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EDITORIAL

T

he focus for this issue has emerged as the spoken word. We have
transcripts of two of the most interesting interviews of the year,
if not the decade, which are challenging and inspiring in equal

measure. David Van Nuys of Shrink Rap Radio interviews Dr. Carlton
Erickson, Director of the Addiction Science and Research Education Center
at the University of Texas at Austin, about his work with addictions
and addicts. In this fascinating interview, Dr. Erickson discusses the
background to the revised and updated edition of his seminal book, The
Science of Addiction: From Neuroscience to Treatment (2nd ed., Norton, 2018),
and explains what he has learnt in the 11 years since his book was first
published. We also have an excerpt of a conversation between Dr. Allan
Schore and Dr. Iain McGilchrist, two of the world’s leading minds on the
right hemisphere and the whole person, brought by the Global Association
for Interpersonal Neurobiology Studies (GAINS) and facilitated by GAINS
Board member, Dr. Mary Meador. Continuing the conversational theme, I
was curious to know more about Deb Dana, author of the book chapter from
The Polyvagal Theory in Therapy (Norton, 2018) in last month’s issue, and
was delighted when she agreed to answer some questions for our Spotlight
series. Deb has given us a wonderful insight into her work on polyvagal
theory and its practical applications.
This month we are introducing a new series, called “The Leading Edge”,
which will be a space for the best thinkers in our field to give us their
thoughts and reflections. I asked, simply, “What are you thinking about
right now that you feel is interesting and perhaps even challenging in
relation to neuroscience and psychotherapy?” Our first article in this
series comes from Dr. David Van Nuys with his thoughts about evidencebased practice, which, I am sure, will stimulate conversations around the
globe. It is our hope that you will join in these conversations with your
own comments and thoughts.
You may also be inspired to write something longer, which we can include
in our blog, Both Matthew Dahlitz, Editor-in-Chief, and I are keen to
disseminate your thoughts via this medium. As always, I look forward to
hearing from you—in your own words.
- Richard Hill
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THE LEADING EDGE

Reflections on the
Evidence-Based Practice
of Psychotherapy

DAVID VAN NUYS

Imagine I receive an invitation to present a keynote at a major therapy conference.
Essentially the charge is something along the lines of: Dr. Van Nuys, over the past 13
years you’ve conducted more than 700 in-depth interviews with a wide variety of movers
and shakers across the field of psychology. We think that gives you a unique overview. What
significant changes have you seen across that span of time?
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I

say “imagine” because I’ve not actually

•

The

term

evidence-based

therapy

received such an invitation, but I have had

has become a de facto code word for

such reveries in the shower, where I’m

manualized therapy—most often brief,

prone to such daydreams of glory. With the

highly

hot water beating on my head and shoulders

behavior therapy.

and stimulating my fantasies, it occurred to
me that the advent of evidence-based practice

•

scripted

forms

of

cognitive

It is widely asserted that “evidencebased”

is one of the most interesting developments

therapies

are

scientifically

proven and superior to other forms

in the field.

of psychotherapy. Empirical research

I guess the reason I find it interesting is that I’m
surprised to see that evidence-based practice
has taken hold to the extent that it apparently

does not support these claims.
•

Empirical

shows

that

“evidence-based” therapies are weak

has. I must confess that when I first heard the

treatments. Their benefits are trivial,

term I was skeptical. It seemed like the sort

few patients get well, and even the

of good idea that people would pay lip service

trivial benefits do not last.

to but not much more. Fortunately, I would
not have to take it too seriously inasmuch

research

•

Troubling

research

practices

paint

as I hadn’t practiced as a therapist in quite

a misleading picture of the actual

a few years, having embraced an academic

benefits

career. Also, as a humanistically inclined

therapies,

psychologist, I tended toward the belief that

groups, cherry-picked patient samples,

psychotherapy involves processes too varied

and suppression of negative findings.

and subtle to lend themselves to any sort

(Shedler, 2018, p. 319)

of meaningful quantification. I’m more of a
qualitative research guy than a quantitative
guy. To keep my confessional honest, I should
add that my defensive reaction to the idea

psychological

practice. For example, my podcast interviewee,
Dr. Jonathan Shedler, has written:

sham

control

argued:
The

questioning the validity of evidence-based

including

opposition, Berg and Slaattelid (2017) recently

intellectual laziness on my part.

that I was not the only doubting Thomas

“evidence-based”

To cite one more source in the litany of

of evidence-based practice betrays a certain

At the same time, it must be acknowledged

of

on

notion
a

of

treatments

reductive

psychotherapy.

research-supported
is

based

conceptualization

of

Research-supported

psychological treatments hinge upon an
empirical reduction where psychotherapy
schools become conceptualized as mere
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collections

of

empirical

propositions.

Besides, while the double-blind approach

However, this paper argues that the

is the gold standard in medicine, it’s not

different

necessarily the best approach for research in

psychotherapy

schools

have

distinct ethoses that are constituted by
normative

claims.

Consequently,

the

evaluation of the different psychotherapy
schools and the practice of psychotherapy
should include the underlying normative
claims of these ethoses. (p. 1075)

the psychotherapeutic realm.
In 2005, the APA commissioned a task force to
report on evidence-based practice as it relates
to health services provided by psychologists.
Specifically, the task force was charged with
“defining

and

explicating

the

principles

I take this to mean that the evidence-based

of evidence-based practice in psychology”

folks and the therapist folks come from

(EBP Task Force, 2005, p. 4). After extensive

different underlying world views.

review

Evidence-based

practice

burst

onto

the

scene on 2005, endorsed by the American
Psychological Association (APA), the very
same year I retired from academia and
started my podcast interviewing of all those
psychologists and psychotherapists. For the
sake of historical accuracy, I might add here
that evidence-based practice had already been
described as a “hot topic” in the BMJ a decade
earlier (see Sackett, Rosenberg, Gray, Haynes,
& Richardson, 1996).So, what constitutes
evidence-based practice? At this point, it

and

public

comment,

the

final

report was presented to the APA Council
of Representatives in August, 2005, and
published the following year (APA Presidential
Task

Force

on

Evidence-Based

Practice,

2006). A broad definition of evidence-based
practice was stated as follows: “Evidencebased practice is the integration of the best
available research with clinical expertise in
the context of patient characteristics, culture
and preferences” (APA Presidential Task
Force on Evidence-Based Practice, 2006, p.
273).

seems less rigid than I feared. For example,

On the face of it, this definition strikes me as

if they required a double-blind research

reasonable and flexible.

design as the only valid approach, that would
be reason for concern. Double-blind studies
are typically very expensive to carry out.
In medicine, they are generally funded by
pharmaceutical companies; however, “big
pharma” is hardly likely to want to fund

They further declared that evidence-based
practice be based on the “best” research
evidence. This is where the rubber meets the
road. I wondered how attainable that standard
would be. According to the report:

studies that demonstrate the effectiveness of

Best research evidence refers to scientific

non-pharmaceutical psychological remedies.

results related to intervention strategies,
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What about
neuropsychotherapy?
Should that be
considered an
evidence-based
practice?
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assessment,

clinical

problems,

and

(p. 284). That’s the kind of flexibility a

patient populations in laboratory and field

humanistically-oriented

settings as well as to clinically relevant

myself can take comfort from.

results of basic research in psychology
and related fields. A sizeable body of
evidence drawn from a variety of research
designs
to

the

and

methodologies

effectiveness

of

attests

psychological

practices. Generally, evidence derived
from

clinically

relevant

research

on

psychological practices should be based
on systematic reviews, reasonable effect
sizes, statistical and clinical significance,
and a body of supporting evidence. (p.
274)
I’m

such

as

Ideally, this will be a win-win-win for
researchers,

clinicians,

and

patients.

