lonly use after the kids are in bed.

+ | can stop any time | want.

« lamin control.

Many addiction specialists believe addiction cannot be
cured; only treated, arrested and kept in remission. Addic-
tion is more complex than the use and abuse of mood-al-
tering chemicals. Recovery is more complex than becoming
abstinent. Many users believe that after becoming drug and
alcohol free their life will be “happy, joyous and free.” Addicts
believe this because they have heard how much better life
is without the drug. Detox alone is rarely enough. In order to
maintain abstinence the addict must make personal, inter-
personal and lifestyle changes. Most addictions specialist
and long-term recovering addicts and alcoholics who have
ten or more years of abstinence believe recovery is a life-
long process.

Addictions and trauma are intrinsically related. A sustainable
recovery program addresses both the addictive patterns
and the underlying pain. Addressing one issue and not both
can cause the addict to become rigid in their daily life and
avoid relationships. This can increase despair and isolation.

Dynamics of Consent

Although sexual violation can include elements of sexual
gratification on the part of the abuser, there are often power
and control issues on the part of the perpetrator. Consent to
sex includes clearly saying or indicating, “yes.” Some people
are unable to give consent because of a physical, mental or
chemical impairment. Saying nothing or acquiescing under
duress, coercion or force does not equal consent. It equals,
at best, co-operation under extreme circumstances or doing
what it takes to survive.

Recovery From Sexual Assault

Common Reactions

A common reaction either during or after a sexual assault is,
“This can not be happening to me” (derealization). During
the rape some victims commonly believe they are in dan-
ger of being seriously injured or killed. The attacker makes
this intention clear by verbal threats, physical force and/or
weapons.

Most people in a sexual assault situation experience a feel-
ing of powerlessness - there is nothing they can do about
the situation. The perpetrator is in control and accountable.
Being high or drunk does not merit a sexual assault. To sug-



gest otherwise is victim-blaming. Blaming language can be
re-traumatizing and may place another road block in the
client’s way.
Some clients are clear about what happened during the sex-
ual assault. Others may describe the assault in the language
of consensual sex. They may want to minimize or excuse
what happened, especially since most sexual assaults are
committed by someone the client knows. Each client’s situ-
ation is unique. Recovery after a sexual assault is a process.
From the beginning, the client needs accurate information
and enlightened education. Questions clients usually ask:

« How do other people react after they have been raped

or sexually assaulted?

« How do they feel afterwards?

« How do they cope?

« How do they put their lives back together?

« How long does it take to “get over it?”

Enlightened information includes being honest. Some days
are going to be harder than others, sometimes with good
reasons — court appearances, anniversary dates — and some-
times for no clear reason. Assure the client everyone reacts
and recovers differently. Whatever the client is feeling is
their natural reaction to an unnatural stressful circumstance.

Spiritual Help

If the client request spiritual counseling, suggest the client
ask a trusted friend or a family member to make a recom-
mendation if the client does not have spiritual or religious
mentor, priest, rabbi or clergyperson. The client can also do
a search online. As a matter of professional ethics, the reli-
gious beliefs of the counselor must be kept separate from
the choices of the client.

Listening Skills

Listen to what the client says. Reassure the client that giving
details of the assault is her or his choice; divulging details

is not necessary for the healing process. If it helps, you are
there to listen. And then listen - give the client that listening
space. Allow for awkward silences. As a listener, it is impor-
tant not to jump in and fill the silences. Give yourself the
permission to sit, listen and not try to fix anything. Often the
client has no other safe place to discuss what happened and
their feelings surrounding the assault.

Systems Advocacy

Sometimes the client is involved with other systems, e.g.,
criminal justice, law enforcement and/or child protective
services. These agencies usually want a cohesive, sequential,
logical account of the assault. As an advocate, understand-
ing how these systems operate and interconnect will help
you guide the client into systems that do not always work
quickly or efficiently. If an agency has a victim assistance ad-
vocate, introduce yourself to the advocate and learn about
the different philosophies of each organization.

