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>> JESSIE O'BRIEN: Good afternoon, everybody.  Welcome to today's webinar, 

Treating the Heart of Addiction.  We will get started promptly at 3:00 o'clock.  I just 

wanted to welcome you all and let you know you are in the right place.  We would love 

to know in the chat box where you are calling in from or dialing in from.  I think that is 

antiquated word.  We are excited that you are all here and we are going to get started 

soon 

 

 

>> JESSIE O'BRIEN: Welcome Kai everybody.  We are going to go ahead and get 

started.  Welcome to Treating the Heart of Addiction presented by Doctor Ken Martz.  

My name is Jessie O'Brien and I'm the training and professional development content 

manager here at NAADAC, the Association for addiction professionals.  I will be your 

facilitator for today's training.  Today's training is being captioned by caption access.  

Check the chat box.  We had put the link in the chat box for captioning if you need that.  

The current website for NAADAC is NAADAC.ORG back/webinars so you can stay 

updated.  Today's webinar is being sponsored by Loperamide safety, the consumer 

products safety created a safety campaign to help prevent Loperamide abuse and 

misuse by educating and providing resources.  We will hear from the sponsor at the end 

of today's presentation.  They tune for that.  We are using Zoom webinar today.  

Hopefully some of you are familiar with Zoom.  I know many of us got familiar with it in 

the last year and a crash course if we were familiar already.  We see the chat box is 

exploding from everywhere around the world.  It looks like you have found that.  Feel 

free to use the chat box and talk with each other.  We also have a Q&A box for 

questions at the end of our presentation.  Please feel free to put questions in that box 

and you can up about questions that have already been written if you would like to see 

those answers.  We will move those up to the top of the queue.  Feel free to obviously 

write your own question.  Just a reminder that every NAADAC webinar has its own 

unique webpage that has everything you need to know about that particular webinar 

and all of the information that will be needed.  That is where you will find the link to the 



CE quiz after the webinar has ended and there will be an instructional guide there.  Feel 

free to use that if you have not gotten a CE certificate before.  We will guide you through 

the process.  Again, the website for this is NAADAC.ORG/heart –-dash addiction –-dash 

webinar.  Let me get to today's presenter, Doctor Kenneth Ken Martz.  He is Director of 

Legislative Policy and Advocacy for Gaudenzia Foundation.  He has worked in 

treatment and management of special populations including substance use disorder and 

gambling disorder treatment for the past 25 years.  He was formally the special 

assistant to the secretary for the Department of drug and alcohol programs in the 

Commonwealth of Pennsylvania.  He has a doctorate degree from clinical psychology 

from the American school of clinical psychology.  He is credited with a dozen 

publications, most recently the international bestsellers, Manage my Emotions: What I 

Wish I’d Learned in School about Anger, Fear and Love, as well as Manage My 

Addiction: What I Wish I'd Learned in School about Substance Use Disorder and 

Addiction Recovery. 

 

He has presented over 100 local, national and international presentations on addictions.  

So, Doctor, I'm going to mute myself and make sure you have access here and turn off 

my video. 

>> KEN MARTZ: Thank you.  Welcome, everybody.  So glad to be here.  Looking 

forward to a great conversation.  Let's start off really briefly for a moment with a couple 

of quick poll questions so we can get a sense of where folks are at.  Take a quick 

moment to check in here.  Where are we starting in?  A couple of simple questions to 

start.  Do I believe that an individual is capable of change?  And where does that 

change come from?  Individual change primarily comes from where? 

 

Just getting folks a moment to mark in your choices there. 

 

>> JESSIE O'BRIEN: All right. I’m going to give it about five more seconds before I 

close the poll and show the results.  So stay tuned. 

>> KEN MARTZ: All right.  Thank you.  Poll results say that 90 percent start off thinking 

that we believe that the client is capable of change.  10 percent say mostly.  Begin to 



think about it this is a really fundamental question to some of the conversation will be 

having.  The work that we do is based on the principle that change is possible.  If so, 

how to do that.  The next question becomes really important with that.  Where does that 

change come from most likely most people say mostly internally and a few onto the 

mostly inside the individual.  Primarily.  It looks like 97 percent pretty much internal of 

the change.  Think about is an external person, as a counselor, what is our role to help 

them foster internal change, since it is predominantly or fully internally a change 

process?  A couple of things to think about as we are framing this conversation. 