In

fact, the report urges researchers to seek
to do research and develop relevant designs
explicitly to fill in the gaps for therapeutic
approaches that need more support. At the
same time, therapists are urged to actively
seek out the research that will help them refine
their work. So, researchers and therapists are
tasked equally with responsibility to move us
all into a meaningful evidence-based practice
world.

somewhat

reassured

that

clinical

observations carry at least some weight in the
determination of evidence-based practice.
They went on to say:
The

codger

validity

But who is going to police this? Won’t at least
some clinical schools of thought be tempted
to exaggerate their claims of efficacy? I don’t
see the APA taking on this role, although I do

of

conclusions

from

believe that the APA will exert tremendous

research on interventions is based on

influence

a

clinical

internships to make sure that a commitment

observation through systematic reviews

to evidence-based practice is understood and

of randomized clinical trials, while also

emphasized. I also believe the hammer will

recognizing gaps and limitations in the

be wielded most forcefully by the insurance

existing literature and its applicability to

companies. More and more they will insist

the specific case at hand. (p. 284)

on

general

progression

from

The recognition that there may be gaps
and limitations in the existing literature is
also reassuring. So is this statement: “It is
important not to assume [emphasis added]
that interventions that have not yet been
studied in controlled trials are ineffective”

over

academic

evidence-based

practice

programs

for

and

therapist

reimbursement, and part of that process
will likely involve them as arbiters of which
approaches they will recognize as evidencebased practice worthy. This is something
that APA and other relevant professional
associations are likely to monitor and, in some
cases, resist. So says my own crystal ball.
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As I poked around the Web, including a search

experiential dynamic psychotherapy to that

of the APA online database PsycINFO® (http://

list.

www.apa.org/pubs/databases/psycinfo/index.
aspx), I was not able to discover a single
authoritative list of approaches that are
currently recognized as meeting the standard
of evidence-based practice, yet you would
think such a list exists.

What about depth-oriented, psychodynamic
approaches? This was a category I was
initially concerned might be swept off the
table, but I found that the Pacifica Graduate
Institute, a Jungian-oriented program, offers
a long list of publication citations affirming

Certainly, we might expect all approaches

evidence-based practice status (see https://

based on some version of cognitive behavioral

www.pacifica.edu/about-pacifica/evidence-

therapy would make the list, since its propoents

depth-psychology/). I’d be remiss if I didn’t

were quick to claim the research high ground.

also mention Dr. Jonathan Shedler’s 2010

In fact, New Harbinger Publications (https://

American Psychologist article, “The Efficacy

www.newharbinger.com/), an independent,

of Psychodynamic Psychotherapy”. And I’m

employee-owned

certain many more approaches could be added

publisher

of

evidence-

based self-help books based in Oakland, CA,
lists the following approaches under their
evidence-based practice area:

to those I’ve listed here.
What about neuropsychotherapy? Should that
be considered an evidence-based practice?

•

cognitive behavioral therapy,

•

acceptance and commitment therapy,

•

dialectical behavior therapy,

•

mindfulness-based stress reduction,

•

mindfulness-based cognitive therapy,

•

compassion-focused therapy, and

•

imago relationship therapy.

On the one hand, it derives from detailed
scientific investigation of the brain. On the
other hand, interviewees whom I’ve pressed
for explanation of what the therapy involves
seem to be saying that it provides them
with a vocabulary that helps their patients
to reframe their difficulties in terms of
brain processes. Is there evidence that this
reframing increases the potency of therapy?
Actually, this vocabulary/reframing could be
applied to a variety of existing psychotherapy
approaches. I’m not sure a distinct and unique

Based on podcast interviews I’ve conducted,
I would have to add intensive short-term
dynamic

psychotherapy

and

accelerated

“neuropsychotherapy” exists yet—the jury is
still out (Rosier, 2015).
So, on the one hand, I’m not sure that my
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original ambivalence about evidence-based
practice is resolved. On the other hand, it is
quite clear to me that the train has left the

doi:10.1037/a0018378
Shedler, J. (2018). Where is the evidence for
“evidence-based”

station and is gathering speed.

therapy?

Clinics of North America, 41,

Psychiatric
319–329.

Retrieved from http://jonathanshedler.
com/wp-content/uploads/2018/05/
Shedler-2018-Where-is-the-evidence-
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Addiction

The Science of
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INTERVIEW

Dr. David Van Nuys interviews Dr. Carlton Erickson on the topic of addiction.
Dr. Dave: My guest today is award-winning
research

scientist

Dr.

Carlton

of a background of me, because I have

(Carl)

an unusual background. I am now an

Erickson, who is Director of the Addiction

addiction science educator, but I wasn’t

Science and Research Education Center

always that. I have a Pharmacy degree

at the University of Texas at Austin and

from Ferris State College in Big Rapids,

author of The Science of Addiction: From

Michigan. And then I went to Purdue for

Neurobiology to Treatment, which

has

my Ph.D. in Pharmacology. And after I

recently been updated in a second edition

graduated there, I was recruited to the

(Norton, 2018).

University of Kansas where I spent 13

Dr. Carlton Erickson, welcome to Shrink
Rap Radio!

years, and then I was recruited to the
University of Texas. I have been here
for almost 39 years, and as we discussed

Dr. Carl: Thank you, Dr. Dave!

before, I’m about ready to retire.

Dr. Dave: You published the first edition

But

getting

into

the

field

of

drug

back in 2007, and a lot of water has gone

addiction—that was reasonable for a

under the bridge since then, because here

pharmacologist, because I liked to call

we are in 2018 and in the clutch of one

myself a former mouse researcher. And

of the worst if not the worst addiction

my very first grant was from the National

crises ever. I’m referring of course to the

Institute of Health to do work on how

opioid crisis. What have you learned in

alcohol produces intoxication. I did such

the 11 years since the first edition of your

great work that we still don’t understand

book?

how alcohol produces intoxication in the

Dr. Carl: I think in order to be able to set the
stage for what I’m going to do today in
this hour and to answer your question,
I have to give the audience a little bit

brain because it’s much more complex
than I ever realized. But during this
journey what happened is that I didn’t
know anything about alcoholism. I’m not
an addict. I’m not an alcoholic. I don’t

The Neuropsychotherapist

-014

have any in my family, I thought. So I

addicts, there will be enough audience.”

began to attend 12-step programs in

. . . many of whom turned out to be

Kansas just to learn what the disease was

counsellors who were working at helping

about. And it was amazing to me to listen

alcoholics get better. And so we did that

to the stories of the people who had the

for five years.

disease.