These systems may demand the client respond within cer-
tain parameters. These parameters may conflict, overlap or
compete with each other. With so many systems involved,
interdisciplinary cooperation is needed. Are there signed
consent forms allowing you talk to each other regarding the
client? If the client is in a shelter or rehab that requires the
client to do certain chores at certain times in order to stay in
the program and the client is ordered by the court to take
parenting classes that conflict with your program’s require-
ments, how is that handled by both agencies? Asking the
client to choose which requirements to ignore is not an op-
tion. This needs to be figured out proactively, especially for
addicted survivors who may not be able to focus in the first
stages of recovery.

What other systems in the community are available to help
with specific services? Faith-based organizations usually
respond quickly to hygiene and clothing needs, among
other services like literacy education or on-site Bible stud-
ies, which is important to some clients. What educational
systems, medical systems or day care facilities are available?
Are there community colleges, universities, agricultural
extensions agents (who offers advise on growing a garden
or recipes for cooking healthy meals), that can come on-site
and do educational groups on nutrition, exercise, child de-
velopment, budgeting, vocational training or GED classes?
Thinking outside of the box and examining what exists in
the community and then bringing it into the facility can
help the client in all aspects of their lives.

Effects of Sexual Assault

Sexual violence is traumatizing. It is an intimate and per-
sonal form of violence. The stress of this experience can last
for days, weeks, months or years and can have far-reaching
effects for the victim. These responses include, and are not
limited to:

Sleep disturbances and fatigue. Some clients will have insom-
nia, while others will sleep all the time. Nightmares of the
assault are common. If a client understands beforehand that
this can happen and it is just a dream, this information often
goes a long way to help the client self-soothe.

Inability to concentrate. Trauma makes it hard to focus and/

or think in a logical systematic sequential manner. This fact

decreases the victim'’s ability to perform at their job, school,
work, parenting, etc.

Triggers and anxiety attacks. Memories, smells, sights, sounds
and touch often trigger the release of fear-based neuro-
chemicals, and the victim reacts. Things that were normal
before the rape now interfere with daily life (depending on
where the assault took place, the victim may have a hard
time returning to school, work , home, the gym, etc.). To the
client, this generally causes more distress.
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Sexual dysfunction. Sexual situations may trigger feelings of
danger and panic, even in a consensual loving relationship;
or the client, especially if they are a survivor of childhood
sexual assault, may confuse the assault for love and affec-
tion and may engage in risky and/or abusive sexual relation-
ships.

Hypervigilance. Because the amygdala is now on the con-
stant lookout for clues of danger, the client may show signs
of extreme defensiveness and may be quick to anger. The
client may be jumpy, unable to fall into a deep sleep, unable
to relax and have difficulty trusting others.

Eating disturbances. In a crisis situation, blood is rushed to
the extremities in preparation for fight or flight. If the client
is in a constant state of hypervigilance, this can cause nau-
sea in some after eating, as well as heartburn and weight
loss. Some overeat to self-nurture. Some stop eating in an
effort to disappear. Some clients use food as a way to numb
feelings.

Substance abuse. In an effort to alleviate symptoms, relax or
sleep, some clients self-medicate. Using substances can put
the client at further risk of victimization.

Physical lllness. Clients frequently complain about head-
aches, stomachaches, neck and back pain. They may report
frequent illnesses, high blood pressure, depression or any
number of illnesses. The client needs professional medi-
cal help from a licensed practitioner who understands the
medical consequences of a sexual assault.

The victim also may suffer a number of losses:

. Loss of Innocence - The client will not look at them-
selves, others or the world in the same way again. For
victims who were sexually abused and have used chemi-
cals since childhood, a recent sexual assault may bring
up old, unresolved issues, one of which may be the loss
of their childhood.

. Loss of Safety — Most of us live with the illusion of safety.
We don't think something traumatic is going to happen
to us. Our clients no longer have that illusion.

. Loss of Trust and Faith — Sexual assault is generally com-
mitted by someone the client knows. The client is usually
introduced to drugs by someone known to him or her. If
the people the client trusted were hurtful, how does the
client now go about trusting others?

. Loss of Virginity — If the client’s first sexual experience is
nonconsensual and unwanted, this may cause the client
to question spiritual beliefs especially if they come from
a traditional religious background. It may be a comfort
for the client to understand that virginity is something
offered to a loving partner. Virginity cannot be taken
without consent.

