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Recovery from Substance Abuse 

 
In terms of economic cost and treasury drain, the top 5 health problems in America are: drug 

addiction, mental illness, heart disease, alcohol disorders and nicotine use.
1
 Not only are the 

addictions and mental illness at the top of the list of costs to society, they are also at the bottom 

of the list in terms of both interest and excitement in training programs and reimbursement rates 

from insurance companies. Part of the explanation for this strange discrepancy is historical, and 

part is the lag phase between the research knowledge discovery and its application to clinical 

practices.  

 

The historical issues are complex, including the general perception of failure of many types of 

treatment that only work for a small percentage of patients. There also is a lingering moral 

judgment hanging over the field of Addiction Medicine, despite the general acceptance of 

addiction as a medical illness instead of a will power or poor character problem. In the United 

States, we have a tradition (and perhaps a fantasy) of can-do, short-term solutions. If a problem 

comes up, we can fix it. This attitude is a residue of the pioneer, frontier spirit. However, the 

addictions have not been amenable to short-term solutions. There are two correctives that come 

from modern research that help to move us in the proper positive direction in the addictions (but 

we haven’t gotten a touchdown yet): 1. Addiction has been demonstrated to be a brain disease in 

which the cognitive, decision-making areas of the brain can become chemically “high-jacked;”  

2. Some people and not others – because of genetic factors and possibly psychosocial factors (to 

be determined) – are more vulnerable to the emblematic “loss of control” when exposed to a 

small amount of substance over a short period of time. 

 

Because the above understandings are relatively new, there has been an attendant gap between 

research and well-meaning practitioners. Even though “chronic relapsing” has been part of the 

definition of addictions for a long time, it has been generally assumed that, once the addict has 

gone through the withdrawal process (detoxification), he is then on his way.  Frequent relapses 

lead to discouragement on both the part of patient and practitioner, as well as attendant patient 

dropout and practitioner burnout.  

 

The earlier longtime focus was on the formulation that addiction affects the brain reward system. 

The newer formulation, based on recent research, shows us that the addicted brain does 
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overvalue reward and undervalue risk, but additionally shows anatomical and behavioral 

dysfunction in the cognitive decision-making circuits.
2
  This deficit leads to all-too-familiar poor 

treatment outcomes characterized by poor adherence, shorter retention in program, and more 

frequent relapses.  

 

The gap between research and practice is further complicated by the rapid changes in social 

patterns of drug abuse: not that long ago, alcohol was the prime addictive substance; then we 

learned of the terrible health effects from smoking, so we added cigarettes to the list. Then the 

youth and rebellious culture got involved. When IV heroin was the drug of choice in the 1970’s, 

it was rare to see a drug addict with significant accompanying mental illness and vice versa. 

Then scientific papers about dual diagnosis (substance abuse plus mental illness) began to creep 

into the literature, and there were distinct populations hooked on “uppers” and those on 

“downers.”  Then polydrug abuse began to be seen and slowly became the norm. The newer 

situation is now a move away from illicit drugs toward diverted prescription drugs. Practitioners 

have to not only surf these waves of changing habits and practices and social mores, but also stay 

on top of the latest breakthroughs in cognitive (brain) science, genetics and biopsychosocial 

therapeutic interventions – a daunting task.  

 

In May, 2011, with support from the American Psychiatric Association, and leadership from 

former Congressman Patrick Kennedy, the Massachusetts General Hospital
3
 hosted a three-day 

conference to launch the successor to the “Decade of the Brain,” called the “Next Frontier” 

whose goal is to map the “inner space of the mind” in the next decade. Brilliant scientists in the 

government and private sector have been recruited and are being backed by the resources of 

Harvard University, as well as the American Academy of Neurology, American Association of 

Neurological Surgeons, American Brain Coalition, Brain Trauma Foundation, Mental Health 

America and many more significant organizations and agencies.  

 

The soon-to-step-down Harvard University Provost, Steven E. Hyman, MD, psychiatrist, trained 

neurobiologist, and former director of the National Institute for Mental Health (and chairman of 

the groundbreaking MGH Conference) said, “Based on relatively recent advances in knowledge 

and technology, the neuroscience field is on the cusp of revolutionary discoveries that can open 

new avenues for scientific understanding as well as for better human health and functioning.” “A 

sustained national commitment to brain research could have transformative impacts on science 

and society.” 

 

The scientific discoveries in the fields of neurogenomics, neuropathology and functional imaging 

are pointing more directly at the pathophysiology and progression of cognitive deficits that are 

more clearly seen as the stumbling blocks in the clinical course of addiction.  

 

Clinicians (and patients) have valiantly attempted to deal with the specter of relapse, but the only 

available solution has been to “try, try again.” Now, there is greater understanding of the 

cognitive impairments in the brain (frontal) executive control skill centers
4
  that are responsible 
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for decision-making, planning, inhibition of impulse, working memory and emotional 

processing. You would never demand that a blind person see or a stroke victim move a paralyzed 

limb. In the same way, we are growing in sophistication so that newly developed cognitive 

screening and other brain studies will allow us to pinpoint the areas of brain damage and 

resultant cognitive dysfunction. In this regard, novel rehabilitation therapies
5
 are being 

developed that will address specific problems in brain function that lead to relapse in drug use, 

poor adherence and problems in staying on the course to sobriety. The good news is that much of 

the brain damage – especially if caught in the early stages – is reversible. Brain plasticity insures 

a return to normal function, or the development of alternative coping and executive strategies 

that allow the addict to learn to lead a normal, drug-free life.      
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