We gave 126 workshops in 27 different

I kept that interest after I came to

States in two countries, and we learned

Texas, and I befriended a now 45-year-

a lot. And what I learned was that, as

old alcoholic who is still in recovery

John used to say, he never took a normal

through

(AA),

drink. And that got me really interested

and his name is John, and he’s Irish, and

intellectually as to why that would be the

he taught me the early parts of what I

case. And he said, “Yeah, Carl, I learned

know about alcoholism as a disease. And

in my early drinking years that I just

Alcoholics

Anonymous

couldn’t stop.” There’s an awful lot of

“Carl, we ought to get

people who can drink alcohol and can

together and go around the

glasses of wine at night and that’s all I

country and give workshops
called ‘Where Science and
Addiction Meet’”

stop. I’m one of those. I have my two
need. But John found out that he couldn’t
stop; he kept going. He had periods of no
drinking when he was trying to stop, but
that was the difference in it.
And so we began to learn something
about addiction through alcohol, and

his first comment to me was, “Carl, we
ought to get together and go around the
country and give workshops called ‘Where
Science and Addiction Meet’”. He said
you could be the science and I will be the
addiction, and we’ll talk with counsellors
and whoever will show up and talk and
dialogue in front of them and have them
ask questions, because he says, “Frankly,
I want to know what’s wrong with my
brain that makes it impossible for me to
stop drinking, and you said you want to
know something about the disease, and
what better way than to talk to recovering

that’s where I got my early federal
funding for my mouse research, my rat
research, which I continued in Texas. And
about 1994 I was invited to the Betty Ford
Institute in Rancho Mirage, California, in
their Professionals in Residence program,
and I spent a week on the units with the
patients, talking to them and seeing what
they go through during what is so-called
recovery. I was just smitten. It changed
my life because those individuals were
not bad people; they were not crazy; they
were not just people doing bad things
who wouldn’t stop; they really couldn’t
stop.
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Dr. Dave:

I’ll bet there were some famous

people there because isn’t that the clinic
that the famous people go to?

the book. And that brings you up to date.
So, what did I learn? I learned a lot about
the disease before 2007, and then from

Dr. Carl: I didn’t see any! And it’s kind of a

2007 to 2018 I’ve learned that we’ve made

misnomer because yes, they come and go

huge progress in understanding what

rather rarely, and it’s still the case. But

goes wrong with the brain in people who

remember that was 1994, and they had

can’t stop drinking. And the big deal is

that reputation because it was so darn

that we have to let everybody know that

expensive. And it’s still expensive today,

John was not a normal drinker. They’re

though not as expensive because there’s

mostly normal drinkers out there, but

insurance, and we can get into that later.

the ones who are not normal, who have

But the quick end to my story is that I came

the disease, are about 15% to 20% of that

back from there and decided that I wanted

population, and that percent changes

to be an addiction science educator as a

with each drug that you talk about.

scholar at the University. I went to my

That’s the big thing I learned. The other

Dean . . . it took about a year to figure this

chapters in the book cover genetics and

out, and I said to my Dean that I would

other advances. . . . I like to think that

like to shut down my laboratories. I had

we’re on a trajectory towards finding

three laboratories with two federal grants,

ways in which we may not be able to cure

and I just stopped them, gave the money

the disease, but arrest symptoms and

back to the Government . . . and I started

help people who are struggling with the

to go round the country giving talks, at

disease now to find full-time recovery.

people’s invitation actually, because I
found that the recovering people and the
treatment community were thirsty for
the new science that was coming up. And
I was able to do that. Very fortunately
they liked my presentations, and so I
turned it all over to that. And I started
studying audience reactions along with
a number of other colleagues, where we
measured changes in knowledge over six
hours of listening to the neurobiology of
addiction. We studied their belief changes
and we studied their behavior changes.
[Dr. Dave: That’s good.] I published a
number of articles on that, and then it
just kind of grew from there until I wrote

Dr. Dave: I noticed that you characterize it as
a disease, and I know that AA has done
that as well. As a psychologist, I’m aware
that there have been other models sort of
competing with the disease model, and I
think psychology in general has tried to
resist things getting over-medicalized.
Can you talk a little bit about that? I
think other models . . . might be an
educational model . . . I don’t know what
the competing models are, but maybe you
can speak to that and tell us why you feel
so strongly that it fits the disease as the
right model for speaking about addiction?
Dr. Carl: I’m really glad you asked that
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question. There are 13 chapters in my

who don’t have the disease. And so they

book and the first three are related to

tend to characterize those people as bad,

this issue. Scientists should never be

having personality problems, making bad

dogmatic, and I try not to be dogmatic.

choices, and that’s all true, but they’re

But frankly I think that science has now

saying that because

shown, and some of the evidence is in,

the same heavy duty treatment as people

that some drinkers as I just described

with severe alcohol use disorder, aka

(some but not all) have the disease of

alcohol addiction, which used to be

alcoholism, which we now call alcohol

called alcohol dependence in the previous

addiction. There are other names, which

edition of the DSM (DSM-4). Here is

we’ll cover in just a moment, but they’re

where we get into trouble, and we can

all based upon diagnostic procedures that

continue to argue, but we are all arguing

are laid out in the DSM, now issue edition

about different parts of the elephant.

five (DSM-5). The Diagnostic and Statistical
Manual of Mental Disorders has been used
by psychiatrists, counsellors, qualified
assessment professionals, for a number

Dr. Dave:

they don’t deserve

What’s the difference between

dependence

and

addiction—you’re

making a distinction there?

of years, and it is the bible along with

Dr. Carl: Yeah, they are essentially the same.

the ICD, the International Classification of

In the DSM-4, I don’t know how many

Diseases published by the World Health

of your listeners or your viewers are

Organization, for diagnostic ways.

aware of it or have studied the DSM,

Being able to label something as a disease
starts out with diagnosis. Now we have
diagnostic procedures, diagnostic criteria
in the DSM-5, that allows us to say this
person has an alcohol use disorder, and
there are 11 criteria, and everyone who
has an alcohol use disorder does not
have alcohol addiction, it’s only the far
end, the severe end, which is six or more
criteria, that determines whether that’s
the case.

but the earlier edition of the Diagnostic
and

Statistical

Manual,

the

DSM-4,

characterized two categories of drug
overuse, one was called drug abuse, also
called substance or chemical abuse versus
substance chemical or drug dependence.
And this dependence is known mostly by
physicians as withdrawal. But chemical
dependence is not the same as withdrawal,
which is also called physical dependence.
That’s an old pharmacological teaching
that

everybody

including

physicians

I think it’s about time we stopped arguing

know about: when you take a drug over a

about this, and I’m not the only one.

long period of time, then you withdraw,

Philosophically it’s okay to argue, but

you go through withdrawal symptoms,

frankly I think that a lot of people who are

which is essentially a rebound from

looking at thinking this is not a disease

what the drug’s earlier pharmacological

are looking at the majority of drinkers

effect was. So, if you’re talking about
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a depressant drug like alcohol, and you

legal and socially sanctioned on the one

withdraw,

hyper-excitability

hand and, as you say, most people can

symptoms that include seizures, anxiety,

handle it, but not everybody. That very

and so forth. That’s physical dependence.

difficult end of alcohol has cost a lot of

you

get

The reason that the DSM-5 came up and
dropped the name dependence is that
too many people were getting confused
between chemical dependence as defined

money and a lot of physical issues and
problems and so on. So now we’ve got
the opioid crisis, maybe you can contrast
and compare?

by DSM-4 and physical dependence. In
fact, there’s an old-time thinking that
said that the physicians just couldn’t

The reason that the DSM-

understand the difference and that’s

5 dropped the name

why they started to withdraw—at some

dependence is that too

period in medicine there was a time when
physicians were withholding powerful
pain medications from terminal cancer
patients and terminal AIDS patients, for
fear of addicting them, even though they

many people were getting
confused between chemical

were only going to live for another year

dependence as defined

or so. It got to be that ridiculous, and

by DSM-4 and physical

then people said, “Wait a minute, you’re
not addicting them just because they

dependence.

go through withdrawal; but withdrawal
is not addiction. Don’t worry about
addicting them, you can give them all
you want and only a certain percentage

Dr. Carl: Yeah, it’s not just as simple as legal

of them will need treatment for the

versus illegal, because of course many

continued use of the drug. Most people

opioids are legal as prescribed. It’s the

withdraw and they never want the drug

overuse by people who really shouldn’t

again.”

be

Dr. Dave: Let’s talk about the opioid addiction
since that is so forward in the news right
now and on everybody’s mind. This is
really, really serious. We’re finding dead
people lying on the streets and emergency

using

these

outside

the

medical

prescribing regimen that start to get a
lot of people into trouble. And it’s not an
easy answer, so let me see if I can break it
down as simply as I can as I try to be the
educator I want to be.

services using Narcan [naloxone] to try

There

to bring them back. Let’s talk about that.

legally through their positions, through

But, getting back to alcohol, alcohol is

prescription, and they may take them for
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a short period of time, they may take them

two weeks later, he was totally off the

for a long period of time, depending upon

opioids. Now that’s the way it should go.

the condition. For example, if you have a
leg fracture, and you go into emergency
and the pain is just unbearable, so they
give you an opioid to calm down the pain.
Well, generally in about two, three, four,
five weeks or so, that leg will begin to
heal and you can back off the opioids.