. Financial Loss - Victimization can come with medical

bills, legal expenses, relocation costs and loss of wages,
to name a few.

« Loss of Relationship(s) — Family, friends and significant
others often become impatient with all aspects of the
recovery process and/or they might blame the client for
the attack. The client may lose important and significant
relationships at a crucial time.

« Loss of Control - This is probably the most profound loss
for the client. The loss of control over one’s own body is
traumatic.

« Loss of the Future - Loss of any kind requires a person
to redefine their plans and vision of the future they have
imagined. Often a client re-envisions the future with the
sexual assault as the defining event in their life.

There are three basic stages of recovery process:

1. Impact - The assault literally leaves the client in shock,
numb and in disbelief and denial. At this stage of the
recovery process, it is important to address the imme-
diate needs of the victim; the immediate physical and
safety needs, emotional support, and to give the client
information about what is going to happen next.

2. Recoil - The client often experiences a cataclysm of
emotions as she or he goes through this stage and tries
to create distance from the assault. The client might
question previous core values and beliefs in an effort to
make sense of what happened.

3. Reorganization — The client begins to regain a sense of
balance and comes to term with what happened. The
client may begin to re-define the future.

All of the responses and losses mentioned above can hap-
pen at any time, throughout any stage of the recovery pro-
cess. It is important to stress to the client that feelings are a
natural reaction to an unnatural traumatic circumstance. The
confusion, the inability to place the event in a chronologi-
cal logical order and the roller coaster of emotions are the
results of the body doing exactly what it was designed to
do, keep the victim alive and safe.

Eight Ways to Help

There are also some identified ways to immediately help

when responding to trauma survivors. One group of re-

searchers (Ruzek et al, 2007) listed eight core actions:

1. Contact and Engagement

Goal: Respond to contacts initiated by affected persons,
or initiate contacts in a non-intrusive, compassionate
and helpful manner.

2. Safety and Comfort
Goal: Enhance immediate and ongoing safety, and pro-
vide physical and emotional comfort.

3. Stabilization (if necessary)
Goal: To calm and orient emotionally-overwhelmed/dis-
traught survivors.



4. Information Gathering: Current Needs and Concerns
Goal: Identify immediate needs and concerns, gather
additional information and tailor psychological first aid
interventions.

5. Practical Assistance
Goal: To offer practical help to the survivor in addressing
immediate needs and concerns.

6. Connection with Social Supports
Goal: To reduce distress by helping structure opportuni-
ties for brief or ongoing contacts with primary support
persons or other sources of support, including family
members, friends and community helping resources.

7. Information on Coping Support
Goal: To provide the individual with information (includ-
ing education about stress reactions and coping) that
may help them deal with the event and its aftermath.

8. Linkage with Collaborative Services
Goal:To link clients with needed services and inform
them about available services that may be needed in
the future.

Recovery from Substance Abuse and Sexual Assault
One of the first things many counselors hear when they
work with addicts is “if their lips are moving they are lying”’
Lying can be seen as evidence that the client has devel-
oped survival skills. Even though the client may be beaten
down at this point in time, these skills speak to their intel-
ligence, their willingness to live and their capacity to learn,
even if these skills are now outdated and are causing them
negative consequences. Instead of looking at the client as
manipulative or deceitful, try to see the client as someone
whose coping skills are not serving his or her best interest.
What does the client need to re-learn and do differently to
achieve the stated goals?

During intake at a drug and alcohol rehab, the client is
rarely screened for a history of sexual violence. The screen-
ing tools often contain hints of past abuse. Counselors can
learn to connect the dots during in-take screening in order
to help the client get off the roller coaster ride of victimiza-
tion. Sometimes counselors unintentionally set the client up
for failure. The client may leave the program with the same
vulnerabilities as well as the internal anguish.

The hope is that the victim will transition into a survivor. It

is important to set to the tone of empowerment from the
beginning. The client may be overwhelmed with the pro-
gram’s rules and regulations. For people who have struggled
with oppression and/or have internalized oppression, the
program rules may seem like more oppression. Explaining
the purpose of the forms may be helpful. A good program is
not going to judge the client.