 

Just for a quick overview.  We are going to cover a lot of information.  I will talk really 

fast, so you can throw the questions and along the way.  They will be uploaded so I will 

save some time at the end to get to some of them.  We are going to do a very brief 

review of some history, weary are at now what with the process of addictions and the 

things that are currently going on and use it to frame the conversation about where are 

we going?  Some of the key elements we will talk about our therapeutic alliance and the 

role of emotions and emotional balance.  And a little bit on how to maintain some of that 

balance to continue on.  A quick moment or thought about self-awareness.  I will not ask 

you to put these into the public discussion, but began to think about is a framing, what 

are some of the fuel of our beliefs, behaviors, motivation?  What motivates me 

personally quick -- personally?  Can I have a range of emotions?  Are there emotions 

that I label is bad or try avoid?  Some people say that I have no anger whatsoever.  

Have I developed these beliefs and emotional patterns from my past?  How do I believe 

these beliefs affect how I treat individuals with substance use disorder and other 

addictions?  This goes back to do I believe people can change or do I need to lower my 

standards because they are not able to change certain things?  So, where do I set my 

goals in my treatment planning process?  How quickly do I believe individuals can 

change is the sudden -- subtle question behind can someone change and how?  Just a 

couple points for background, this presentation I will be using the term addiction to be 

inclusive of both substance abuse and other behavioral process addictions.  I have a 

specialty in gambling disorder.  I will use the term a little but inclusively there, all of 

course there are some distinctions between the different addiction processes.  It is 



particularly being used as it relates too severe substance use disorder and process 

addiction.  Not mild.  The conversation today, begin to think about addiction as a 

disease of hopelessness, addiction as a disease of shame and isolation. 

 

So there is an old fable about some blind persons who came across an elephant.  As 

they do, each blind person reach a different part of the element and they come to think 

of different parts of the process.  For example, some will see this elephant and touch 

the elephant and think that it is a sphere or a garden hose or a large leaf or a wall or a 

tree trunk, et cetera.  It is very easy to be mistaken by -- we are all right about what her 

experiences but we may not see the full picture.  How do we begin to get outside of 

ourselves sometimes to see a fuller picture?  Some days, I don't know about you, but I 

get so busy and unfocused on a crisis that I'm dealing with, and is easy to focus on the 

small element in front of us instead of seeing the whole picture about where does this fit 

into things?  Briefly taking a moment to look at where have we been?  How are -- where 

we been in the past.  A word of our history, because if we forget our history when he 

might accidentally forget to repeat it in certain places.  For example colors and old ad 

from 1895.  This is Bayer heroin.  This was used as a cough suppressant at a certain 

time.  You move a little further in time, we may have learned a little bit since then.  We 

change things along the way.  We had Coca-Cola and in the original recipe here, you 

have cocaine in our Coca-Cola.  Over the years, in 1947, there was a time when 

physicians were advertising cigarettes.  This was a health product here.  Physicians 

were telling you where you should get your cigarettes and which ones were best.  We 

changed along the lines and we got the Valium in 1966 which we advertised as mother's 

little helper.  You take this and it will help you to destress.  Everyone should have it to 

help you get through your days, get three-year dinners.  We've changed over the times 

and we eventually came to more modern times.  We came to the famous Porter and 

Jick study.  This is a landmark study from the New England Journal of Medicine in 1980 

that found that addictions is where in patients treated with narcotics.  By the way, this is 

the entire study right here.  If you blinked, you missed it.  This is a letter to the editor 

which then went on to be used and cited somewhere between a hundred and 61 to 

1400 times.  Depending upon which a database you are looking at.  This went on to be 



searched and cited, addiction is rare.  You are not going to get addicted to OxyContin if 

you go to the ER, for example.  It is safe.  All in all, these individuals started siding this 

study as an exciting and persuasive study.  It was a landmark study demonstrating that 

it is exaggerated that people would become addicted to at opioids.  That is basically on 

worrying said -- unwarranted.  We take a look at the larger context of elements as well.  

How do we begin to think about where we have been and how do we remember that it 

may have been valuable at a certain point but it may be incomplete, not the whole part 

of the elephant. 

 

As result of that we moved on to -- everyone is familiar with the pain assessment tool.  

We started to say, since opioids are safe, let's use them and check everyone for pain so 

that we can properly treat them with the safe tool.  Leading to where are we now?  Of 

course we had an opioid epidemic as well that has got a lot of press, as well as other 

things which I will talk about very briefly.  Recently, especially in the last year, we have 

been seeing increasing rates of SUD and lots of relapse and other addictions.  Part in 

relation to the -- he may have heard about a pandemic going on out there which creates 

a whole lot of fear and grief about love ones were lost.  Lots of joy and changes in our 

relationships in isolation.  We begin to see these elements when there's a lot of turmoil 

going on in the country, how this can be triggering for individuals. 

 

You begin to think about how and why there is the increasing rates of relapse, as well 

as scaling of the addiction process recently.  This is as of last month.  Some current 

data from the CDC.  If you look at this graph, you begin to see that the numbers of drug 

overdose deaths have been spiking over the last six months. 

