
NAADAC 

Addiction and recovery  

Jan. 27, 2021 

 

>>     SAMSON TEKLEMARIAM:  Welcome today's webinar, presented by  Dr. Kevin McCauley.  I 
am Samson Teklemariam and I will be the organizer for today's training experience.  The 
homepage for NAADAC webinars is NAADAC.org/webinars.  Nick sure to bookmark this page so 
you can stay up-to-date on the latest in addiction information.  Closed captioning is brought to 
you by  Caption Access and check your Q&A for latest email for the link to closed captioning.  
Every NAADAC webinar has its own webpage to house everything you need to know about that 
particular webinar.  Immediately following the live event refined the online CE quiz link on the 
same website you use to register for this webinar.  That means everything you need to know is 
permanently hosted at NAADAC.org/neuroscience -research-2021-webinar, just like you see 
here at the top of the screen.   

 

We are using Goto Webinar and you'll notice the control panel 's little like the one you see here 
on this slide.  You can use the orange arrow anytime to minimize or maximize the control panel.  
If you have questions for the presenter type them into the questions box of the Goto Webinar 
webinar and we will gather the questions and present them life.  Any questions we do not get 
to we will send to the cast and those will be posted at a later date but under the questions tab 
you'll see a tab that says handouts.  You can download the PowerPoint slides from that tab it is 
in a three slides per page PDF.  You could download also user-friendly instructional guide on 
how to access our online CE quiz and Dr. Kevin McCauley graduated from Drexel medical school 
in 1992 and became interested in the treatment of substance use disorders while serving as a 
naval flight surgeon where he observed the U.S. Navy's policy of treating addiction as a safety.  
Not a moral issue.  Returning treated pilots under flight status under careful monitoring.  He 
wrote and directed to films, Memo to Self Protecting Sobriety with the Science of Self and 
Safety and Pleasure on Woven an Explanation of the Brain Disease of Addiction pretty one that 
2010 Michael Q. Ford award for journalism. we are proud to present this webinar to from this 
accomplished leader in our field.  Dr. McCauley, You can start your presentation and I will hand 
this over to you.   

 

>>     KEVIN MCCAULEY MD:  Welcome everybody it is good to be back with you at least 
virtually.  The last time we met was in Orlando at the NAADAC conference and in this lecture, 
this is a slight update on the one we did then.  Like I said, thanks to NAADAC and am grateful to 
when I made those two films, I did not have any money for marketing and so I basically just 
looked up all the NAADAC affiliates and sent out a letter with a DVD to them.  I visited many of 



you and enjoyed my trips.  And if my films are successful it is because of NAADAC and I am 
grateful.  I'm here in Flagstaff, Arizona and had to get my second COVID vaccine today.  I had to 
go to Winslow, Arizona if you remember the old Eagles song, but I couldn't get back in time so 
went to residence Inn in Flagstaff and I'm sitting here now because they have a good strong -- 
we had a big snowstorm and so I took this picture of my home in Sedona.   

 

So a few housekeeping things.  I have had this email for 22 years now.  So you can always reach 
me if you ever need to ask questions or if you would like Journal articles I mention here.  For 
the last 22 years I have been doing this lecture in one form or another and so the place, where I 
work I do this once a month for all the patients.  We only have one hour usually and so there 
are certain things I have to get done quickly.  I have to talk about cross addiction and relapse 
prevention and I tried to mention powerlessness and unmanageability and how it fits in with 
the neuroscience of addiction.  You could cut I have to lock that chess movers of people say if it 
is in my genes there's nothing that I can do why bother getting sober.  And what I hope this 
information does is helps our patients reach that turn, the therapeutic turn where the --where 
there are powerful and drivers of relapse and they start to realize wow I will need a lot of help 
and support.   

 

There are many pathways into addiction I think this neuroscience goes a long way to helping 
people find their story.  How is it that I came to this.  Maybe I took more than one pattern, 
increasingly we are finding certain pathways really stand out.  No one thought this one was 
possible to create addiction if you really treating pain.  And when I was in medical school we 
realize that is not true and that if a significant number of people you prescribe opioids to have a 
different effect on most people which puts them at risk of addiction and this is how I came into 
addiction.   

 

And there's the self-medication hypothesis where there's a pre-existing psychiatric disorder or 
major depressive disorder or bipolar and they recognize that certain drugs they've come across, 
perhaps alcohol or behaviors help them regulate their emotions and self-medicate.  There are 
important push-back's against this hypothesis first developed by a researcher at Harvard.  I can 
send articles at a research at Stanford you do see this comorbidity.  And if a person truly has a 
co-occurring disorder whether they are expressing the symptoms of post-acute withdrawal in 
their first year of coverage is difficult.  But this is often the self-medication hypothesis is 
powerful for patients to talk about how they came into this diagnosis.  And there's adverse 
childhood expenses that are also important.   

 



If you see a red circle is a go long that as a hint that that piece of information might be on the 
posttest so I want to make sure point that out.  So I think the finest definition that you will find 
of addiction is the 2011 longform definition published the American Society of addiction 
medicine, I think it is a beautiful document and it summarizes the disease of addiction well.  It 
speaks eloquently to our patients go through and overcome.  It was recently updated and so 
they are pretty much in agreement, one word was removed.  That's the word primary.  So the 
new updated definition does not have that word.  That caused some consternation especially 
by people who were trying to point out that addiction really can exist on its own and does not 
have to be a consequence of another psychiatric or psychological disorder.   

 

These are good places to start and I have a slide that will be a very busy slide and I apologize.  
Usually I put these words on the board one at a time but I'm giving you the whole thing right 
now.  I think there are three important sentences to know about addiction, addiction is a 
disorder of pleasure or a hedonic dysfunction.  That causes downstream a disorder of choice or 
a volitional disorder that is bigger than just impaired decision-making that it is a larger 
construct that includes impaired decision-making but can also include things like loss of insight, 
the denial that we often observe inpatients that change in their character or personality.  I 
always chafe at the idea that addiction can be reduced to a personality disorder.  Yes it is true 
that in that hypo functional state of the frontal cortex I think patients with addiction and often 
look like they have a personality disorder but when they get sober that seems to disappear.  In 
terms of the cause of all this,, and genes are important, but the cause is chronic severe 
repetitive poorly managed --especially early in life and is even evidence in inherited stress, 
breaks the dopamine system and we can bring in our brothers and sisters with trauma related 
disorders and see how'd childhood adverse responses figure into addiction and understand the 
overlap of addiction with another dopamine disorder, ADHD, all of these things overlap with 
addiction because at some point they are all running through that dopamine wiring in the brain.  
And so I think those are three important sentences to no addiction.   

 

In terms of the areas of the brain that are important here, there's quite a character -- cast of 
characters now.  It is not just those very basic reward structures in the brain, memory learning 
systems and eventually specific areas of the frontal cortex.  There is one area that he did not 
mention on this map -- the insular cortex is not on this diagram.  And we are finding that is a --
increasingly it is being observed as it recognizes a part of the brain important in addiction.  So is 
the cerebellum which have been reading a lot of interesting articles about the contribution, it is 
basically to the right of that red circle that says VTA, eventual tegmental area, we thought that 
structure was an important balance which it is but attends -- it appears to be important in 
craving and more advanced forms of addiction.  So we will see how this cast of characters 
expands as this goes forward.  So if you have seen my lectures before you have seen this and if 



you've seen my films I have basically made this goofy -- basically those Russian nesting dolls 
because it expense how these systems come together .   