The empowerment process can be initiated from the begin-
ning:

Tell the client: “When you leave here, if you are clean and
sober, and cannot tell me why you are clean and sober, this
program has failed you. When you leave here and you tell
me you are going to use and can tell me why you are going
to use, the consequences and how you are going to handle
those consequences, then this program has served you well.
We are here to offer you new coping tools and skills. We are
here to help you make conscious decisions and to learn to
act rather than react”

Additional Concerns of Addicted Survivors

Social Concerns

The client may feel increased distrust toward others gener-
ally and men specifically, especially if the rapist and/or their
dealer is a man. The client may have a shorter temper, be
afraid of authority figures, or cry easily. Some reactions may
result from a specific component of the assault or of the ritu-
al of using. Some clients may feel a strong need to get away,
leave school or change jobs. All of these reactions are natu-
ral, representing what the client thinks is needed in order to
regain control. Avoiding problems by moving to a different
locale is called “geo-fixing.” Geo-fixing is a temporary band-
aid. Itis also a clue that the client is avoiding a problem.

Psychological Concerns

Denial of the effects of the assault and/or drug usage is a
common reaction. Denial/avoidance may be the client’s way
of initially catching his or her breath before processing and
resolving trauma and learning new coping tools.

When a victim first enters into a shelter and/or rehab, they
are in shock. While it is important to screen for mental ill-
ness, waiting until the client has had time to recover from
the neurochemicals that were released in response to the
trauma, as well as getting their system clear of any drug(s)
they may have taken, will give a more accurate evaluation.
In fact, it may take many months of abstinence from drugs
before the clinician is able to determine how many of the
patient’s problems are neurochemical, temporary drug ef-
fects derived from use and how many are truly psychologi-
cal in nature. The experience of drug abuse and addiction
itself leads to massive social and psychological disruption
(Bean, 1981).

Sexual Concerns

The assault may disrupt the sexual life of the survivor
because sex was used as a weapon to break a personal
boundary for the purpose of humiliation, punishment and/
or control. It may take some time for the client to disassoci-
ate the sexual assault from consensual sex, especially if the
survivor was a virgin at the time of the assault. For the ad-
dicted client sex may have been used as a manipulative tool,
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to bargain for housing, food, clothing or drugs, or they may
have been forced to perform by a pimp.

In either case, the client lost their sense of personal bound-
aries and their ability to say no. Some survivors experience
physical pain during sex, have difficulty relaxing or are
indifferent to sex. At the other extreme, some survivors may
desire sex all the time. The survivor may be concerned that
their partner will feel differently toward them. Because of the
range of stresses the survivor experiences after an assault,
consensual sexual relationships and other friendships can
be placed under heavy strain. Current statistics indicate that
about half of all survivors lose their love relationships within
a year of sexual assault (Grice, et al, 1995).

Physical Concerns

The client may report continuing gynecological/genital
problems. If physically beaten, the client may continue to
experience physical pain. Sexually transmitted diseases and
pregnancy are also concerns. Nightmares may cause the
client to lose sleep or fill their waking hours. It is not un-
common for an addict to have “using dreams” and wake up
craving their drug of choice or feeling high. Depending on
the drug used and where it is stored in the body, the client
may smell like the drug, when the body releases the drug via
sweat or urine.

Physical concerns can cause exhaustion, impatience, argu-
mentativeness, depression, frustration and self-pity, which
can make the client difficult to work with. Doctor’s appoint-
ments should be written down and kept. The client needs
education on the importance of a balanced diet and a regu-
lar sleep cycle to recovery.

Three Needs of Clients

The three major needs of a client entering a shelter are to
feel safe, be able to express emotions and to know what
comes next. Without knowing what comes next the client
can expect too much of themselves and of others. An advo-
cate’s job is to provide a safe place where the client can ex-
press themselves freely and ask questions about what comes
next in what ever system they are involved in.

First Aid for the Brain
Helpful things that client can do to re-establish equilibrium:

1. Exercise — moderate to strenuous exercise to manage
stress.

2. Fluids - to flush out excessive chemicals in the body:
water, juice. No alcohol and no caffeine. Fruits and veg-
etables are also a good option.