 

We really have a little bit of a bump up there.  By and large, these have been relatively 

stable, despite we've been throwing the book at this stuff.  Getting a lot of press and 

pressure and attention in the last few years.  It still been pretty darn flat there.  We are 

putting a whole lot of effort into it, but we are not seeing as much changes we would like 

to be seeing now.  I'd like to come back to the question about where are we putting our 

attention and where can we put our attention that will make sure that we've gotten the 



most effect?  What we been doing the last couple of years doesn't seem to be moving 

the needle in the proper direction. 

 

Just pulling a couple of different numbers together, for a context, remember that we put 

a whole lot of pressure on opioids lately.  It's all over the news and it really does have a 

significant impact, but when you look at that side-by-side with suicide, alcohol certainly.  

You're going from 26 million up to 136 million for alcohol, 51 million for cigarette 

smokers.  We still have a much larger issue.  Alcohol is still our number one.  Getting all 

this press over here on opioids, remember this is an addiction process.  Rather than just 

a drug by drug choice issue.  It is not just a single drug element.  How do we begin to 

get away from that element of the elephant to begin to remember to think about the 

whole addiction process and how do we begin to -- rather than doing whack a mole, if 

you will.  Now we are dealing with opioids and next week are working with 

methamphetamine expert and we're working with the next drug that is the most 

common. 

 

As I listen around the nation, we are hearing a lot of things going on and they are all 

really valuable.  Let me start this slide by saying these are all really valuable.  

Everything from car SBIRT because we are going to screen everybody at our visits.  

Evidence-based practice, you may have heard that recently.  There's new pressure 

about not only are using medication but how many medications are you offering a 

program and how long are you on these medications?  Which still are only focused on 

certain substances. 

 

We don't have a medication stabilized right now for methamphetamine which is growing 

so rapidly.  Use of placement criteria is paperwork paperwork paperwork.  Admissions 

paperwork to timely notes, et cetera.  We have outcome measures that are coming into 

our field for substance use which are really drawn from the medical field.  For example, 

adult basal metabolic rate is not relevant to us as it is too some other conditions or 

seven day follow-up after hospitalization.  We think about substance use disorder, we 

need to think about longer than a seven day follow-up.  We are looking at a life issue. 



 

We really got focused on areas that are valuable, but how much is that really central to 

the addiction process and recovery process?  Another key piece to think about is where 

is the person in all of this?  Where is the meaningful treatment?  We spent all this time 

looking at our paper mark which are certainly valuable and I'm not in any way 

dismissing paperwork.  For example, I know programs and have 97 percent paperwork 

completion but a 10 percent client retention rate.  So you got client counselors who are 

spending all of our time focused on writing up notes and meanwhile ignoring the client. 

 

So how we remember to put the emphasis on the client relationship and client elements 

that will really make changes directly into the process and recovery elements. 

 

This one is a little bit of an older study but the only one found still that have actually 

studied this question.  The key question was what was different under last quit attempt?  

The two people in long-term recovery and said what was different?  One of the things 

they found was that some of the top elements were not necessarily what you would right 

away think of.  Number one was a 12 step affiliation, number two was good support.  

The theme that starts to develop here is relationships.  You can hear me talk more 

about relationships a little bit more as we continue on this process.  Even the treatment 

element itself was a little bit lower on the scale.  So much as people that I learned to 

connect with and develop relationships with.  Faces and voices of recovery also did a 

large-scale of 3200 individuals on an average of 10 years in recovery.  They found that 

75 percent were in recovery 95 percent had attended 12 step, 71 percent professional 

addiction treatment.  Medications have been going up over the years but is nowhere 

near the elements that people are identifying as priorities in their recovery.  When we 

think about how do we engage the pieces, what are we looking at?  The same faces 

and voices study goes on.  It is pretty lengthy.  For a taste here, remember that people 

change from when they were in active addition to three years recovery to three to 10 

years recovery to 10 years recovery.  Then really changing in terms of having their own 

place to live, paying taxes, bank accounts, positive credit, paying back debts.  Even 

things like having dental checkups and primary health care providers. 



 

This is not something that should necessarily be the goal of our treatment episode, but 

when we get at the heart of treatment, we get individuals to get out of addiction and 

become well, life changes.  And so, remembering the process that -- a process of hope 

that our clients that we are working with everyday can change and it becomes a real life 

transformation, even though we start at the moments that we see on the daily basis of 

the treatment process. 

 

Remember the process of where we are headed.  So that is a picture of future where 

we are headed.  Also remember what are some of the causes that somebody 

developed an addiction process.  Everything from biochemistry and genes -- 

biochemistry and genes, isolation, peer pressure, relationship with self, negative beliefs.  