 

It is not that you have five different systems, they sort of nest within each other going all the 
way back to genetic differences which preexist the brain itself.  They want to understand 
addiction we have to understand how all of these systems interact at the same time.   

 

But if you look at the DSM-V criteria for substance use disorder you will notice they do seem to 
cluster into symptoms that describe problems and valuation including the problem of persistent 
use, despite wanting negative consequences but I spent the last 20 years trying to explain to 
families and prosecutors and policymakers and politicians that punishment may work most of 
the time to dissuade a person from using drugs but it will not work 100% of the time.  And that 
is I think what makes patients with addictions Fascinating for most people.  The punishment or 
negative as a 100% deterrence effect but when I woke up this morning 80% of what was 
keeping me sober was the punishment that I don't want to go back to that life go back to prison 
but I think what makes people with addiction so different and interesting is that eventually that 
punishment starts to fail and I will need something to cover myself for the remaining 20% or 
whatever it is --and in the culture that I grew up that is the daily maintenance of the spiritual 
condition.   

 

Learning and memory are very important and I think that goes a long way to describing why 
does people have trouble controlling their drug use.  And then the problems in the frontal 
cortex which we can put in the category of cognition, problems of cognition, problems of 
emotion, processing and decision-making.  With general intolerance I add that they are in the 
DSM-V but they have never been great measures of addiction.   

 

I think the best measures of addiction are the blue parts here, the parts that describe that brain 
state which includes craving, includes that impaired decision-making plus loss of insight and I 
think that describes the suffering of addiction and most people having not -- not having ever 
experienced craving will have a hard time sympathizing with that mental state.  So you do not 
really have to have -- at some point you don't have to have drug use anymore, the drug use can 
stop, but you still have that ruminative emotional, extremely aversive and most importantly 
involuntary thought process, that craving I think is equivalent to pre-  

 

Which you do not have in the DSM or any criteria are the comments I heard in medical school 
about inherent criminality, lack of empathy, and personality disorders.  We can describe 



addiction without referring to any of that.  Although I do think that you do see changes in 
perspective taking, which is a part of empathy, one component of it written when the frontal 
cortex shuts down, you can, that person cannot see how their behavior is negatively impacting 
people around them.  And so that describes a feature of that brain estate read  

 

But in terms of a complete collapse of empathy I do not think it is true.  Especially with people 
who are addicted to opioids, you almost see an increase in their sensitivity to the pain around 
them including pain external to them.  Koob describes this as the residual sensitivity to 
emotional pain that persists long after the person is physically detoxed and after you got past 
the withdrawal and tolerance from the opioid.  And I think this is one of the things that makes 
people with opioid disorder so interesting is they do seem to be extremely sensitive to the pain 
of people around them.  The problem is they have no defense against that pain and it 
overwhelms them.  If they can get the defense and start creating those boundaries between 
the pain of the world and their pain, then these people often go on to become very talented 
therapists, nurses, doctors, counselors.   

 

I have spent the better part of a few decades think of this question.  I do not think you have to 
believe one way or another to get sober.  It does not matter what I think because I have just 
met Sony people who have great sobriety and they just don't see themselves as having a 
disease or even in the past is having a disease.  And I would like to make room for those 
people's sobriety as well.   

 

I think the answer to this question is yes, and we will talk more about that but these are often 
challenges that I hear when the disease discussion comes up.  I will often hear the people say 
that there is no evidence that addiction is a brain disease but I am not sure what to say about 
that.  If you go to any medical school library and you look at the section on the neuroscience of 
addiction you will find dozens of journal articles that lay out what the evidence is that has good 
accumulated over the last, well better than half a century.   

 

And arpen comments that for all that we have learned about addiction there have been no 
advances in treatment based on brain research.  That is factually wrong.  I think you can explain 
a lot of what is beneficial about medications like deeper more fun or no tricks on by referring to 
what we have learned about the science of addiction.  The idea that most people mature out of 
their addictions has weight.  That is something that has to be discussed.  And this is something 
increasing I've tried-- most people with drug and alkyl problems seem to quit on their own.  
Without treatment and without necessarily jewel support group attendance.  And it would be 
interesting to figure out what is special about them.   



 

And then the collection of the Vietnam vet study, the drug use situational and people who used 
heroin in Vietnam came back to the US and said not use heroin.  I grew up, my hometown is a 
town called Alameda, a tiny little island in the San Francisco Bay, it's also where almost anybody 
coming back from Vietnam landed.  And I can tell you right now as I was growing up in the 
Vietnam war was ending, yes we did not have heroin in the streets but it was a pretty rough 
town and there was a lot of activity and intoxication.   

 

The idea that drugs are not really the cause of addiction and it is entirely environmental is often 
derived, that is a statement derived often from the Rats Park Study and people say we are all 
addicted to something and I think that tries to blur the lines of what actually constitutes the 
disease of addiction so the previous president of ASAM, I heard her say that the disease of 
addiction really represents the more severe end of the spectrum diagnosis of substance use 
disorder so if you have one or two of the 11 symptoms the DSM lists combat is not really the 
disease of addiction even if you are four or five that really describes a state that is not yet 
crossed into disease.  But when you have most of them you're starting to get into the disease of 
addiction.   

 

The last thing I often hear, which I find insulting is that it does not matter.  Whether addiction is 
a disease or not.  And I obviously disagree with that.  If addiction is not a health problem and 
everything that the addiction treatment industry does can be reduced to elective cosmetic 
surgery.  It does matter that addiction is a disease.  There would be no points and doctors, 
nurses, recovery coaches seeing patients if it is not in fact a health problem.   

 

Those are statements I have collected over the years.  There are many ways to define disease 
and that is the problem, we need to nail that down first before we turn to addiction., 
Sometimes will hear it was in the 1950s.  No, it this group says it is and that is a defining disease 
by fiat.  And I think that's a poor way to define disease.  You could say the disease is something 
that is just not normal, that is not great because a number of people attack psychiatry saying it 
is not a science it is a dialogue of power in your scapegoating people who are different.  
Biostatistical definition would say anybody is two or three standard deviations different from 
the mean would qualify as having a disease.  I think that becomes very hard to diagnose 
clinically.  How could you tell the difference between a person who is 1.9 any person whose 2.1 
standard deviation above the mean?   

 



The definition we really rely on especially medicaments one-pathophysiologic definition of 
disease and that definition is only about 100 years all old and it emerged from these four 
doctors, Louie, Robert  Iggy and Bobby...they were of microbiologists and they really helped us 
understand the disease caused by these invisible single causative organisms Rudolph  Virchow 
is the father of modern pathology, the specialty of medicine that really deals with diseases 
called pathology.   