3. Verbalization - the sooner the client identifies and states
what they are feeling, the easier it is to own the feeling
and work through it.

4. Writing — keeping a journal with a narrative can help the
client identify and clarify their triggers, when and where
the triggers were felt and how to address the situation in

9o  thefuture.

5. Nutrition — a body that is damaged due to substance
abuse may be malnourished. Poor health and hunger
produce stress. A daily diet containing a balance of
vegetables, fruit, carbohydrates, proteins, fats and dairy
products is recommended. A nutritionist can help the
client figure out a specific diet.

Additional Considerations

1. Personality. What coping mechanisms does the client
already possess? How successfully have they coped
with stress and trauma in the past? How can they adapt
their coping skills?

2. Support System. Does the client have a strong system
of friends and family for emotional support? Will the
support group treat the client with empathy? Does the
client want to attend a survivor’s group?

3. Existing Life Problems. Is the client experiencing a di-
vorce or another type of break-up? Does he or she have
emotional or psychological problems? Was the client
clean and sober before the sexual assault? If the client
had life's problems under control prior to the assault,
the trauma of the assault may reactivate the use or
desire to use.

4. Prior Sexual Victimization. Was the survivor assaulted
previously or a victim of incest or childhood sexual as-
sault? If so, recovery may be much more difficult.

Regaining a sense of control over one’s life is the primary
focus of recovery.

VII. Relapse

Twofold process

The obvious solution to recovery from drugs is to abstain
from them in the first place. That sounds so simple, and yet
it isn't necessarily easy. Addictions are cunning and baffling.
If they weren't, people would not relapse.

Relapse is often called a twofold process. The first part of
the process starts long before a person uses again and the
addict gets triggered. Triggers can be in the form of indi-
vidual people, places, noises, images, smells, tastes, feelings,
animals, films, scenes within films, tones of voice, body posi-
tions, bodily sensations, weather conditions, time factors, or
combinations thereof. Triggers can be subtle and difficult to
anticipate and sometimes exacerbate Post-Traumatic Stress
Disorder, a condition where trauma survivors cannot control
the recurrence of traumatic or repressed memory. The pain
and discomfort of the trigger can be so overwhelming the
client thinks that using cannot be any worse than staying
sober.



In this first phase of relapse, denial is prominent and the
client is out of touch with feelings, and therefore cannot
share them with others. The client may be concerned about
maintaining sobriety and may be unwilling to talk about
these concerns because of the denial. In order to tolerate
these periods of worry, fear and anxiety, the client ignores
or denies these feelings in the same way they denied the
addiction. The client may try to cope by reverting to old
coping behaviors, thinking and language.

The second phase of relapse is characterized by avoidance
and defensive behavior. In this phase, the client does not
want to think about anything that will cause painful and un-
comfortable feelings. The client may be convinced that “I'll
never use again,”and proclaims this loudly and often to oth-
ers. The client so firmly believes this that the need for a daily
recovery program seems unimportant. The client’s focus is
generally external, so the tendency is to worry about others.

Defensive, compulsive and impulsive behaviors may materi-
alize, e.g., defensiveness when no defense is necessary, rigid
thoughts or actions. There may be a tendency to repeat the
same behavior over and over again without a good reason.
The client may appear to be the model of recovery. Impul-
sive behaviors can occur at times of high stress. This may
cause the client to make decisions that have an adverse
impact on their life and recovery program. The client may
begin to spend more time alone, avoiding others, which re-
sults in loneliness. Instead of dealing with the loneliness the
client may become more compulsive and impulsive.

Checklist of Relapse Symptoms

« Exhaustion

+ Dishonesty

« Impatience

« Argumentativeness

» Depression

+ Frustration

+ Self-pity

+ Cockiness

« Complacency

« Expecting too much from others

+ Letting up on discipline

+ Use of mood-altering chemicals

+ Wanting too much too soon

« Forgetting gratitude

+ "It can’'t happen to me” attitude

+ Feelings of omnipotence
(www.soberrecovery.com)

The Most Common High Risk Situations for Those
in Recovery
+ Being around people, places and situations previously
associated with using
+ Feeling bored, lonely, angry, guilty, helpless, anxious
and/or dwelling on past mistakes

+ Severe stress at home or on the job

« Having positive feelings that in the past were associated
with getting high

« Exhaustion or fatigue

+ Doubting you have a problem and believing you can
safely return to controlling your use

+ Hearing or telling “war stories” and/or romancing the
“good times”

« Continuing other addictive behaviors: sex, eating, gam-
bling, working, etc.