A lot of people will have back surgery
and they use these drugs chronically
even before the back surgery and after
the back surgery. And then for whatever
reason,

they

continue

using

them,

and they’ll continue to go back and
get their medications refilled, and the
physician will say, “As long as you’re

One of the big problems has

still having pain, that’s fine.” And let’s
all agree that there are some physicians

been to get physicians more

who

involved in this and to try

not a course in medical school, it’s not

to get them educated about

individual lectures here and there. And so

addiction so they can help
control the drug crisis, too.

really

don’t

know

much

about

addiction and opioids—because this is
a course in my college of pharmacy, it’s
consequently many medical schools have
half an hour on drug addiction; other
medical schools will have maybe two or
three hours. One of the big problems has
been to get physicians more involved

I have a colleague who had knee surgery,

in this and to try to get them educated

and he came back and he was just kind

about addiction so they can help control

of laid up with his leg in a cast watching

the drug crisis, too. And many of the

television for several weeks. At the end

medical schools are taking that on; it’s

of four weeks I said, “Are you still taking

a really big deal right now because there

opioids?” And he said, “Yeah.” He said,

are so many deaths, and they don’t like

“I’m taking one a day—I used to take

to see overdoses either.

three.” And he said, “I’m trying to take
myself off of them.” And I said, “It sounds
like you’re being pretty successful!” And
he said, “Yeah.” And he says, “I can do
it—I just have to supplement it a little
with a Tylenol here or there.” And he
really didn’t want to use the opioids
because for whatever reason he wasn’t
connecting with the opioids. And then

Most of the overdoses come from people
who are taking these drugs chronically
over many, many years, and months and
years, and then they get to: “Well, the drug
is not doing for me anymore.” Because
opioids cause a fantastic amount of
tolerance, and once you get the tolerance
you want more to get the same effect you
did the first time, and if you’re either
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dependent—I’m going to say, severe use

brain receptors as heroin and morphine

disorder, that’s the new terminology—

and all the other powerful opioids. That’s

if you have a severe use disorder, then

where it starts. By the way, let me just

you’re going to continue to want to take

say, I’m not the only one that is getting

more drugs and you’ll graduate to heroin,

ready to say let’s move on. The National

Fentanyl, or something stronger. And

Institute on Drug Abuse, who funds

now you start to get into the overdose

95% of the research on drugs in this

possibilities.

country, their website says addiction is

One of the things that an opioid addict
just never seems to learn is that if you
try to get off the drug, and you’re off the
drug for two weeks, you don’t go back
to the same dose you were using two
weeks ago, because your tolerance has
disappeared and all of a sudden the dose
that you were taking two weeks ago is
now an overdose. That’s where we get
many of the overdoses, from this chronic
use of opioids and then heroin.
Dr. Dave:

the brain, because in the case of alcohol
you have these people who are clearly
addicted.

You

said

in Alcohol Abuse and Alcoholism, their
website

says

alcohol

addiction

is

a

brain disease. The American Medical
Association had said that addiction is a
disease in 1965. Now we have a newer
medical organization, American Society
for Addiction Medicine—6000 physicians
around the country who do nothing but
learn about how drugs cause addiction,
and they certainly agree that this is a
medical disease.

Let’s talk about what goes on in

severely

a medical disease. The National Institute

we

still

don’t fully understand intoxication . . .
we know that there are receptors in the
brain that are set to respond to certain
chemical compounds like a lock and key,
that’s the impression that I have.
Dr. Carl: Right.

I don’t think there’s any threat to
anybody’s theory if you say this is a
disease. This doesn’t threaten anybody.
So many people are afraid that if you call
it an addiction then you are somehow
letting people off for the responsibility
of overusing their drugs. It may be that
there’s 80% of the people who use drugs
that you can blame: you can say OK, that’s
a choice, you deserve what you get. But

Dr. Dave: So, are they extremes? You talked
about the disease level of alcoholism. Is
it pretty much the same phenomenon in,
say, Fentanyl?

there is another 20% across the board,
because it’s different for each drug . . .
there are those people who use the drugs,
who become addicted, who don’t deserve
that type of decision.

Dr. Carl: It’s pretty much the same with
Fentanyl because Fentanyl is an opioidlike compound, and it attaches to the same

In my book I say it very clearly. The
evidence now shows us we can have it
both ways. If you look at one subset of
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people who overuse drugs, you can say,

particular portion of the over-users who

“Yeah, they’re bad people, they shouldn’t

can be diagnosed, and we can tell they

be doing that, they are totally responsible

have the disease, let’s treat them as if

for everything that went wrong with

they have a disease like any other disease.

them.” Whereas there’s this other group

So, it’s all about stigma.

of people, which tends to be a minor
group, who are addicted as a medical
disease—a lot like schizophrenia, a lot
like Alzheimer’s, a lot like Parkinson’s
disease—where a chemical has gone
wrong in the brain and now they can’t
stop using the drug. It is truly an outof-control drug use situation. However,
these people are still responsible for the
havoc that they cause to their families
and

in

their

neighborhood.

If

they

kill somebody when they’re under the
influence of a drug, they’re responsible
for taking the consequences for that.
They’re not responsible for having gotten
the disease in the first place. You can say

If we don’t believe that it’s a medical
disease, there’s going to continue to be
stigma against all drinkers and against
all those people who are called addicts. I
don’t think that being a cellphone addict
carries the same amount of stigma as
being an opioid addict. Just ask the people
in mental health. As a psychologist,
mental health is a huge stigma as well,
and this is a big uphill battle that we all
have to climb together, because people
who are drug addicted also have mental
disorders as well as physical and medical
disorders. We need to treat the whole
person.

that maybe they shouldn’t have used

I love the work that’s been going on since

opioids, but some people don’t have a

2000 where we have a lot of brain-imaging

choice; there are a lot of people who need

studies, and they’re now starting to

opioids for pain control.

show that when you go through cognitive

Dr. Dave: One of the things you write a lot
about in the book is stigma, and I got
the impression that you see stigma as
a really big problem that is bound up in
this whole addiction discussion.

behavioral therapy, for example, the
brain function actually changes when
people report their anxiety is going away.
Their brain function is changing in step
with those changes, and that’s tending
now to bring the psychologist and the

Dr. Carl: Exactly! You’ve hit the nail on

neurobiologist together. They’re saying,

the head! In my book, I try to cover

“Aha, we can see the changes that are

psychological

aspects,

caused by talk therapy, we can see them

and everything else. And so that’s why

chemically, and that’s the bridge to these

I say, “Let’s leave the discussion and

disciplines.” I’m old enough to remember

the philosophical back and forth about

when we didn’t agree with each other.

whether this is disease or not to the

We argued with each other all time. It’s

philosophers.” In my view, for that

okay if you’re in college to argue, but if

aspects,

social
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you spread that argument to the general

and so forth? That “gateway theory”

public, then all of a sudden you don’t get

has never been proven in science. There

enough funding for research, you don’t

have been articles written about it, and

get enough for treatment, you don’t

most of them are equivocal: they either

get enough for education, you don’t get

balance out each other or they come to a

enough funding for prevention.