 

It is a five year residency, so as long as general surgery.  People who are pathologists are really 
the world's experts in what is and what is not disease and I think they would tell you it is just 
amazing what can become a disease that I do not think they would have much trouble defining 
addiction as a disease because their understanding of disease is just so wide.  So they really 
should have the final word on all of this.  Then there was a doctor by the name of  Ignaz 
Semmelweis who saved hundreds and maybe even in the thousands of women from childbed 
fever, fever people got a few days after they gave birth and it turned out it was because of the 
doctors dirty hands crating this infection which killed them.  He may doctors wash their hands 
and sure enough that fever disappeared.  But to show you there's quite a bit -- it is not like 
these ideas came together easily.  Rudolph Virchow tried to have  Ignaz Semmelweis kicked out 
of medicine because of his idea of disease and the latter died in a mental asylum and it was 
very unfortunate.  It drove at least one physician to the brink of insanity.   

 

This is essentially a diagram that lays out the pathophysiologic definition of disease.   

 

It does not look very complex but that is actually everything that we do in modern medicine.  
There is essentially some physiologic defect in an organ or organ system that we can relate 
directly to the signs we observe the patient.  Excuse me, yes, the symptoms and signs, the 
symptoms that the patient describes, the signs we have observed in the patient.  That is 
essentially the causal model that has made medicine so powerful over the last century.  It is one 
of the most powerful causal models human beings have ever invented.   

 

It is not hard to see how certain things fit this disease definition.  Certainly diabetes once we 
understood the basic defect or at least for diabetes type I, we could relate all of the seemingly 
disparate symptoms of diabetes to that one defect and that one organ per  

 

The same thing is true for our broken leg.  People will say it is not really a disease it is more an 
injury but I go back to what a pathologist would say it and to a pathologist, all disease is injury, 
sometimes it is on the gross level like a broken leg and you can see it.  Sometimes it is on a 



microscopic or molecular level.  But all disease is injury at some levels of the dissension 
between disease and injury is a false one and one of the reasons orthopedic surgeons handle 
both bone tumors, bone cancer, but also a broken leg you may have gotten skiing.   

 

I think you can see the idea here is that what modern medicine tries to do is to go after that 
causal feature, that fracture let's say or replacing the insulin is not there, and the symptoms go 
away.  it has been a powerful model and this report that came out in 1910 out of Columbia 
University recommended we get rid of most medical schools that, some were allopathic 
summer homeopathic.  Some were even strange homeopathy but they said we should get rid of 
those and really embrace this new modern definition of disease.  And for the most part the  
Flexner Report define the educational system that we have today.  It called for fewer medical 
schools with higher standards of admission, it got rid of the diploma mills and mail order radical 
schools.  It also closed most medical skills for women and for African-Americans.  In fact, one of 
the only ones that did not close for women was the women's medical College of Pennsylvania.  I 
went to that school after changed its name to the medical College of Pennsylvania when it 
started admitting men, so my medical school was the only school with more women in my class 
that men and most of my attendees were women.  And I think that had a very profound effect 
on my understanding of the differences of disease between different kinds of people.   

 

And the only African Americans were historically black universities with medical schools that 
survived were  Meharry and Howard --so it was a powerful report but it did have some negative 
implications.  But the idea was we are going to embrace this modern definition of disease.  And 
that was great for things like diabetes, infectious disease, trauma, but it was not very good for 
mental illness.  It was not good for psychiatry because the organ in question is just so complex.  
And at the time the  Flexner report came out people were not even sure it was the brain that 
was the cause or at least involved in addiction.  It turns out it is.   

 

Remember the symptoms of addiction do not look like symptoms at first glance they just look 
like Madison so it was easy for doctors back then to divorce themselves from their duty to 
people with addiction proved once they could not fit addiction into the disease model they said 
this is not a disease and these are not patients we do not really have any obligation to them.  
And that is kind of the prejudice that I was taught in medical school.  This person is an alcoholic, 
someone says it is a disease whatever, but we have real patients to see let's get this patient out 
of the hospital.   

 

Once doctors abandoned the defense of people with addiction as patients, the job really fell to 
another group and that was the judicial system.  Very shortly after the  Flexner report the 



passage of the Harrison narcotic act in 1914 started to punish doctors and those who treated 
addiction.  Law after law led to the tremendous drug war and really the wiping out of an entire 
generation of poor Americans, people of color, especially during the crack epidemic.  So it 
became a magnet for all of the problems of our society and now we are trying desperately to 
repair that.   

 

I think we can fill in now with hindsight the definition of addiction.  I think the first most 
important document about addiction is the surgeon general report that came out in 2016.  It 
took me a couple days to get through this but it was very good, it is good quite frankly for the 
footnotes.  It is a very good record of what was known about addiction and recovery up until at 
least 2016.  And if I put a slide like this on the board for patients, they will just get up and walk 
out of the room.  But I think you get the point that the Surgeon General report and braced a 
series of models of diction that are quite explanatory and there were some griping about 
certain models that were not included with the same emphasis as, say, as the stage of addiction 
model.   

 

But pretty much everything is in there and that is why we can, in fact, fit in the disease model 
for addiction.  We know the parts of the brain.  We know the basic pathophysiologic 
mechanisms.  We can link those pathophysiologic mechanisms to the symptoms of addiction, 
the loss of control, that brain state of craving, that phenomenon that everybody gets -- upset 
about, persistent use despite consequences in the end phenomenon of impaired decision 
making plus loss of insight.  I think symptoms two and four are really the same symptoms; they 
described that impaired brain state that people with addiction suffer.  And of course, I could 
describe, use this to describe other symptoms in the DSM-V panoply of symptoms but I think 
these are the ones that rise to the surface but  

 

And so it's all over but the crying quite prickly.  Once addiction, once we are able to fit addiction 
to this disease model, addiction is a disease.  And I think there is an important corollary to that 
so if addiction is a disease it makes addicts patients in every sense of the word.  All the rights 
that other patients have, all the rules that apply to the treatment of patients with cancer or 
diabetes or broken leg applies now to the diagnosis of addiction.   

 

And I think that is the more political read of the concept of parity, it is not just parity in access 
to healthcare it is not just parity in payment,  

it is parity in terms of our moral defense and our duty of moral defense in patients with this 
particular illness.  I am seeing more of that especially in younger and younger people who are 



going into healthcare but it was certainly in short supply especially with me when I graduated 
from medical school.  The problem with the disease model is it forces us down a road that is 
good at particular diseases and it wrote down for intervention for acute diseases.  So the 
disease model is powerful causal model as it is tending to be extremely reductive and only deals 
with emergent medical problems and breeds a kind of medical care that is episodic.  It is 
materialistic because it deals with physical things.  no ASTRA Tanner 15 years, we've taken into 
account the fact that this is only one kind of disease and we need to get better chronic diseases.  
We need to look at the context in which this disease occurs between need to understand 
diseases can have variable courses and so we might need to support a person over the entirety 
of their life span.  We need to look at more patient centered care that really takes into account 
the patient's cultural context and spiritual considerations and preferences.  And look Laster 
technology and to medication and more to the community.   