« Having a lot of cash on hand
(Gorski, 1994)

Ten Tips for Those in Recovery When Dealing with High
Risk Situations

« Plan ahead, plan ahead, plan ahead.

« If you find yourself in a high-risk situation, get out of it
immediately. Don't act helpless. Don't make excuses for
being there.

«  Don't go to bars, clubs, or parties where it will be dif-
ficult to resist using.

+ Avoid talking or being with people who will use in your
presence.

» Talk openly and honestly about your high-risk situa-
tions before you are confronted with them.

« Have alist of 5 supportive people you can call when
feeling vulnerable.

+ Make sure someone supportive accompanies you when
faced with unavoidable high-risk situations: family
reunions, holidays.

- Display the list of high-risk situations in a place you will
see often.

« Have alternate activities/plans available in case the
plans fall through or you find yourself in an unexpected
high-risk situation.

+ Think positively in the face of the unexpected. Remem-
ber to breathe and say to yourself,“l am smart,”“l can
figure this out,”and “I will feel much better about myself
after | have successfully coped with this situation.”

+ Physical activity, like team sports, walking or jogging, to
release the frenetic energy that is common for people
in recovery.

(www.lifetips.com)

Post Acute Withdrawal Syndrome (PAWS)

When people think about addiction, they usually think
about the drug-based symptoms rather than the sobriety-
based symptoms which can make sobriety a challenge.
Recovery causes a great deal of stress. Many addicts have
not learned to manage stress without the use of chemicals.
Research indicates the presence of brain dysfunction in
75-95 percent of the recovering alcoholics/addicts tested
(Gorski, 1994) that disappear over time. The stress of re-
covery can aggravate the brain dysfunction and makes the
symptoms worse.



Helping the client to understand the sobriety-based symp-
toms of PAWS may go a long way in preventing relapse.
Recovery from the damage caused by substance abuse
requires abstinence. The damage caused by the substance
abuse interferes with the ability to abstain. This is the para-
dox of recovery. For this reason it is necessary to do every-
thing possible to reduce the symptoms of PAWS.

PAWS occurs after the acute withdrawal phase. PAWS is
biopsychosocial syndrome resulting from the combination
of damage to the nervous system caused by the drugs and
psycho-social stress of coping with life. PAWS symptoms
usually peak in intensity over a 3 month to 2 year period
after withdrawal. Depending on the severity of the client’s
brain dysfunction and the psychosocial stress the client
experiences in recovery, the nervous system requires any-
where from six to twenty-four months to readjust.

Symptoms of PAWS
+ Inability to think clearly
+ Memory problems
« Emotional overreaction or numbness
+ Sleep problems
+ Physical coordination problems
+ Stress sensitivity

PAWS symptoms are not the same in everyone. They vary in
how severe they are, how often they occur, and how long
they last. Some people experience certain symptoms, some

people have other symptoms, some people have none at all.

Over a period of time PAWS may get better (regenerative), it
may get worse (degenerative), it may stay the same (stable),
or it may come and go (intermittent). Traditional treatment
usually does not address these symptoms because until re-
cently they were unrecognized. Degenerative PAWS can be
changed into stable, stable into regenerative, and regenera-
tive into intermittent PAWS. The most common pattern of

PAWS is regenerative and over time it becomes intermittent.

It gradually gets better until the symptoms disappear and
then it comes and goes.

Managing PAWS Symptoms

The less a client does to prepare for a PAWS episode, the
higher the risk of relapse. Conditions that put the clientin a
high risk situations are usually lack of self-care — recovering
without a relapse means being aware of the stressful situa-
tions in the client’s life and how to handle those situations
when they occur. It is not the situation that makes the client
vulnerable; it is the client’s reaction.