conclusion about which we’re not exactly

Dr. Dave:

You speak about addiction as a

sure.

chronic, medical, brain disease, and you
spoke about how we diagnose the disease
of addiction—maybe you can talk some

Whenever somebody says,
“What do think of this

more about that. In the book you talk
about the addictive personality. That’s

addictive personality?” I

the notion that if you have an addictive
personality, if you happen to be cursed
with that personality, then you’re going
to get addicted to something. Even if you
manage to even get off that something,

first ask them the question
back, “What do you mean
by that, because I can’t

you’ll probably get addicted to something
else

because

you

have

an

addictive

personality. Give us your thoughts about

answer the question until

that.

you define what you

Dr. Carl: Sure. I’m going to have to wander a

mean?”

little bit away from the science because
to me this is something that’s very
confusing for a lot of people. Psychologists
tend to think of the addictive personality
differently from a pharmacologist like
me. To a psychologist—you said it best—
that if you get addicted to one thing, you
can get addicted to other things. As a
pharmacologist, I look at an addictive
personality as well, first, is there a
progressive effect? For example, if you
start out with smoking . . . are you more
likely to go to marijuana . . . are you more

There is no scientific conclusion we can
draw from that. But whenever somebody
says, “What do think of this addictive
personality?”

I

first

ask

them

the

question back, “What do you mean by
that, because I can’t answer the question
until you define what you mean?” And
that’s one of the problems—there are so
many different meanings to “addictive
personality”.

likely to go to alcohol . . . are you more

Around the recovering community, the

likely to go to harder drugs like opioids

addictive personality is where you like

and central nervous system stimulants

every different thing. You get an adrenalin
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rush to different drugs or jumping off of

know that we really don’t have a lot of

high heights in a kite. Different things

research on the little ‘a’ addictions at all.

like that. That’s an addictive personality
to many of the people in recovery. I
don’t see that. I think it’s just a person
who has a personality that likes to do a
lot of different things. Why call that an

Dr. Dave: Are you including in the little ‘a’
addictions, video game addiction? Sex
addiction? [Dr. Carl: Yes.] . . . Those are
examples?

addiction?

Dr. Carl: Yes.

That kind of brings me back to a point

Dr. Dave: I guess there’s a fuzzy grey area

that I want to make sure I make. Because

here, because everything we do has . . .

of the stigma, which you asked me about

something is going on in the brain, and

before, and because of this question, the

in the case of the big ‘A’ addictions, we

way I try to handle that in my book is based

know maybe more about what’s going on

on an idea from a colleague. I describe it

in the brain. I’m under the impression,

this way. Let’s call the drug addictions

and I’m a real amateur here, but I’m

the big ‘A’ addictions. We have 25 years

under the impression that there is some

of

experience

brain science on some of these little ‘a’

primarily in the neurobiological areas

addictions that would suggest that they

and so we can say, “Okay, those are the

in fact qualify for being thought of as

big ones that are serious.” Nobody smiles

addictive?

scientific

and

genetic

when they say I’m a cocaine addict or
I’m a heroin addict. I also describe a lot
of other people in my book who have
what we can call the little ‘a’ addictions,
which is what the media like to focus
on, or your cookie addictions—a lot of
people smile when they have that type of
an addiction—and so you can’t compare
the two. We’re never going to get rid of
the word addiction, and because of the
various meanings, we can argue forever
about what addiction is, but we may be
arguing about apples and oranges, as the
saying goes.

Dr. Carl: Okay, here we go back to stigma
again. What I like to do is point out
again what the American Psychiatric
Association has made very clear in their
latest edition of DSM, which is DSM-5.
Those activities that you’re talking about
that are not associated with drugs are
best called compulsive or impulse control
disorders. And so eating in the DSM5—eating disorders, obesity, anorexia,
and so forth—have their own category.
Exercise is not in the addiction category
with gambling. Gambling is a unique
situation where we do seem to have

I’m not expecting the medical community

brain imaging studies, and even this is

to pick up this idea of big ‘A’ addictions

controversial. I was on the committee

and

a

who made this decision as to whether we

wonderful way in my book to let people

have enough brain-imaging studies to

little

‘a’

addictions,

but

it’s
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indicate that gambling produces changes

many mothers are scared to death that

in the same brain area as drugs so that

their kids have screen addiction? Why

it can be called an addiction—but that’s

don’t we just say maybe they need a little

the only one. For Internet and even for

more discipline? Maybe they need a little

caffeine, those are in an Appendix in

bit more parenting? Maybe they need a

DSM-5 of research to be completed; the

few more boundaries in their life? Maybe

“not enough research” category.

their parents should spend a little more

Dr. Dave: It sounds like a lot of this is not
necessarily ruled out, but we need more
research.

attention with these? I’m not throwing
it all on the parents, but I think you see
where I’m coming from. Environmental
variables can affect whether people will

Dr. Carl: A number of people believe that

overuse video screens or exercise too

there is enough research to show that

much or things like that. There are a lot of

compulsive Internet behavior would fall

environmental factors that are involved in

into the area of addiction, but then I

that too, but only a certain percentage of

go back to that same question: Why do

them will eventually have to be described

we have to call it an addiction? Why did

as in trouble, which we can then say, OK,

we really have to call excessive lingerie

they’ve got a compulsive behavior, and

shopping an addiction? It belittles the

for other people it’s just part of their

problems that are going on with the

personality. It’s what we’ve spent our

drug problems that we know so much

whole history and science trying to say.

about. And certainly, if somebody wants

Where does normalcy stop? Where does

to call laziness an addiction, which I

pathology begin?

have seen, why don’t you prove it to
me that it’s not just about those people
who are compulsively lazy? Isn’t that a
difference? I know there’s some mental
illnesses stigma associated with that, but
let’s not call it an addiction until we have
the research to back it up.

Dr. Dave:

You

talk

about

genetics

and

epigenetics in your book. To what extent
does one’s parents and genetic factors
have influence over the things that we’ve
talking about?
Dr. Carl: My book starts off really easy—

Dr. Dave: Okay. I would guess that the
intent when people call something like
excessive computer use or video game
use an addiction is the sense that there is
something that needs attention.

let

me

mention

this

now

before

I

forget to say it: this book is not only
for professionals, it’s designed for the
general public, too. I really had the target
audience of counsellors, mental health
counsellors and chemical dependency

Dr. Carl: Absolutely. There are some people,

counsellors, when I wrote in 2007, and

and this is a way of making things really,

lo and behold, it’s being used now in

really blown out of control, I think. How

the health professional schools as a
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textbook! I didn’t even expect it would be

studying genetics; the adoption studies,

a textbook, but it’s apparently readable

the family studies, the twin studies,

enough

and

and so forth. It turns out that we have

resourceful enough because it has over

the most information in the alcohol

300 references that people can look it up

field. The alcohol field has always had

and check out whether they believe what

its own funding through the NIAAA

I’m saying, and if they do, then that can

(National Institute on Alcohol Abuse and

help them teach other people. And that’s

Alcoholism). There were a number of

a whole purpose of the book, to spread

geneticists who were really interested in

and

complete

enough

the genetics of alcoholism, and so that’s
where it grew. And that genetics has

up to 60% of all the cases of

been growing over the last 25 or 30 years
in the alcohol field.

alcohol addiction, properly

Not much is known about the genetics of

diagnosed, are due to

many ways, the alcohol field is setting the

other drugs compared to alcohol, so in

genetic heritability, which

standard for coming to what, hopefully,

means vulnerability passed

be different conclusions. The conclusion

down from one generation

60% of all the cases of alcohol addiction,

to another.