 

A better model to understand addiction and recovery is an ecological model like we use in 
public health.  Because that public health model of recovery takes into account all the causal 
power of the disease model but it can look at some of these important contextual aspects of 
addiction.  It is a less reductive model and it can really account for the social determinants of 
health that we cannot dispense with.  But I have heard people say addiction is not a disease and 
make a good argument about that.  But then try to embrace a public health model of addiction 
and recovery.   

 

And I cannot allow that, the public health model subsumes the disease model.  You cannot 
simultaneously make a public health model argument and an argument is not a disease per the 
power of public health is that it rests upon the foundation of the disease model.  So you have to 
pick one.   

 

And in making a public health model you also make the disease model.  So, there it are still 
things that we have to account for.  These are fine arguments but they are really good 
arguments that remain that addiction is not a disease.  We have to look at that  Robins study of 
Vietnam vets and their ability to stop Irlen once they return to the US but if you go back so Lee 
Robins was one of the first psychiatric epidemiologists at Harvard and if you look at her 
comment on the Vietnam vet study of which that was just one small piece of her work, one of 
the things that she read about as well, it was not so much these folks had a situational drug use 
it was the fact that these heroin addicts survived, but anybody got sober at all was the amazing 
thing back then.  When this study came out.   

 



And now we have much less of a pessimistic and deterministic view of things like heroin 
addiction.  Because people do in fact survive.   

 

The Rat Park study is something we need to look at and I recommend  Marc Lewis' fine books. 
You can find him and PubMed and research and he makes a graded argument that addiction is 
not a disease and is more of a problem of learning and memory and that a developmental 
model of addiction is a better way to see it and that people can learn their way into addiction 
but they can also learn their way out especially if they look at their core issues, I am not sure 
what that means but if they look at their core issues then they can mature through addiction 
into a higher state.  I think that's a very, very good description of a kind Of a person with 
addiction.  I do not think it covers all addiction.  But I recommend those books and I 
recommend an article he wrote that was published in the New England Journal of Medicine, in 
that article he fine-tuned his theories and I think a fine way of describing addiction for some 
people how it does not necessarily fit the pathophysiologic model.   

 

The granddaddy of all is probably a book written by Professor Gene Heyman at Harvard.  He 
makes the point that most people with addiction do not progress to death.  They actually stop 
when they get older and start making better choices and so this is the maturing argument that I 
want to address a bit of.  So, the Vietnam that study I think the more we understand the 
connection between addiction and trauma and stress the more we can understand that yes, 
you could have that situational drug use.  The rat Park studies agreed study, I agree with the 
basic message, which is housing matters, pure group matters but if you really read the Rat Park 
Study it is not quite as clear as some people make it out to be, the socially housed rats still drink 
plenty of morphine and quite a few of them died.  It was not like the addiction or death from 
morphine was absent just because the socially, just because those rats were socially housed.   

 

So it is complex but I do think that it says something very, very important that the environment 
does matter.  I have spent 10 years of my life in sober living because were not at not as a 
resident but running a sober living house because I think if I had one dollar to spend on 
recovery, that is where I would put it because housing is such a powerful determinant of health.  
But I think it's more complex than just the environment read when you are talking about drugs 
like fentanyl, trust me it is the drug.  They are toxins prudent for some people the drug alone is 
likely to cause addiction.  No, I recommend Marc Lewis and Gene Heyman's work.  I think there 
are counter arguments they make against addiction.  But we have to take into account that a 
lot of people would be called a person with addiction do tend to remit over time without 
undergoing treatment or getting into recovery big  

 



And we have to account for that.  Much of this research is based on a study, powerful study 
called the National Epidemiological Study on Alcoholism and Related Conditions which is tied to 
the census, it is a computer-aided questionnaire that patients are given.  And it found that at 
different periods of time people who had, who admitted to addiction, as time went on most of 
those folks just stopped.  And I think that is definitely a study we should look at. just asking 
people if they have addiction anymore is not necessarily a good way of assessing, you might be 
able to assess whether they have stopped cocaine or heroin, but has their addiction in fact 
migrated to something else?  Is it in fact completely ended?  That is something at that study 
questionnaire can pick up on pre-  

 

The main problem is we are dealing with the disease of elation.  It is a big idea not one that 
goes down well especially for Americans.  So there is a binary conflict between the libertarian 
values that I think we all have.  All under the skin all Americans basically have certain beliefs 
about free will and personal responsibility.  And what we increasingly understand is public 
health.  So these arguments hold wider if you adore everything that has been learned in public 
health over the last two decades.  If you look at the public health model you can see things like 
volition can be affected by social determinants of health.  Certainly disease prevalence is.   

 

We often make, those of us who work in this field the argument that addiction is a disease we 
often make a teleological argument which is that it works better for call a dissection a disease.  
We get paid and in the sense the question I ask is not a teleological argument and it is 
essentially, I don't care what it does if addiction is a disease but welcome of course I do.  But I 
am really making or at least asking and onto logic argument which is Can a disease of volition 
actually existed is it possible?  If you take back the hard libertarian argument with addiction 
than the argument would be no, choice is a unitary concept that is not affected by the 
environment .  And I think that there is good evidence that that is the full story. I do not think 
we have to leave what we believe about addiction and recovery behind.  I think the 
neuroscience understands choice and personal response ability but I cannot find any scientific 
reason why volition, which is ultimately the capacity of the brain and even maybe the body and 
maybe even it extends to other bodies -- that is a capacity realized by the brain and the brain 
being a natural organ can develop disease.  So what I want to know is how does Phylicia 
actually work?  How does the brain do that and how does it break and how can we fix it?   

 

Again, the idea of a disease of elation is just one we have to think about and penetrate some of 
our beliefs about what free will and choice is.  Sometimes I think I sit there and I think if there 
could be as a disease of volition what would that look likely what conclusions I could make of 
such a thing could exist?  It's like sitting down and thinking okay if I don't know anything about 
broken legs but I do know that a broken leg can exist what can I assume would be the 



consequence of a broken leg?  Well, first thing I think we can think of is if a broken leg exists it 
would hurt and there would be pain and deformity even a bone to know that person's leg.  
They would not be able to walk but the minute they try to get up and walk even though they've 
done it all their life they will fall down.   

 

It might be painful but I think the first thing that would occur to the person is confusion.  
Bafflement prayed they would say I've always been able to do this why can't I do it now?  The 
treatment would be fixating in mobilizing those two ends of the bone and allowing them to heal 
and then there would probably be some physical therapy and there might be a lifelong 
weakness at that fracture site.  Well, I think we can make some of the same assumptions about 
a disease of volition.  It would be extremely painful.  Emotionally unspiritual painful.  The kinds 
of unmanageability would be easy to see on the outside especially.  There would be 
consequences to the persons addiction.  That would render them in a sense at least diminished 
in their capacity.   

 

They might try over and over to make it work and drink without consequences read they see 
other people doing it, why can't they?  And when they cannot do that and maybe in the past 
they have been but they cannot now, any bafflement would be the thing that would most occur 
to the person.  And what would the treatment be?   