Because stress can trigger and intensify the symptoms of
PAWS, learning to manage stress by identifying its source
early is important. Proper diet, exercise, regular habit, and
positive attitudes play important roles in controlling PAWS.
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Relaxation can be used as a tool to retrain the brain to func-
tion properly and to reduce stress.

When the client experiences PAWS symptomes, it is impor-
tant to bring them under control as soon as possible. Here
are some suggestions that have helped others:

* Verbalization. Talk about the experience to people who
are not going to accuse, criticize or minimize. This can
help the client look at the situation more realistically.

It can help bring internal symptoms to conscious
awareness.

* Venting. Expressing as much as the client can, even if it
seems irrational and unfounded.

* Reality Testing. The client’s perception of what is hap-
pening may be very different from reality. Learning to
ask someone if the client is making sense (the client’s
words and behavior) can become an invaluable skill.

*  Problem Solving and Goal Setting. What can the client
do right now about the situation? Is this a situation the
client can change? If it is, what actions can the client
choose?

* Backtracking. Thinking over what happened; can the
client identify how the episode started? Can the client
think of other times they experienced symptoms of
PAWS? What turned it on? What turned it off? Are there
other options that might have worked better or sooner?

Education and Retraining

Learning about addiction, recovery and PAWS symptoms
can help the client relieve anxiety, guilt, and confusion that
tends to create stress by “normalizing” the symptoms. As the
client learns to use skills and tools that interrupt and control
the stress and the symptoms when they occur, the client
improves his/her ability to remember, to concentrate and to
think clearly. This retraining involves practicing these tools
and skills in a safe environment where the client can build
confidence. Part of the retraining includes doing things one
step at a time, doing only one thing at a time, writing down
or making a list of what is important or needs to be remem-
bered, and asking questions when clarification is needed.

Learning about the symptoms of PAWS, knowing what to
expect and not overreacting to the symptoms all increase
the client’s ability to function appropriately and effectively.

Self-Protective Behavior

In the end, the client is responsible for their behaviors, so-
briety and understanding their triggers. This is both daunt-
ing and liberating. Learning coping skills that reduce stress
may help the client by not allowing other people, places or
things to push the client into reactions that are not in their
best interest. Once clients have identified what situations
may bring about an overreaction, they can learn to avoid
them, or learn to interrupt the situation before it gets out of
control.



One of the ways to diminish a trigger is to connect it in the
here and now with something positive, comforting and
nurturing. Remind the client they are sitting next to you

and they are safe. Ask them to tell you about their favorite
memory or favorite color or something that makes them
smile or sing their favorite song. Traumatic memories will re-
surface as negative reactions at unexpected times in unex-
pected places. To minimize the affects of the trigger, linking
the negative to the positive, is a great help. The bad reaction
surfaces first and then the next thought is a comforting one.
This is a tool a person can learn to use in order to catch their
breath and to help keep them from reacting. Like all tools it
needs to be practiced until it becomes second nature.

Exercise

Exercise helps rebuild the body and keeps it functioning
properly, reduces stress and produces endorphins that make
the client feel good. Different types of exercise are helpful
for different reasons. Consistency and regularity are the key
words for the recovering person. Whatever exercise the cli-
ent chooses, remind them not over-do it! If it hurts don't do
it. The old adage “no pain, no gain”is not true for recovering
people.

Relaxation

Deep relaxation rebalances the body and reduces the pro-
duction of stress hormones. It is the opposite of the “fight
or flight” reaction. A muscle cannot relax and tense at the
same time. It is impossible to maintain tension while physi-
cally relaxing. The distress resulting from thought process
impairments, emotional process impairments, memory im-
pairments, and stress sensitivity can be reduced or relieved
through proper use of relaxation.

Playing is a necessary form of relaxation that is often ne-
glected. It is difficult to define play because it is not so much
what one does as how one does it, how one spends time
having fun, laughing, being childlike and free. There are a
variety of relaxation exercises: books, tapes and medita-
tionns. Finding a method that the client finds relaxing and
will use can help in reducing stress.