heritability, which means vulnerability

will be different conclusions, but may not
in the alcohol field now is that up to
properly diagnosed, are due to genetic
passed down from one generation to
another. It’s also known now that it is

the information that we have and the
science that we have to other people—
not for me to make a judgement, but to
present the science so that they can look
at both sides of it.

polygenetic; it’s not just a single gene,
it’s maybe 17 to 20 genes, when I talk to
my genetics colleagues, one of whom has
had a particular contribution to my book
by checking out my science references
and so forth, and he happens to be the

That’s why the book is designed in a way
that they can easily read. The genetics
chapter is illustrative of this because it
starts out very basic—what is a gene?
And you get the old DNA, RNA stuff, and
then it moves progressively through what
we know about the different methods of

head of the genetic department at NIAAA.
Dr. Dave: When you say polygenetic, that
might mean that I could have a perfect
storm of 20 genes that are pushing me in
the direction of being an alcoholic. Is it a
quantity issue—or what if I only have one
gene as opposed to 20? [Laughs]
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Dr. Carl: That’s a great question! The easy

littered with people who have died from

conclusion is, yeah, the more of those

alcoholism—as far back as you can count

genes that you have, the more likely you

the tombstones, John likes to say. He has

are to get the disease. But, of course,

two boys and two girls. The two boys

you have to drink alcohol first and you

and two girls grew up with the same

aren’t going to get the disease if you

message. The two girls got into trouble

don’t drink any alcohol. Some families

with alcohol, the two boys did not. And

won’t allow it; some families’ kids say

so half of them took the message—didn’t

they’re not interested; for some kids, the

have anything to do with gender . . . it just

parents have brought them up in a very

happened to be that two of them got the

. . . I don’t like to say the word strict,

message and two of them didn’t. When

but maybe that’s the wrong word because

they tried alcohol, they didn’t necessarily

this might be a good outcome.

become alcohol dependent, but they did

My friend John is a good example. He has
four children and he taught his children

go on to have some other psychological
issues.

from as early as they could listen that

I’m fudging a little bit on this; it’s

their

not quite as simple as that, but that’s

whole

family

background

was

The dopaminergic mesolimbic pathway in the brain, running from the Ventral Tegmental
Area to the Nucleus Accumbens. Image: Wikipedia, https://en.wikipedia.org/wiki/
Mesolimbic_pathway
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essentially the story that John has told

have first legalized medical marijuana

me and tells audiences when we go out .

and now recreational marijuana. Does

. . when we used to go out and give talks

your scientific expertise cause you to

together. The big deal here is that some

lean one way or another in relation to

people can grow up in an alcoholic family

what continues to be a controversial and

and never get the disease, either because

stigmatized set of circumstances?

they didn’t get enough genes, or the
genes that they did get were not triggered
by something in the environment. That’s
the epigenetic factors.

Dr. Carl: I think that when people say that
marijuana is not addicting, it’s a myth.
All the evidence points to the fact—
this is anecdotal evidence and scientific

We now know that genes want to produce

evidence. Anecdotal evidence comes from

proteins and in order to form proteins,

the fact that marijuana addicts seek out

they have to turn on. There are some

treatment and they go into inpatient

things in the environment that will

treatment and pay lots and lots of money

cause those genes to turn on or to turn

to get off of marijuana. That tells me that

off. Those things could be . . . a harmful

there’s a problem there. The epidemiology

childhood . . . or co-occuring illness like

studies of which there have been some,

depression, bipolar, ADHD, something

mostly in the 1990s, tell us that about

like that. It could also be other factors

9% of people who use marijuana at some

like poisons, toxins in the environment

time in their lives will develop a disease

that would affect those gene expressions

of marijuana addiction, now called severe

to be able to turn on or turn off those

marijuana use disorder or cannabis use

proteins.

disorder, so about 9%.

And then we’d find that there’s the

We see them in treatment, and a lot of

cause in the brain—that’s the pathology,

adolescents say, “No, marijuana is not

when those genes or enough drinking or

addicting, I can smoke it all day and I

drugging affects the chemistry of the brain

don’t have any problems.” Well, first of

in a certain brain area. Your audience will

all, they’re going through a lot of changes

know it’s the pleasure pathway or the

in their lives and it could that their brain

reward pathway; scientists know it as the

is not being impacted by the marijuana

mesolimbic dopamine system, and other

the same way as other people’s might be;

structures of the brain. When something

or it could be impacted even more, which

goes wrong in that brain structure, now

is what the research is starting to tell us.

we have an inability to control the use of

Marijuana used during adolescence can

the drug, which is the primary symptom

be particularly dangerous—that’s what

of the disease.

we hear most scientists or clinicians say.

Dr. Dave: I’m here in California where we

I think we need to be careful here. For
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sure, as I’m a pharmacologist I know

you shouldn’t be using any other mood-

that marijuana is not as toxic as alcohol

altering drugs because you don’t know

or nicotine. We have no known human

which one you could become addicted to,

lethal

can

or that mood alteration might throw you

overload mice and rats with it and find

back into your primary disease of alcohol

out a lethal dose, but no one has ever died

addiction.

dose

for

marijuana.

You

from marijuana toxicity. They might die
from being high and walking in front of
an 18-wheeler, but that’s not what we’re
talking about.

I think that’s a great message because
nobody would like to challenge that and
try to take every drug to see if they can
become addicted to it. Nevertheless, we

Dr. Dave: We should talk about the future of

now know that there are medications

addiction and something you write about.

that can help people who are opioid

What do you see on the horizon?

dependent, particularly in that area of

Dr. Carl: I like to be an optimist, and I like
to think that we’re going to be able to,
through a reduction in stigma with
substance use disorders, find out much
more than we know right now: particularly
in the areas of genetics; particularly
in the areas of the neurobiology, and
finding the exact problem that goes
wrong

in

the

mesolimbic

dopamine

system; and particularly in the area of
better treatments.
Better

treatments

right

now

include

treatment,

or

MAT, which is very controversial—has
methadone, buprenorphine, naltrexone,
and those types of medications . . . very
controversial because it tends to go
against the Alcoholics Anonymous 12step philosophy of abstinence. But even
now many people in abstinence have
that

can’t get off opioids through psychological
counselling or inpatient treatment even if
they have a lot of money. They go three,
or four, or five, or six times to treatment
and it just won’t work. But medications
will put them on a track where they can
begin to live a more normal life. It’s like
a diabetic getting insulin: the insulin is
not made in sufficient quantities by the
pancreas of the body, so the people have
to get outside insulin to be able to live

medication-assisted

admitted

drugs. There are some people who just

they

had

medications

to help them, even though it’s still a
great model in 12-step meetings—and
I support it that once you’re abstinent,

comfortably.
That’s what we’re asking with many
opioid-dependent patients. The decision
has to be made by a qualified addictionmedicine physician to do this, to be able to
go on methadone or buprenorphine, with
less of a chance of an overdose, but more
costly, unfortunately. Many people will
maintain themselves for a period of time
where they can go into treatment and
start to wean themselves off the opioid,
perhaps by substituting the drug with a
12-step philosophy or something else. It
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gives them a chance to do that. If they

there, but I wanted to ask you, are there

don’t have that medicine, then we know

any other countries that are doing a better

from many examples that they’ll go right

job handling addiction than we are?

back on the street and get into the heroin
use scene: they start to use dirty needles,
transmitting HIV and hepatitis and other
viruses from user to user and making it
worse for themselves by injecting with
dirty needles. That scene is so desperate.
We want to get them out of that scene, so
they can continue to get better.