 

Well, it might be a mobilizing that person's foolish and insane, I cannot do this, I seem to always 
scrub so I am going to put myself in the hands of someone that I trust and put myself in the 
hands of a higher power.  And to bring it back that capacity of volition we might engage in 
graduated exercises of volition.  Like making coffee or emptying ashtrays or taking a chip and 
telling everybody how we did it.  I think these are health things we can assume and we see 
every day in recovery.  If there could be such a thing as a volitional disorder.  it's a way of 
segregating the world and away I thought I could but need to let go of and those things I need 
to take responsibility for.  That is the volitional segregation.  These are conclusions we can draw 
if there could be such a thing as a disease of volition.   

 

I think the other arguments against the idea of addiction are not taking into account two other 
areas that have grown to modestly and have a lot to say about addiction one is the field of 
Epigenetics.  We covered this in the last lecture, just wanted to touch on it briefly.  I have to 
really make sure that I do a good job in explaining the genetic component of addiction so that 
people do not seek refuge and that argument of genetic determinism that this is in my genes 
and why bother, and this is the part of the complex disease of addiction we can untangle.  The 
heritability of addiction is quite strong.  As high as 1/2-2/3 and that holds for alcohol as well as 



other drugs and at least one behavioral addiction but I think what we really have to understand 
about heritability is these are not statements about what the person is doomed to experience.  
There are statements about risk and discover vulnerability anytime you see the word risk you 
can offset that risk and make sure those gene's once handed down or never read.  This is one of 
the many differences in particular genes, a polymorphism, that's been discovered >  THIS IS THE 
Taq1 A1 allele for the dopamine D2 receptor. Koob and LeMoal said people will have the 
stiffens have a higher degree of alcohol is amended addiction and it is a little harder to treat.  
And they have under functioning dopamine receptors and they called this the reward deficiency 
syndrome and people were never really getting into normal hedonic territory like other people 
take for granted, I call these people to stick of chewing gum people because if they offer you a 
stick of two income, whereas one person might take one another might keep taking sticks of 
gum.  There are many differences that make up that individuals vulnerability or resilience to the 
disease of addiction.   

 

Where things get interesting is when you look at Epigenetics which is a way of understanding 
that the genome itself is not really what is describing who we are and what we do.  The way 
those genes are packaged, the degree to which they are turned off or on and turned into 
proteins, also matters redundancy furtively Overkalix study that showed that some exposure to 
a stressor in the environment like near starvation and in this particular town very small town, 
very very good records going back hundreds of years, the epidemiologist looked at these 
records notice that, that exposure to food scarcity at this particular window development, 
adolescents, changed the likelihood of diabetes two generations I had read so there was a 
transgenerational influence on disease expression following that particular stressor.   

 

These are not changes to DNA itself, they are changes to the packaging of the DNA.  These DNA 
methylation's, these acetylation's, and they actually control whether that gene is either red or 
turned into a-protein.  This can get depressing, a lot of our patients and every drink I took was 
epigenetically changing my DNA.  There's nothing that I could do.  The good news is that these 
epigenetic changes can be erased or better epigenetic changes can come along.  This is a way of 
understanding how recovery itself can be heritable. This provides a mechanism of 
understanding that, and a lot of these epigenetic changes are not as enduring as those 
observed in the Overkalix studies and are not necessarily transgenerational.  This husband and 
wife team have looked specifically at the gateway drug hypothesis.   (Kandel and Kandel) She 
would apply at less at cannabis and more to nicotine and acetylation occurred at a particular 
locus in a particular chromosome and for the next seven days that epigenetic change increased 
the person's risk, should they use cocaine, of becoming addicted to it.  And that was a very 
powerful study.  It does not last long, maybe a week.  But that was the finding that led the 
Kandels make the comment that in Nicotine Neuro primes and opens the gateway to cocaine if 



you like.  It is not transgenerational but it is an important finding and it is not just a correlation, 
it is the actual mechanism.   

 

I think this study really brings into sharper focus the effects of younger and younger people 
using higher and higher doses of nicotine because of products like Joule, the Nicotine really 
matters pretty  

 

So this would be one way people can understand their entry into the disease of addiction.  
Maybe they do have these genetic changes and maybe they can point to certain events in their 
life that might've created certain epigenetic changes.  I think that again, genetics Epigenetics is 
powerful but can acquire resiliency as we get into recovery.  That can offset these changes.  
Maybe even in the case of Epigenetics, erase them.   

 

The other area of science that I think speaks quite loudly to these arguments against addiction 
being a disease is the recalled Psychoneuroimmunology which is getting more attention these 
days because of the COVID epidemic.  We're starting to understand how behavior and the 
immune system and trauma and the environment interact.  So that interaction between the 
immune system and the functioning of the brain something this area of science speaks too well.  
I won't go into depth about this but I will put the slides up here, they are the kinds of 
inflammation that you see in patients who have COVID for example.  There is evidence that it 
actually occurs in the brain and so it could be that those patients that we treated for depression 
or PTSD or addiction going to the very same inflammatory process.  They are just going through 
that inflammatory process at a much slower rate.  So everything that our patients and/or over 
years is what the patient that is on ventilator COVID infection does in a matter of hours. and if 
we can affect this information by getting into recovery or treating depression or removing that 
trauma, that may infect the quite healing.   

 

Trying to get the information process down and I think there's a number of things that can be 
done.  I'm not sure where I put the sliding hook River talking about the symptoms of addition 
and I think I was using that as a bridge to this slide.  This is an area you have heard me before.  
But if you want to understand what is behind that most confusing and most upsetting of the 
symptoms of addiction, persistent use despite negative consequences, remember this is a 
symptom at the heart of what the family always asks, why don't they just stop if they knew 
what they could lose they would stop.  No. Because something has gone wrong in the valuation 
part of the brain and that valuation calculation starts with the dopamine system.   

 



All pleasurable experiences appears to be the release of the chemical dopamine.  It is not the 
only chemical released, and again, Kenneth Bluhm described this brain reward cascade, this is 
his slide.  I have stylized his slide that it is describing this cascade of chemicals the brain uses to 
create a pleasurable expense.   

 

What we typically think of as pressure -- I might say that the yum of this delicious piece of 
chocolate cake are these downstream chemicals.  That yum of grandma's chocolate cake 
probably involves the endogenous opioid and cannabinoid system.  Oxytocin, on which is why 
there's almost an attachment to grandma's chocolate cake.  But we can deconstruct that yum 
oddly back to its core chemicals which are number one, dopamine, number two, glutamate.  
Deborah Muniz the chemical of reward salience and it gets my attention and tells me this is 
important for survival.  Attention to it.  Glutamate is important in reward learning but also 
control of the cortex over that lower dopamine based reward structures in the brain.   