And for some, relationship with higher power, hopelessness, -- how do we begin to think 

about the whole person?  A different analogy much like the elephant analogy.  How to 

remember the full person that for example, just like it does causes treatment processes 

are a whole flour, if you will.  We want to do cognitive therapy.  Cognitive therapy has a 

role.  Emmett AET -- M a T -- we want to treat the whole person, rather than the 

infighting that goes on about what acronym or program of the day that this person 

needs.  The answer is, yes.  They are all valuable and how do we make sure that the 

whole person gets engaged, rather than treating just one element. 

 

So example beliefs.  So imagine for a moment, I talked about the belief system and 

CBT.  You begin to think about the person and the beliefs that foster an addiction 

process.  I need a drink.  I tried to stop but I can't do it.  Getting high and makes my 

tolerable.  Gambling is of the problem, I have a money problem.  Gambling is actually 

the solution.  CBT is going to get right at some of these elements.  Think about the 

whole picture again.  Deal with these particular thoughts.  Adjust these belief patterns.  

Well that necessarily get me to where I want to get to in the recovery process. 

 

There's no medication that fixes these beliefs.  Treatment plans don't fix his beliefs.  

Progress notes don't fix his beliefs.  Education on the harmfulness of the drugs doesn't 



fixes beliefs.  Establishing self-respect, identifying core values.  Think about that flour 

for a moment -- I can see this off into each layer of that flower.  Each one of those 

individually is incomplete.  How do we think about each one of those engaged and 

where we are headed and keeping individual that we are working with at the heart of our 

efforts?  It is not about me cut is about the client that we are working with and how do 

we move them forward into a direction?  One way we are going to focus on that has to 

do with the relationships.  What is our path toward fostering recovery? 

 

Consider that as he already started to weave into the conversation here that my beliefs 

may influence the treatment.  If I believe that you can't change, like you can believe that 

you're going to die if you don't to XYZ, I believe this or that were the other, it affects how 

I'm going to choose and the timing of the treatment process and relationships. 

 

Remembering that the relationship issues of isolation, connection and judgment that we 

have we'll influence treatment.  For example, some folks work with the terminal just as 

clients.  I worked in prison for 10 years.  The attitude that we bring about this was a 

choice, this was a bad behavior, this was a bad person that we carry subtly or not so 

subtly, that family members carry, that other group members carry.  Oh you used that 

drug.  I would never use that drug.  He committed that crime?  I would never commit 

that crime.  We are wide ranges of ways that our beliefs might impact here.  One of the 

brief elements here to think about has to do with recovery capital 

 

One of the ways to think about that is substance use and sobriety, recovery experience, 

global health psychology, social supports and citizenry.  A wide range of where we 

interact with the world.  One of the recovery capital scales will have sub scales in each 

of these.  We'll take a look at how do we achieve abstinence from the behavior or the 

substance of the disorder?  Life purpose, substance -- optimism.  This is within the 

recovery capital scales that are out there.  William White also takes a look at these and 

I'm adding some connections here of isolation versus connection.  I feel like I have a 

meaningful and positive communication with my family and my community. 

 



Especially as treatment times have shortened, we have necessarily focused more and 

more on the individual.  Maybe a lucky we are starting to take a little bit of a look at the 

individual relationship with ourselves, but remember they are also going to go home to 

our families and the communities.  How do we build these relationships in way that will 

be supported to the individual?  I have friends were supportive of my recovery process.  

I have established close affiliation with a recovery support group.  See how relationships 

in isolation versus connections, feeling a part of a deeper connection becomes really 

important. 

 

How do we, knowing that clients can change, help the people we are working with to 

believe that hope is possible?  You hear often out there, there is a slogan going out 

there that change is possible, recovery is possible.  While that is not a ringing 

endorsement.  The reality of it is, recovery is the expectation.  Recovery is our goal.  It 

is a little bit directive that if I can give you the right things and we can help to create the 

right elements for you, recovery is the expectation. 

 

If you engage in a treatment process and we do ABCD, recovery is the expected 

outcome of the treatment process. 

 

Notice I'm saying that in general there.  A process.  Not one single all meant, one 

treatment episode, the process of the work. 

 

So how do I begin to identify my personal values and sense of right and wrong so I have 

gotten clearer and stronger?  I now have goals and great hopes for my future.  I know 

that my life has purpose. 

 

Helping individuals to find that existential sense of meaning is essential to part of that 

recovery capital, to fostering the inner ability to change.  If I don't have hope, I will give 

up.  If I don't have hope, I will not make the effort to change.  And don't the clients that 

we work with on a daily basis walk in there with a attitude of I've done this forever.  