Dr. Carl: There are countries that are trying
different ways. In the United Kingdom,
for example, heroin is prescribed freely
to opioid addicts. I’ve talked to some
myself, and they do well. The one I
happen to remember is that she was
just humming along on the same dose of
heroin every day, not escalating her dose

There’s a small percentage of those

. . . but she was going to die of nicotine,

methadone

unfortunately. She admitted that she

and

buprenorphine

users

who will continue to use it for the rest of
their lives. People say, “That’s horrible,
they’re going to use an addicting drug
for the rest of their lives.” Well, it’s
something like the diabetic; they need
that insulin to be able to stay alive, and
that’s the bottom line.

couldn’t stop smoking.
Some of these experiments that other
countries

are

trying

have

a

lot

of

variables that you have to sort out. We
continue to hear about the Amsterdam
experience, and the Belgium experience,
and the Vancouver experience, where

We used to call that harm reduction,

they have communities of heroin users

and I think some people still do, but it’s

with clean needles and free drugs and

reducing the harm to the individual and

things like that. To some extent, they

the people around them that I’m most

really work. We don’t have the research

interested in. I applaud that greatly.

to tell whether they’re going to work

I applaud abstinence; I applaud harm

forever, for all people. We don’t have

reduction strategies; I applaud anything

any idea how many will continue on

we can do to help people. That’s why I

that path of safety. Addicts are strange

continue to think that this is a medical

people. They’re not bad; they’re not

disease. Actually, not think, I know. I

crazy; they are not stupid; they just have

don’t think there is a medical model for

a little different way of looking at things,

addiction anymore, I think it’s a medical

particularly the way that they can’t stop

fact.

using drugs—it affects the way they

Dr. Dave: That could be a strong ending right

think, and we have to try to deal with
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that too. That’s not a good strong ending

this drug problem in the country under

because that’s a downer.

control.

Dr. Dave: Actually, your book starts out with

Dr. Dave: My recollection of it was, it was very

a dedication with a real message of hope.

hopeful, saying hey, keep on trying. There

Dr.

Carl:

I

don’t

remember

what

that

message of hope says, but it’s got to be
that someday we’ll be able to treat this

is a solution out there for you. Don’t give
up hope.
Dr. Carl: And the answer has to be in research.

disease. That first step would be to treat

Obviously,

it as heavily and as aggressively as we are

an underlying need for more research

cancer, heart disease, and other diseases

because if we don’t have the answers,

that nobody seems to argue about with

we’ll continue to argue about things.

respect to whether they’re diseases or
not. Then, like with all diseases, we hope
that we can conquer this so that fewer
people will get the disease in the first
place, fewer people will use drugs overall,
not just addicts, and somehow we can get

what

I’m

saying,

there’s

Dr. Dave: Thank you so much for being my
guest today on Shrink Rap Radio, Carl
Erickson.
Dr. Carl: Thank you, Dr. Dave. It’s been a real
pleasure.

POSTSCRIPT
Dr. Erickson’s book does have a whole chapter on the brain and its role in addiction. Unfortunately,
we didn’t get very far into that topic in our discussion, but I want to call your attention to it
in case you’re particularly interested in that topic. What really comes across to me is, despite
all the knowledge about the brain, there is still a lot that we don’t know about addiction. For
example, I was startled by his remark that we don’t understand alcohol intoxication in terms
of what’s going on in the brain. We only barely touched on psychedelics, but it did enforce the
crying need for much more research into the possible benefits of these compounds that have
been so demonized as to make legitimate research almost impossible. As I noted, Dr. Erickson’s
book covers a lot of ground in the mere 300 pages or so. It’s intended for a general audience
but authoritative enough to have been adopted as a textbook in pharmacology and addictions
courses. The title once again is The Science of Addiction: From Neurobiology to Treatment by Carlton
Erickson. Be sure to get the second edition.
Finally, I mentioned being impressed by the message of hope in the book’s dedication. The book
is dedicated to his family, and in the closing sentences he writes:
My hope is that you will never need the information in this book, but if drug problems or
disease strike you, your children, or your friends, don’t forget that help is available, and
recovery is possible. Addiction is formidable but with the right help, guidance, and tenacity
it can be overcome.
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INTERVIEW

Dr. Allan Schore & Dr. Iain McGilchrist
—with facilitator, Dr. Mary Meador

The following is an edited transcript, presenting selected highlights from a conversation between
Dr. Allan Schore and Dr. Iain McGilchrist for the GAINS Living Journal webinar series. The full
version can be viewed in the members area of www.mindgains.org. Dr. Mary Meador, board
member at GAINS, facilitated the discussion and introduced the speakers.
Transcript reproduced with permission from the Global Association for Interpersonal
Neurobiology Studies (GAINS)
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INTRODUCTIONS

Dr. Allan Schore is on the clinical fac-

Mary: Welcome to this very special GAINS

ulty of the Department of Psychiatry

Living Journal presentation with Dr.

and Biobehavioral Sciences at UCLA

Allan Schore and Dr. Iain McGilchrist.

David Geffen School of Medicine. He’s

This webinar is titled “Considering the

the author of four seminal volumes,

Nature of Our Left and Right Hemi-

most recently, The Science and the Art

sphere’s Engagement.”

of Psychotherapy (Norton, 2012). Soon
Norton will publish two more books:

Some of us look to neurobiology to

Right Brain Psychotherapy and The

help us understand the science of

Development of the Unconscious Mind.

what it means to be human, to ap-

Allan’s contributions appear in multi-

preciate how our experiences shape

ple disciplines: infant mental health,

us and impact us, and in turn, shape

attachment theory, trauma studies,
behavioral biology, and more. He’s

Some of us look to
neurobiology to help us
understand the science
of what it means to be
human, to appreciate how
our experiences shape
us and impact us, and in
turn, shape the way we
experience the world.

the past editor of the Norton Series on
Interpersonal Neurobiology. He’s won
multiple awards, including an award
for outstanding contributions to practice in trauma psychology.
Dr. Iain McGilchrist is a former Fellow
of All Souls College, Oxford, a Fellow
of the Royal College of Psychiatrists,
a Fellow of the Royal Society of Arts,
and former Consultant Psychiatrist
and Clinical Director at Bethlem Royal
Hospital in South London. He’s been
a research fellow in neuroimaging at
Johns Hopkins Hospital in Baltimore.
He’s published original articles and
research papers in a wide range of

the way we experience the world. That

publications on topics of literature,

interaction with the world requires

philosophy, medicine, and psychia-

the right hemisphere’s broad atten-

try. He’s probably best known for his

tion, which is inclusive and opens

2009 book, The Master and His Emissary:

us up to possibility. This activity is

The Divided Brain and the Making of the

coupled with the left hemisphere’s

Western World (Yale).

narrow attention, which collapses the
world into specificity and certainty.
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He’s currently working on a film en-
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titled The Divided Brain, though we’re

was working away in obscurity at the

not sure of the exact release date; but

topic of hemisphere difference, he was

a film by Bruce Parry, called Tawai:

a shining light of somebody who really

A Voice from the Forest, is a fabulous

had looked at this in some depth and

film that features a lot of work that

was saying something different from

Iain has done, and the concept of

the normal run of things in the world

looking at the world from the right-

of pop psychology. He gave me heart

brain perspective, and the necessity of

that such intelligent things were being

doing that in terms of moving forward

said and could be said. So, it’s great to

in our universe.

be with you, Allan.

Iain is also currently writing a book

Allan: Let me just quickly say, before I give

entitled There Are No Things for Pen-

you a quick glimpse of where I’m go-

guin Press. Iain joins us right now

ing now: in 2009, a member of my Se-

from his home in Scotland. Thank

attle study group brought me a book,

you for being here. Welcome Iain and

which he had carried from London to

Allan.