 

Said dopamine does not handle pleasure per se but this core component of pleasure which is 
reward salience and reward prediction error so if I come across reward that is better than I had 
expected it would be, I go to a vending machine and put in a dollar and I get two bags of 
finance, that is what dopamine codes for birds of pathways go from the lower reward 
structures up and those are dopaminergic pathways.  The work at Kent  Berridge, he was able 
to deconstruct what is a pleasurable expense into different components.  We would refer to 
part of that pleasurable experience as liking, that would really be needed more by these 
downstream chemicals but what dopamine handles is this component of wanting.  It's pure 
crystalline desire, to drive and get that reward.  So it doesn't handle pleasure it handles the 
reward salience component.  So I think it is important to understand that dopamine handles 
more than pleasure but these different components that make up pleasure.  And of course the 
work of Doctor  Volkow looking at the dopamine release and its effect on dopamine receptors 
and of course the activity those receptors mediate in the frontal cortex is very important.  What 
intoxication and what is at the core of intoxication are the spikes of dopamine, those spikes are 
not what the brain was designed to handle.  It was designed to handle normal releases of 
dopamine and the spikes of dopamine it is not just how much dopamine is released but how 
fast it comes on.  So if we want to understand that spike of doping we need to understand the 
route of dopamine, it is toxic to the brain and these are the things that can produce the spikes 
of dopamine pick chemicals on one side but even pleasurable behaviors can be ritually 
practiced and manipulated into toxins and they need to be under the umbrella as well.  He may 
push back against this elegant hypothesis, some drugs do not seem to include or to need 
dopamine to be reinforcing.   

 



Cocaine and meth offender and yes a lot of that is dopamine, but do not actually need 
dopamine to have reinforcement for opioids.  Again, I think that is because what we consider to 
be reinforcement involves a lot of different chemicals did I could technically remove the 
dopamine component and still have a degree of reinforcement because really, pleasure is much 
more than anyone chemical.  This is a slide that I have tried hard to use to help our patients 
understand why they cannot just go from heroin to pot or why they cannot go from cocaine or 
rather stop cocaine but still keep on drinking.  Why nicotine use has an effect on a person's 
relapse risk.  And the connection between the stimulus, cocaine and methamphetamine and 
sexual behaviors, that connection needs to be understood addressing all of those things.  
Otherwise a person.  The chemical and move over to the behavior but of course that puts them 
at very high risk Of relapsing back to the chemical.   

 

I think this model helps us understand the pathway from the VTA areas are from the mid brain 
to the eventual striated which is primarily a dopaminergic pathway.  And so if -- so it is really 
that release, that spike of dopamine at that synapse that causes a lot of the damage.  Cocaine 
and methamphetamine work directly at that synapse mother chemicals work through another 
chemical, a back door if you like, perhaps the opioid system or GABA system but that system in 
fact makes its input into this VTA NA synapse so the net effect downstream is to increase 
dopamine.  Another art of the process that can be pleasurable, they work through the Oakley 
oil or the gap or dopamine system but again the net effect is to increase the dopamine and 
synapse pathologically, and that affects the population of dopamine receptors downstream.  
And so the idea that the key diagnostic pathophysiologic process in addiction is this disruption 
of the number of dopamine receptors.  This paucity of dopamine  D2 receptors in the brain 
helps us understand the primary defect in the brain behind, between the person with addiction 
and the person to perhaps just as a drug and alcohol problem.  If you want to address other 
researchers that got caught into question, the dominance of dopamine in understanding 
addiction, I think these are important studies.  This is the way science works and we need to 
listen to these other arguments.   

 

But really when you consider the time, the duration of time that this dopamine hypothesis has 
been put together, the mountain of research behind it, I don't think just a couple studies will 
topple dopamine.  But I do think they show things are more complex than we may have 
thought read there is evidence that caffeine for instance does not increase dopamine at all.  So 
it could be that we have to keep these studies on the back of our mind and maybe they will 
show us a more clear picture as we go on.   

 



But this is one way to be able to understand their pathway into addiction by understanding that 
dopamine receptor problem and by the way ADHD is also a dopamine D2 paucity in the brain 
and that helps them understand how they may have come to this diagnosis.   

 

I think this also shows us a lot of what we have known about recovery, that we really have to 
take intoxication out of the picture that I have to be careful of cross addiction.  I think 
something else the people --definitely in AA -- have always known we are not a glum lot and we 
insist on having a good time and enjoying life and so it is not just a matter of taking out the 
intoxication, it is also deliberately introducing normal healthy measurable, especially pure 
based activities, that seems to repair these dopamine receptors or at least return them to a 
more normal state.   

 

When we think about relapse, there are three things that we know cause relapse.  One would 
be this.  The exposure of the person to an intoxicant that causes relapse and that could be the 
original drug or another dopamine releasing chemical or behavior.   

 

The exposure to things that go along with drugs, so dopamine actually starts to fade in its ability 
to code for reinforcement and reward quite quickly.  Cocaine is or will get less and less 
pleasure/reward from cocaine as they use more and more or even in a single session.  
Dopamine really becomes more a chemical of drug cues such starts to move more into the 
learning and memory system and work alongside glutamate to create this very powerful 
pathologically strong drug memories which then leave the person open to relapse.  Q -induced 
reinstatement.  So to understand this we have to look at the memory part, the memory and 
learning part of addiction.   

 

Glutamate is the chemical that comes right after dopamine.  And it is involved in laying down 
normal memories but with drugs these are very potent memories and not only is the drug 
remembered but everything that went along with it at the time the person used the drug and 
those things can serve as cues long into the future but so here I what is happening is a 
pathology of learning and memory in the glutamate is so great in its release, but it actually spills 
out of the synapse and starts binding to receptors outside that normal glutamatergic synapse 
the extra second to glutamate receptors, many which are on these legal cells, so this may be 
one of the ways drug use affects the legal cells and that might be what creates that activated 
state, that ramified estate of microglia.  And if it is just the normal activation, fine food but 
some of the microglia seem to go on to a much more pathologically activated state.  And that is 
where the damage starts to occur Paducah, and so memories laid down is potent and we can 
see differences in transcription factors and people addicted to cocaine.  Like delta Fos B. There 



are dendritic arborization that goes on and so there is a hyper learning that goes with addiction 
that most do not get buried and there's an imbalance in the dopamine and glutamate systems.  
The dopamine system are going and activating system going up and glutamate is a veto system 
coming back down from the frontal cortex.   

 

And so some researchers suggest in addiction there's too much "go" so you have this behavioral 
impulsivity and not enough "stop" and so there's also a failure of inhibition that goes on fast 
and reflective and do not entirely conscious relapse.  So the dopamine part -- the drug really 
becomes way overvalued on the level of survival and the learning part of the reward/learning 
system, we see these hyper memories that form.   

 

And I think both of these together go a long way to showing the neuroscientific basis of more 
complex concepts often powerless, like my friend Jennifer says when I was injecting a was not 
in control, she said when I was controlling my drinking I was not enjoying admin when I was 
enjoying my drinking I was not in control.  And I think that describes the destruction of their 
real-world learning system and helps us to understand the paradox of powerlessness.   

 

I think that helps us understand the memory component of all of this and there may be 
medications we can use to weaken some of these memories but definitely helping people with 
a relapse prevention strategy to avoid certain cues or cope with certain  cues should they be 
encountered is a good way of understanding things like why cognitive-behavioral therapy have 
a good effect.  The loss of control piece of addiction is best understood when looking at the 
component of stress in relapse.  Stress induced reinstatement and the ability of stressors to 
affect reward learning system and even the functioning of the frontal cortex.   