What you wanted to do?  I can change this.  All of my friends are like this.  I'm never 



going to get out of this.  What do you want me to do?  Work at a lower paying job when I 

can be doing something else?  Which may be illegal, which may have higher rates of 

potential salary of income.  How do we give individuals hope and build connections with 

a positive support group of us, persons in recovery, local persons in recovery, friends 

that will grow beyond and leverage the relationship that will we've developed with 

individuals.  Excellent.  All right.  One way to begin to think about that is the relationship 

and that change begins with us.  And it is really easy to forget about the importance of 

the therapeutic alliance which has been known to change and improve the treatment 

outcomes for decades.  When you begin to think about that Ellum -- elephants.  You 

have an elephant that is centered on the relationship.  My client hates me, are they 

going to share their deep dark secret with me?  No.  If my client hates me can I get 

some external compliance?  Perhaps but as soon as they leave my office, if it's only 

external compliance, it's only going to get so far.  So how do I begin?  My progress 

notes are going to create a safe and trusting environment.  Had remember to focus on 

the development of the relationship power they can begin to peel back the onion and 

have these conversations about their emotions, about their mood, about their beliefs, 

about their medical health.  How do we facilitate the development of these relationships 

in the system of recovery supports.  So how do I help to guide them to move from the 

relationship that you have built the trust in me, to say let's share the conversation in our 

group therapy tonight.  Let's share this with your loved one.  Let's foster a relationship it 

in a family session or in a peer support group, et cetera et cetera.  How do we begin to 

leverage that over the course of time, so we may start with what were doing today, but 

keep in mind the larger picture of what were trying to move towards, so that we keep 

centering our focus there. 

 

Maintain our cultural competency in context.  To the extent that there is a cultural 

mismatch, difference in gender, race, socioeconomic status. 

 

Making sure that we as professionals maintain our cultural competence so that we can 

maintain that across cultures and contacts.  If we don't maintain those competencies 

able have a rupture in that alliance.  It can come off unintentionally as judge mental or 



unhelpful in a fracture in the relationship we are trying to build a relationship so that they 

can change. 

 

The going to a lot of time here.  Familiar with certainly empathy, warmth and 

genuineness.  I want to build on those core elements of the therapeutic process.  This 

does not just mean, especially with our folks for substance abuse disorder clients or 

other addictions clients.  This does not just mean believing everything that they said.  

Genuineness also means, something your saying here doesn't sound right.  And 

actually of the three, that is one of the elements that is more robust in the outcomes and 

the change process.  Really beginning to think about -- it's also showing up more and 

more in modern thinking with dialect behavioral therapy.  How do I begin to 

communicate that I understand you've done the best you can.  There's no judgment 

there and we need to do more.  What we have done up to this point that you hear, and 

that you can do more and I'm here to help you make these next steps.  There's a 

genuineness there that is not about judgment but also about helping to have the difficult 

conversations sometimes.  That sometimes you are acting in a way that is not 

endearing and is not going to engage your loved one.  You may be doing that for 

different emotional reasons which we are going get into a little bit but how do we as the 

leaders of the sexual help to guide into those conversations great really important there 

goes into open communication.  We are going to help guide communication into some 

areas that might be difficult or scary 

 

If you actually go back and read some of the original work or watch some of the original 

Carl Rogers videos, he is not just parroting things back characters specifically guided 

intent there were he is leading individuals to a deeper and more vulnerable space.  In 

piecing that timing very carefully.  But it's an open communication process that is 

building that relationship.  Not just about -- so many times I hear folks cannot cannot 

only one we gotta do case management basically.  We're gotta make sure they get you 

to your nurse and over here to the process of the mental health trauma specialist and 

we're going to get over here for your housing and check in with your PO, et cetera.  

These can only manage, I am not dismissing these, but as we get busy with the case 



managing, remember there is a relationship at the center that we are trying to foster, 

while we are managing all the other elements of the elephant or all of these other petals 

of the flower. 

 

As we explore difficult emotions, clients get angry, humans get angry.  They get scared.  

There's grief.  Sometimes we'll stay away from those emotions because they are 

difficult.  It is our role as a counselor to lead in these spaces at the written timings.  Not 

too fast and not too slow cartoon or get change -- so we can make it change.  Going to 

continue to add a couple of layers here.  As professionals, what is our path to move 

forward from the external interventions to managing the internal world of the individual?  

It starts with those relationships and really beginning to move to that internal world 

where we are really listening to what they are feeling and helping them articulate that 

whether or not they have been able to articulate it. 

 

Familiar with the process of stress management.  We know the process of stress, 

actually a little bit of stress gets us up and out of bed in the morning.  Stress is 

motivating.  This is called eustress.  You stress -- eustress.  Then it goes up to a peak 

stress level and anything after that is called distress and is about problems that it 

creates.  The heart attacks and all of those sorts of things.  The goal is really not to get 

rid of stress.  If we got rid of stress, we wouldn't get out of bed in the morning.  The goal 

of stress management is to try to keep it in this target area right over there.  We don't 

want to be at the top because of we tried to manage it to peak performance, it is fine for 

a sprint at a race but if we try to live our lives there, we will be constantly taping back 

and forth into distress.  We want to keep it somewhere in that range where we have a 

little bit of space. 