Cravings

Drug craving is linked with drug abuse and withdrawal, and
occurs for physiological, psychological and social reasons.
When the client is craving their drug, they may sweat and
also have the physical sensation of smelling and tasting the
drug. Craving triggers can come from: situations, events,
thoughts about the fun role of the drug, cruising old neigh-
borhoods, talking with using buddies, going to a bar or
other places where the client used in the past, watching T.V,
or even listening to certain songs.

The craving cycle is marked by obsession (out-of-control
thinking about use), which quickly turns to compulsion (an
overwhelming urge to use though the client knows it is not

in their best interest to do so), which becomes a craving
(obsession and compulsion merged into a full blown physi-
cal craving), which leads to drug-seeking behaviors.

Psychological Cravings

* Euphoric Recall. This romances the high - remembers
only the good/fun of using, and exaggerates it.

* Awfulizing Abstinence. Only the negative aspects of
recovery are noted and exaggerated. This can make the
client feel deprived, which can lead to the thought that
being sober is not about having any fun.

* Magical Thinking. This is the thought distortion that
using will solve all problems. Magical thinking is a re-
sponse to euphoric recall and awfulizing sobriety.

» Empowering the Compulsion. Exaggerates the power of
the compulsion by believing the craving is irresistible.

* Denial and Evasion. Addiction is a disease of denial
which does not go away because the client stopped us-
ing. Because denial is usually an unconscious process,
most clients believe they are doing the best they can
when they are not.

(Gorski, 1990)

Social Cravings

» Lack of Communication. The client stops talking about
feelings and experiences and resorts to superficial com-
munication and isolates from the new people in their
life.

» Social Conflict. Argument and disagreement because
of the lack of communication. This further isolates the
client who ends up spending more time alone.

» Socializing with Other Drug-Using Friends. Out of loneli-
ness the client seeks others who they feel understand
them. This usually means people the client associated
with while using.

(Gorski, 1990)

Preventing Cravings

 Structure. This puts the client in daily contact with other
healthy people.

o Awareness of triggers. Prepare a safety plan on how to
cope with them.

« Set-up behaviors. These self-sabotaging patterns can
easily be blamed on others without awareness.

« Unintended Consequences. What were the negative
unintended consequences for the drug use? Debunk
euphoric recall. This also applies to magical thinking
and awfulizing sobriety.

Craving Intervention
Cravings are a natural symptom of recovery. Though they
occur most frequent in early recovery, they can also happen
throughout the client’s life. Instead of feeling doomed, the
client can learn and practice a number of healthy choices,
including:

1. Recognize the craving. Do not deny the feeling
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2. Accept cravings as a natural part of recovery and the
client can take positive action.

3. Talk about the craving instead of acting on the craving
with trusted people.

4. Balance diet to nourish the brain. Talking with a dieti-
cian is a wonderful way to promote self-care.

5. Reducing stress. Life stressors are unavoidable. Finding
ways to relax can reduce the intensity of a craving.

6. Exercise to stimulate brain chemistry to reduce the
physiological effects of a craving.

7. Go somewhere else, especially if the craving is trig-
gered by the environment.

8. Productive distraction (like a hobby) to divert attention
away from the craving.

9. Cravings are feelings! Feelings come and go, they do
not last forever.

(Gorski, 1990.)

Addictions and Cravings and the Power and Control
Wheel

Explaining addictions and cravings using the power and
control wheel can be powerful visual for understanding the
addiction/craving cycle.

(New South Wales Government, NSW Police Force, Australia)

« Remorse Phase - Client experiences shame, guilt and
disgust about use.

+ Pursuit Phase —Pursues recovery by either going to
meetings, entering a rehab, going to counseling.

« Honeymoon Phase -Believes the recovery process, as it
is right now, will stay this way forever, without having to
exert too much effort.

+ Build-up Phase - Unrealistic expectations are de-
bunked, life stressors occur, frustration sets in, denial of
feelings to self and others.

» Stand-over Phase - Drug seeking behaviors start: cruis-
ing old neighborhoods, euphoric recall, socially isola-
tion, out of control thinking.

+ Explosion - The client uses.

VIil. Integration of Services

Global Approach

In order to help the client, it is necessary to understand how
the client self-identifies, what the client’s world view is and
the client’s definition of “fitting in”. This entails know where

the client is
. Culturally - does the client identif