 

The researcher was done by Koob, and it is really his research at the Surgeon General's report 
that embraced this concept of this as addiction occurs in three stages.  The first stage is all good 
and about getting high so most of the time a person uses drugs is about positive reinforcement 
and most people stay right there but unfortunately people of addiction use continuously, as 
they do that they start to recruit more and more of the stress system.  And so there are two 
processes here.  One is the dopamine reward salience drive and what is often noticed with 
laboratory animals is a reinforcer like cocaine or food, they tend to use more and more with 
time which implies there is a counter process to that reward, that A process.  There is a B 
process mediated by the stress system itself so dopamine and corticotropin-releasing hormone 
work against each other.  If I have a big intoxication and go on a big drinking binge my brain will 
push back with the stress system and restore the dopamine balance and maintain the hedonic 
homeostasis.   



 

Unfortunately what often happens is I drink repeatedly, and so I am constantly assaulting my 
brain with that intoxication.  And my brain is constantly pushing back with that stress system.  
Eventually the stress system gets stuck.  In the brain reverts, it cannot maintain homeostasis, so 
it refers to something called allostasis, and attempt to reestablish sobriety through some kind 
of change.  And what changes is the brain's ability to derive normal pleasure from normally 
pleasurable things read this person increasingly becomes an hedonic and they can't feel normal 
pleasure from normally pleasurable feeling. Hysteresis a system has a dependence on its 
previous excursion and that word or describe this phenomenon and the phenomenon of 
cumulative trauma which eventually the repetitive and recruitment of the stress system starts 
to weaken the feedback loop that ordinarily would shot it off.  And that is where you get 
inflammatory processes in a wide range of tissue.   

 

On paying attention to the clock here. and I will try to wrap this up in the next few minutes, I 
think what we know about stress helps us understand the importance of peer-based coping and 
housing.  Then we are talking about what goes on in the frontal cortex, that is that brain state I 
was talking about that describes craving and impaired decision-making and loss of insight and 
emotional dysregulation.  This is what is happening in the frontal cortex and what  Koob says 
the frontal cortex rearranges to protect continued access to the drug.   

 

we have areas of the brain important in conflict and social cognition.  So the ACC is the part of 
my brain where I observed myself through the eyes of others but when I go into that brain state 
that represent craving I lose that capacity I cannot see how my behavior is negatively impacting 
people around me.   

 

And so this is this loss of social cognition which is an extremely unattractive symptom.  The 
insular cortex is important in my brain's ability to receive signals from around my body, this is 
called interoception, the ability to listen to what my gut and diaphragm and my muscles are 
telling my brain.  We can train ourselves to become more aware of these things but when we 
are in the middle of addiction we lose that ability the insular cortex is important in the ability to 
describe what emotion I'm going through right now.   

 

In the orbitofrontal cortex, that is the part of the brain that makes that valuation calculation 
and receives the dopamine signals from below and every time the brain calculates value it 
calculates likelihood.  So person with addiction has this overvaluation of the drug relative to 
other rewards, and this overproduction that the drug will do as the person intends.   



 

That affects a person's, the quality of their decision-making grid so I think this is one of the 
more important slides I want our patients to understand, as a person with addiction, I have a 
very troubled relationship with risk and I will need a lot of help as I leave treatment and go 
forward because I just cannot see the risk of going back and living in the same apartment that I 
used two use drugs and predict cannot see the risk of hanging around that person I used DUs 
drugs with Britain this goes a long way to explaining the concept of unmanageability is 
described so well.  So the problem of the frontal cortex is a way that people find themselves 
with addiction.  And restoring the process of choice, which is what people do in recovery, is a 
big part of getting sober.   

 

A lot of these different pathways involved the phenomenon of intoxication.  And can be 
understood quite well by looking at the neuroscience of prediction, this is a bridge between the 
words in 12 step recovery and neuroscience.  I do want to point out that over the summer, a 
meta-analysis was published.  It showed that AA and twelve-step facilitated treatment was as 
effective and sometimes better and cognitive behavioral therapy and motivational 
enhancement therapy and this is why we can say that these treatments are also evidence-
based practices.  We do not have to be shy about that anymore.   

 

Either Michael Ford and protect myself from relapse when the areas of the brain are not 
working correctly that I would need to do that.  This is the area recovery management did my 
second film goes in into this and I point out that a lot of the things that work in recovery are 
safety practices for instance the safety procedures for use in aviation but a lot of them seem to 
have analogues in recovery.   

 

Not only do all of these pathways go through inflammation but they go through the social 
determinants of health.  These are the things that are external to the individual, like housing 
and education and structural racism, that affect a person's ability to fund off diseases.  And so I 
will not spend a lot of time on the spot I think one of the things that we do in recovery 
management as we address the social determinants of health and blog at the health disparities 
that occur in certain groups of patients and we try for a more equitable delivery system of 
these benefits.   

 

I will leave this chart for you and you can look at it and I want to point out that I will give you an 
example of the social determinants of health being access to healthcare.  For a lot of people 
they get less cancer screening.  For instance, the LatinX communities in Arizona receive half the 



level of cancer screening that other groups do, and that is what creates that health disparity.  
And I think that is essentially one way of showing how people can get into court recovery is 
looking at these things and addressing these components and effective recovery management 
would address those health disparities and health inequities.   

 

I will stop there.  I'm not exactly sure, what should I do?   

 

>>     SAMSON TEKLEMARIAM:  This was awesome, incredible, we are getting SUCH EXCELLENT 
FEEDBACK FROM THE AUDIENCE AND WE HAVE SOME GREAT QUESTIONS>  If it is okay I will 
just jump into a brief Q&A and look like we have some time.   

 

>>     KEVIN MCCAULEY MD:  You can always send the questions to me by email.   

 

>>     SAMSON TEKLEMARIAM:  Thank you for being generous with your contact information.  
We believe that on the screen.  First question is from Debbie from Ohio, going back to the 
beginning of the presentation, she asked, if this is truly a disease why doesn't our society treat 
the people with addiction as they should instead of legally prosecuting and jail, what her better 
resources for medical care?   

 

>>     KEVIN MCCAULEY MD:  Power and resources.  If there could be such a thing as a disease of 
volition is there would be a very strong survival benefit to getting all the pollution that you can.  
Often that means stealing volition from others.  I think the drug war was about terror and 
about horrible things and destroyed certain communities in the US, but largely it was a giant act 
of theft.  I believe in the 1619 project, I think it is significant that the way that we were able to 
build the United States was with stolen labor.  And I think that is what the drug war was 
greeted was a way of taking what little volition certain people who did not have a lot of volition 
already could not spare.  And that is what can explain something like a for-profit prison system.  
So there's a very strong incentive to not giving healthcare and mental health care to others.  
The affordable care act, one of the things that gets people so upset is it was a giant 
transformation, transfer of wealth to more Americans.  In the hope that doing that would make 
All-Americans healthier.  And I think that explains quite well the racist and classist policies of 
the drug war.  If you can steal someone else's volition that makes you more 

 



>>     SAMSON TEKLEMARIAM:  Well said.  Thank you so much.  It means a lot to hear you break 
it down and explain it that way.  As an African-American counselor and a counselor that works 
with African American communities, we can see this but to hear a doctor speak about it so well, 
I really appreciate it personally and professionally.  The next question comes from Lori, who 
asks can you explain a little more about inherited stress?   