 

Think about stress as a stress management process.  We will carry that same 

conversation over as we talk about emotions in a moment.  It's not about emotions 

being good or bad.  But about how do we manage them?  For the sake of time I'm not 

going to spend a lot of time here on the stages of change but understand that there is a 

larger conversation to be had here.  The stages of change work in an order, although 



there can be some cycling up through a stage change process, very similarly how are 

going to about emotions in a -- in a similar pattern.  I'm not going to going to some of the 

theory of all of these begin to understand the role of talking about emotion. 

 

I'm just going to pick apart fear for a moment.  If I had zero fear, I would have terrible 

impulsive behaviors and I would actually die because I would engage in lots of risky 

behaviors that will cause me to be harmed.  Revive too much fear, I would be like a 

deer in headlights.  Frozen with fear.  So just like some individuals and some of 

ourselves might have attitude that fear is a bad thing, just like stress, it is really not a 

bad thing to have fear.  It is motivating.  But we need to find that balance words not to 

much, not too little.  We can do the same thing with each and every one of these five 

key emotions from anger, joy, compassion and respect.  If you have too much or to little 

of any of them, there are problems that arise.  So this emotional circle is built 

specifically to build out -- I'm trying to balance the levels of anger.  If I don't have any 

drive and direction.  I will again be unmotivated.  If I have an excess, I am going to be 

aggressive and push my motivation on others. 

 

How do we find those balances in each of these areas?  For clients who are often less 

attuned to their emotions or sometimes ourselves, something like this and there are lots 

of different emotional circles out there that can be towards that can help individuals -- to 

first identify the emotions that you are doing.  Very often, there are several and you can 

usually identify three or four at a given time. 

 

As we listen with empathy, we are learning to listen to the emotional lenses that are 

beneath some of the words that are being said.  CBT is right on point that I believe I can 

do something differently, but that is also driven by the fear that I can't do something 

differently. 

 

So you may begin to think about these for a moment.  Begin to consider, do we have a 

little bit more or less of each of these?  As a clinician, by the way, once something is in 

excess, it is a little bit harder to stop doing that thing.  What we can do is begin to build 



out the areas that are weaker so if I am lacking in compassion, if I am lacking in my 

values and respect elements, if I am lacking in healthy joy in healthy pleasures and 

partnerships how you see why again, if there's a lack of connections and positive 

relationships how we can begin to build that is purposely -- purposefully.  That's begin to 

apply the specifically to addiction.  Imagine for a moment -- I have some for those that 

show up for addiction.  In the lower left, there might be a fear of getting caught.  How do 

we balance that develop the courage to ask for help.  We hide our shadings and we 

keep our secret because of this fear of being found out.  The fear of the shame that 

underlies it.  As we begin to have helplessness, we begin to create a vision for the 

future. 

 

As we are feeling isolated and alone and hungry for that connection and pleasure, how 

do we begin to develop partnerships with our providers, our counselors, as well as with 

our friends and loved ones. 

 

When I am in the middle of an addiction process, don't I become very self focused?  

How do I begin to balance that with my connections for the element -- element?  

Beginning to build some of these awareness elements.  Let's continue a little further 

here.  You can have some simple steps to begin to live in each of these areas.  If my 

challenge is being frozen in the addiction pattern, being stuck in the same routine day 

after day after day, year after year, my addiction pattern.  How do I begin to find a Y and 

cause and motivation, begin to find hope for other alternatives?  Had what I begin to get 

a little bit of rest for a moment so I can kind of pull my head out of the sand out of that 

stuckness begin to identify other changes? 

 

Begin to think about also interventions that are there to begin the process of changing -- 

there might be a lack of confidence.  I don't believe I can change or do something 

differently than what I become in my life.  Everyone is off me.  I've already wounded all 

these relationships.  I can't do any better. 

 



The task is to begin to find a vision for the next steps of change.  You see it as one of 

these you can begin to tease out.  If there's become a lack of joy.  For example, you 

know the experience of an individual has their first substance use and it's a great rush.  

There is a transfer that and the pleasure, due to tolerance really is diminished over the 

years.  And now there is no joy in the drug used too much as trying to avoid the pain of 

withdrawal. 

 

Had we begin to find in building healthy relationships, healthy pleasures once again we 

?  How do we begin to identify the areas of the person, the emotional needs, 

relationship needs that will help to build that hope, relationship possibility for change?  