 

>>     KEVIN MCCAULEY MD:  Yes, so this epigenetic study and I have to say they are few in 
number and it can show examples of this epigenetic transgenerational inheritance.  For 
example another study is the assumed increase in PTSD and the grandchildren of Holocaust 
survivors.  It may not be as simple as what has been described.  We may learn more about this 
transgenerational inheritance of disease vulnerability.  Remember in the Overkalix studied 
wasn't the daisies itself because the previous two generations did not get diabetes but there is 
enough there that we can be confident in saying that we could look at trauma as heritable and 
this goes back to the last question that was asked, today I got my second COVID vaccine in 
Winslow, which is at the edge of the Navajo nation.  And I was sitting there with four other 
Navajo gentlemen waiting for my shot.  And I didn't feel really great about driving from a 
community like Sedona all the way to the Navajo nation to take a shot from somebody else who 
may have deserved it more.  But that is what the Arizona Department of Public health told me 
to do and it is a time in our nation’s history where we need to follow orders.  So understanding 
the effects of things like genocide and the multi-generational health disparities in health 
inequities that have come about, this epigenetic mechanism may go a long way to helping us 
understand that.  That is largely speculative and needs to be more research but I think there is 
enough there to at least give us some pause.   

 

>>     SAMSON TEKLEMARIAM:  Thank you so much.  I will really cheat time and see if I can 
squeeze in two. if you have time can you share some of your thoughts about harm reduction?   

 

>>     KEVIN MCCAULEY MD:  Yes it is wonderful to hear from you Fr. Jack. harm reduction is a 
deeply humane pragmatic approach to problems surrounding addiction that otherwise are 
unsolvable.  I come from a certain tradition of recovery and I think if you look carefully at the 
tradition you will find elements of harm reduction.  Things like that keep coming back no matter 
what.  To the extent that a harm reduction increases the risk of use or prolongs the use in a 
person who otherwise needs to get sober the evidence is extremely weak that it does.  So I 
think things like needle exchange programs and safe injection centers and things like that 
should definitely be tried.  But I have to tell you, if you look at most harm reduction research it 
is coming from places like Canada.   

 



If you step across the border to Canada, arm reduction is there national health policy.  That is 
not the case in the US and so I think it would be hard to open up a safe injection site in certain 
cities in the US but we just do not come from that tradition.  And it is not the harm reduction 
hasn't been wrong, the UK, the public health in the UK five years ago was saying that everything 
the person who smokes combustible cigarettes should be on electronic cigarettes as fast as 
possible.  That was a harm reduction approach and I totally understand that.  We were a lot 
more reticent to embrace that and I think in the long run, that was an example where arm 
reduction was a little too hasty.   

 

Because it turns out that these E cigarettes are not smoking cessation instruments, there is 
poor evidence of that and they tend to be more parallel use products with combustible 
cigarettes.  So I think arm reduction as a place and we should listen more.  These people are 
heroes that do this work.  Some of my earliest days were working for the underground needle 
exchange program in San Diego.  And it is probably not the smartest thing to do while you are 
still on formal criminal probation but I was just very energized and full of ideas.  One of the 
things we were doing way back in 1999 was handing out vials of Naloxone two drug dealers, but 
that's now something that have saved a lot of lives, so keep harm reduction because it often 
has something deeply humane and decent to contribute that otherwise we do not know how to 
solve.   

 

>>     SAMSON TEKLEMARIAM:  Thank you so much and thank you to everyone for your 
questions but as a reminder we will send your questions to Dr. McCauley on a Q&A document 
and work our best over the next few weeks to get the document completed in some of the 
questions answered so we can attach it to this website you see on my screen.  As a reminder 
every NAADAC webinar has its own webpage that houses everything you need to know about 
that particular webinar.  So, admittedly following the live event you'll find the online CE quiz 
wings on the website you use to register for this webinar so everything you need to know will 
be personally hosted at NAADAC.org/neuroscience-research- 2021-webinar.  If you have never 
taken a CE quiz with us or with in the last year or so please make sure to click on the 
instructions, access to online CE quiz there is a step-by-step guide how to take the quiz and how 
to get your certificate.  If you are still struggling with it you can always email us at 
ce.naadac.org. 

 

here's the schedule for the upcoming webinars retuning as there are interesting topics in great 
percentage like today.  Friday generate 29th, NAADAC's current president Dr. Johnson will open 
up new epic series on counseling relationship and resolving ethical concerns.  Make sure to 
bookmark NAADAC.org/webinars, if you haven't done so already, to stay up to date on the 
latest in addiction education.   



 

Our first specialty online training series launch this year it was Wellness and Recovery that 
started Wellness Wednesdays each Wednesday for the first -- every third Wednesday -- the six 
part specialty online series with axles of content introducing techniques and strategies specific 
to them amending wellness into your counseling treatment and recovery program.  Make sure 
to save the website URL at the bottom of this slide to learn more about the certificate of 
achievement program, the first  training started earlier this month but you can still take it on 
demand and then register for the next session in February for the next series we talked about 
starting today is Ethics and Practice that comes along with the new NAADAC NCCAP, for 
everyone these are $25 per session to register but along with that comes access to the online 
CE quiz and the opportunity to earn certification for each course and eligibility to apply for the 
certificate of achievement.  Similar to the others you will see the webinar -- the website URL at 
the bottom of the slide also the printable version of this slide you can go ahead and visit there 
to learn more about each of the six sessions in the series B  

 

Lastly, if you're interested in learning and prominent industry professionals on critical issues in 
the black community relevant to treatment and recovery register now for engagement in the 
black community, a virtual NAADAC summit.  It takes place on Thursday, February 25 and Friday 
26th, this is open to all professionals.  The summit seeks to foster Versed, openness and 
inclusion within the recovery community and highlights unique needs and traits that are 
identified to African Americans but presenters include Dr. Porter, and more to come and you 
can visit that webpage to register now for free -- as a NAADAC member a quick review of some 
benefits, you will have access to over 300 free CEs of up-to-date information and access to 
addiction and recovery quarterly magazine, discounts on events and connections to 
committees that are advocating for pertinent needs in our industry.  So many more benefits.  
Visit NAADAC.org/join or just email NAADAC @ naadac.org. 

 

thank you for connecting with us.  A short survey pops up at the end, give us feedback and 
turnouts for us or -- how we can improve your experience.  Your feedback helps us shape and 
sharpen this learning springs every week, every month and every year pre- thank you for per 
dissipating and thank you Dr. McCauley, thank you for your valuable expertise, leadership and 
continuous support in the field.  I encourage you to browse our website and learn how NAADAC 
helps others and you can stake connected with us on LinkedIn, Facebook and twitter great have 
a great day everyone.   