Alright discussed so a few things to remember here.  We are here because the people 

that we serve can change.  They can change, it is our role to focus on the heart of 

change processes.  We still work in the real world so we are still going to have billing 

issues and paperwork issues and we need to do all of those things.  But keep a refocus 

in the middle of all that management.  Remember to keep the focus on the person and 

the relationship that we are working with.  If I'm working with you for a day or a week, 

I'm not going to be able to do the same work of relationship building.  How do we begin 

to make sure that is included in the recovery process, to make sure that there is 

treatment which is intense enough, deep enough, long enough that individuals can 

develop a trust in need to address the range of issues and emotions and values that 

have been keeping them stock for so long?  -- stock for so long.  Generally, we are 

moving you towards the process of change, but really remember that often our clients 

don't have that hope, click part of our role is to see outside of their little filters that hope 

is possible, that hope is the expectation if you are willing to engage with us and work 

along the process.  I'm here with you, I will help you along the way.  We will get there, 

so long as you engage in the process. 

 

Our relationship to the individual path to their free.  Our relationship is central into that 

freedom, and to the extent that we engage them or not is central to them being able to 

move forward.  Relationship of the therapeutic alliance is grounded in individual's 

emotional world.  Having that groundedness and empathy, we are trying to listen very 



closely to emotions of worry or may not be aware and poor articulate they mainly 

driving.  Emotions are the fuel that gets behind things.  You know how when you get 

hurt by something and then you are mad at somebody and lender changes all of your 

interactions and decisions with them and blocked you from being able to do certain 

things because you are busy nursing this old wound. 

 

To the extent that we can help identify articulate and change those.  We want to move 

from an external support too internal change.  On day one, we may really not be 

focused -- we may be focused on stabilization and safety issues.  How to move from a 

abusive relationship, for example.  But at some point we need to move from I'm only 

here because my parole officer told me I need to be here too moving to an internal 

change process where they can get up and out and away and into a long-term recovery 

process. 

 

We've spent so much focus because we've had a focus in recent years on the death 

rates, once we keep individuals from dying all our work is to catch them and then get 

them back and up and out into Libya.  And that is the promise and the hope of the 

treatment process.  Remember also that we can't necessarily change what they are 

doing too much of.  We want to really focus on buildings and to support the areas where 

they are weaker.  I often say I can get you to stop using your substances.  What I can 

do is help you to build a life worth living so that that motivation for the substance 

continues to return.  As we do the sky we are going to continue to move towards the 

heart of addiction.  How to remember the centerpiece of it all and this is the key to 

remembering that the client in the relationship is absolutely there.  I'm going to pause 

there and we will come back with questions. 

 

>> PARTICIPANT: Hi everybody.  Thank you Ken, for letting us jump in here.  Just 

quickly before your Q&A to tell everyone about an important safety campaign.  We are 

the trade organization in Washington DC representing the manufactures of the over-the-

counter medicines and as Jessie O'Brien mentioned at the top of this webinar, a few 

years ago we started an important medication safety campaign about a pharmaceutical 



ingredient called Loperamide.  It is a prescription and over-the-counter medicine.  

Mostly used as over-the-counter to prove to relieve the symptoms of diarrhea.  It is sold 

in generic forms as well as in the brand name you're probably familiar with cut Imodium.  

It is a safe and effective for over 30 years and many of you working with opiate use 

disorder power familiar with because is often prescribed to and used as a treatment for 

common symptoms of withdrawal.  A common usage 60 milligrams -- a few years ago I 

came aware to us that there were individuals that were attempting to consume large 

doses, somewhere between a hundred and 40 milligrams per dose up to 240 

milligrams.  Almost 10 to 20 times of the recommended dose on the problem with that of 

course is that doses that hi, puts people at extreme risk for cardiac events.  Including 

various arrhythmias, and syncope and there have been reported deaths.  Why would 

people do this?  It was discovered that at extremely high doses, this Loperamide, even 

though it is meant to act in the gut, it can break the blood and brain barrier and many 

people with open good use disorder have been attempting to self manage their 

withdrawal by taking massive amounts or seeking a high.  Thankfully this is still rare.  

We sought early and some of the Poison Center reports and we started a campaign to 

educate mental health and behavioral health professionals like you about the campaign 

and my colleague Susan is going to tell you a little bit more about that. 

>> PARTICIPANT: Hi everyone.  My name is Susan Riley.  I work with Mike at the 

consumer healthcare products Association and I am a manager of communications and 

media relations there.  As Mike said, we established a companion to help raise 

healthcare providers awareness of Loperamide abuse and educate them about the risk.  

An important part of our campaign is to provide healthcare providers with the resources 

they need to intervene without reservations.  Another priority is to educate * consumers 

who are already aware of Loperamide -- about the risks of drug use.  To accomplish this 

we have developed and produced myriad resources that are available on our website, 

which is LOPERAMIDESAFETY.ORG.  We have available fact sheets, targeted to 

different healthcare providers.  We have peer-reviewed expert journal articles and case 

studies as well as FDA safety communications.  On our site you also find guidance on 

the types of questions to ask your at-risk patients.  Indeed why instances of Loperamide 

abuse remain low, we are committed to this outreach because the impact of abuse can 



be catastrophic and deadly.  We urge you to take a few minutes and review some of the 

literature on LOPERAMIDESAFETY.ORG, download our fact sheets, take a look at 

those and share them with your colleagues.  Thank you for listening and again, the 

website where you can find most of this information is asked 

LOPERAMIDESAFETY.ORG.  Now, I will turn it over to Jesse and we will open it up for 

questions. 

>> JESSIE O'BRIEN: Thank you Mike and Susan.  They are also looking at the Q&A 

box.  So if you have questions about safety or Loperamide abuse, feel free to put them 

in there but there are also great resources are provided as well.  We will get to our Q&A.  

I'm going to go forward here.  He had a lot of questions coming in.  The first one that 

somebody had was how to help a person dying from addiction that needs pain 

management to use and function yet can be trusted to take the medication safely? 

>> KEN MARTZ: Absolutely.  Great question.  Begin to think about the processes here 

that I was laying out.  There is no one single element and this is one of the areas that is 

one of the challenges in our field because there has been such a gap between medical 

treatment and addiction level treatment.  Where does that line cross or blur or not.  Pain 

management is working in one layer and the addiction counselors are working on 

another layer and how do we get those processes of coordination?  The key element I 

would start with I would say is to remember that we might still have to do some 

emergency management on day one or day to or month one as we are getting 

individuals stabilized.  Just remember that that is a piece of the flower, a piece of the 

element -- elephant.  We want to build the whole recovery process.  Even when I am 

starting to do my pain management processes and identifying which tools will work for 

the individual because there are a range of tools for this.  Everything from opioids to 

non- opioid medication to surgery to complementary alternative medicine approaches.  

There's a wide range in the toolbox there.  But we are building a relationship there that 

we can leverage off of into the ongoing levels of recovery.  As that gets developed. 

>> JESSIE O'BRIEN: Are great.  Thank you.  Let's try to fit in a couple more here.  The 

next question, in terms of emotional circle and the balance of emotions, do you client 

self assessments to gauge where they are at?  How do you incorporate that into your 

treatment? 



>> KEN MARTZ: Excellent question.  The one of the first places I will begin with that is 

actually with something like the emotional circle.  Just a simple question of what we are 

talking about a grief situation, for example, I know what they are going to find, but hand 

them the form and say which ones do you identify?  Which emotions you recognize in 

yourself today?  Usually they will, with one that seems easy like angry.  And I will say 

what else?  And they will say I'm also a little bit scared.  And what else?  Well, I 

sometimes feel like I can keep up with it.  Sometimes when you ask them and give them 

permission to work, they will identify multiple of the emotions.  Build awareness and it's 

a little bit more advanced.  Kind of like I started to point to in the slides there, I will then 

use my judgment to help identify what are some of the strengths and weaknesses and 

in collaboration with them, to help target some of the approaches and help to build them 

is identify some of the steps of the treatment plan.  Still the same treatment plan but just 

a different emphasis on it to keep the relational element in mind. 

>> JESSIE O'BRIEN: Great.  Thank you.  So hopeful to hear her use and the everyday 

to assess whether at.  We have more questions but we only have one minute left so I 

have to wrap up.  But we will be sending your questions and document to Ken to write 

answers to and then post them on the webpage where you guys registered, right here.  

So don't worry, we will get answers to your questions, they will just be a little bit 

delayed.  Thank you so much, Ken.  We appreciate all this viable information and also 

the Loperamide safety crew for giving us information on that mission.  If you guys have 

any other questions, type them in there so we can send them off to him.  Accusing 

much.  Just a reminder that right after this is over you can access the CE quiz on the 

page that you registered for it.  There's access too online CE quiz and instructions.  If 

you haven't done it before, I recommend you use it.  Upcoming webinars are August 

18th at the addiction professionals many guide to SBIRT for adolescents.  Hopefully you 

guys can be there with us for that.  A reminder that you can save up to $151 if you 

register early for our NAADAC conference which is October 28th through 30th.  That 

ends September 15th.  Again, register by September 15th.  Our advances in technology 

and the addiction prevention series has also kicked off and the fourth one is this Friday 

and hopefully you guys can be there if you have not attended any of them already.  

They are available on demand.  Reminder of all the benefits of NAADAC membership.  



For me, it is the free CE's that are available for members but it might be something else 

for you.  Feel free to explore and join us if you're not already a member.  I hope 

everyone stays connected with us on social media and on our website and we hope to 

see you soon another webinar.  Thank you again, Doctor Ken Martz.  We really 

appreciate it.  Take care, everyone. 

 