Seattle to give to me. It was The Master
and His Emissary. “You have to read

Iain: Thank you very much. I want to say

this. The two of you literally are of

what a pleasure it is to be talking

similar minds here,” he said. And so

to Allan, partly because he’s had an

that was the beginning of the con-

enormous influence on me. When I
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versation, as you’ve just alluded, that

is dominant in this context.

conversation that has taken place in
Los Angeles . . . that has taken place

Continuing forward, I talked about the

in New York . . . that has taken place

early attachment relationship between

in London . . . and this is just another

the mother and the infant. Now I

step along those conversations where-

am talking more and more about the

by we mutually enrich each other’s

father and the infant, and how that

thinking.

would show up in emotional communications within the therapeutic
alliance and occur at nonverbal levels

RE-ENACTMENTS
Allan: In 2014, I presented the idea to the
journal Psychotherapy, which is the

beneath conscious awareness through
expressions like prosody and gesture.
But, at the heart of what really was

division of psychotherapy of the
American Psychological Association. I
stated that the right brain is dominant
in psychotherapy. There are, clearly,
various forms of psychotherapy that
are left-lateralized (CBT, etc.), but
here I was making the argument that
the right brain, which is dominant
for the processing of social emotional
information, and for stress responses,

Volume 6 Issue 7

expanding, were my ideas about clinical re-enactments. If there was early
attachment trauma, then that would
be re-enacted within the therapeutic
alliance, beneath the words, especially
among patients who had experienced
early trauma and were seen as being
refractory to psychotherapy. They
could not be helped by the “talking
cure” because interpretations were
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UNDERSTANDING RE-ENACTMENTS, ENACTMENTS, TRANSFERENCE,
AND COUNTERTRANSFERENCE
In a recent interview with the American Journal of Play, Schore said:
Experiences of relational trauma and attachment dysregulation appear in the therapeutic alliance as clinical re-enactments. From a neuropsychological perspective, rapid, implicit right brain-to-right brain nonverbal body-based,
affective communications (facial expressions, tones of voice, and gestures) convey unconscious transference–
countertransference transactions, which revive earlier attachment memories, especially of intensely dysregulated
affective states. (p. 128)
—Excerpt from “Playing on the Right Side of the Brain: An Interview with Allan N. Schore”. American Journal of
Play. 2017. Vol. 9, 105–142.

ENACTMENTS
The therapist/client dyad is a complex engagement that operates on many levels, both explicit and implicit. The term
“enactment” refers to nonconscious interactions between therapist and client where the client is affected by the therapist’s implicit responses. Left unnoticed and unresolved, enactments can become problematic interactions that interfere
with, and disrupt, productive therapeutic processes.
The term enactment was introduced in the psychoanalytical field by Theodore Jacobs (1986). His idea emerged from the
psychoanalytic concept of transference and countertransference during therapy.

TRANSFERENCE/COUNTERTRANSFERENCE
In psychoanalysis, the therapist presents him/herself as a blank canvas, which makes it possible for the patient to project
or redirect onto the therapist aspects, characteristics, and the characters that are pertinent to their troubles. This is called
“transference”. It might be redirection of current people, feelings and desires, but also those unconsciously retained from
earlier times and back into childhood. The act of transference is not uncommon in daily life. Someone at work might
remind you of your angry father and so you feel intimidated. Someone you just met at a party reminds you of an old friend
and you talk in a surprisingly familiar way. In many relationships someone has shouted, in a heated moment, “Stop
treating me like I’m your mother/father!” Transference can happen everywhere and is experienced in many therapeutic
situations. Psychoanalysis intensifies it because the therapist deliberately creates the blank canvas to invite transference
in order to place the transference behaviour under an analytical microscope.
“Countertransference” is the same form of implicit or nonconscious reaction, but where the therapist projects their own
unresolved conflicts onto the client. Freud was the first to discuss the concept. Countertransference can be detrimental to
the therapeutic process when it is unexamined, but more so when it is unnoticed. The therapist might find that they have
unusual emotional responses to a particular client. They might feel bored or annoyed or inadequate or uncomfortable in a
way that is outside of the obvious things going on in the therapy room. In psychanalytic practice, the therapist is expected
to have ongoing analysis in order to work on the unresolved personal issues that are at the base of the countertransference.
Transference/countertransference is likely to be experienced regardless of therapeutic modality because it emerges from a
natural human behaviour. It is important, therefore, in supervision for the supervisor, to not only assist with issues relating to the client but also to look carefully at the therapist and the possibility of unnoticed countertransference.
—Excerpt from “An Introduction to Enactments: Is it me or is it you?” by Richard Hill. The Australian Journal of Clinical Hypnotherapy & Hypnosis, in press.
—For the original use of the term enactment, see “On Countertransference Enactments” by T. J. Jacobs. Journal of the American Psychoanalytic Association. 1986. Vol. 34, 289–307.
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problematic with these patients. I

into two-person models. What I ended

was suggesting that in such cases, in

up with is that either the location of

personality disorder and borderline

the trauma can lead to a compulsive

personality disorder, that they would

repetition of the same problematic

re-enact the trauma.

situations, or, if the therapist is creative at that point in time, and spontaneous, while remaining connected

The key here is that the

to the patient, they can regulate the
state.

idea about empathy and

The key here is the idea about em-

that the therapist must be

pathy, and that the therapist must

psychobiologically attuned

internal sense of the patient—and

be psychobiologically attuned to the
again, beneath the words, what is

to the internal sense of the

resonating with those states, and is

patient.

synchronizing with those states, so
that they are in “synchronization”,
which is the same term I use for what

The key was whether the empathic

you see in mother-and-infant attach-

therapist would remain psychobiologi-

ment.

cally connected to the patient in order
to pick up these unconscious commu-

ATTACHMENT ROLES

nications beneath the words. To be

Iain: What I’m also interested in is that we

able to pick them up at a bodily level,

play a role, and I know it’s not al-

so to speak—an imagistic level—and

ways an easy role, in helping people to

then be able to take these communi-

realize how important parents are to

cations, to regulate the communica-

their children in the early years of life.

tions, so that, instead of the old idea

The sometimes uncomfortable thing to

whereby the therapist would remain

hear is that mothers are more import-

up left while the patient propped

ant, but fathers have their role too,

down right into the intense negative

particularly in the second year of life.

affect, literally they both would make
the journey together down into the

These things are sometimes received

intensive right hemisphere affect.

as surprising pieces of information
when I talk to people. I don’t know

This fits in very much with the strong

whether it’s the cognitive dissonance

emphasis these days on the relational

that they don’t want to hear that

trend in psychotherapy, and the move

because their life is organized in such
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a way that they can’t accommodate

spheres, so to speak. And ultimately

it. But it seems odd to me that people

what we’re looking for is somewhat

are . . . that there’s resistance [to]

of a balancing between these hemi-

this idea that a mother is fantasti-

spheres and the ability to shift into

cally important to creating the bond

each as they are needed.

that makes a new individual life that
is secure; and that a father helps to

In the second book, I think I sent you

maintain that and set boundaries to it.

this article also, an article in the Infant
Mental Health Journal entitled “All Our

Allan: I had also put forth a hypothesis that

Sons: The Developmental Neurobiol-

just as the mother first is shaping that

ogy and Neuroendocrinology of Boys

right brain, the father . . . starting

at Risk”, where I look at the problem

into the second year, the left hemi-

of why boys are at risk for conduct

sphere goes into a growth spurt . . .

disorders, for ADHD . . .

the father is now helping shape that
left hemisphere. So now we’re talking
about two hemispheres, which are
critical. The right, which is dominant

Iain: I found it fascinating.
Allan: . . . for autism spectrum disorders,

for affiliation dynamics, and connectedness, and the left, which is involved
in power dynamics and autonomy. You
have the shaping forces coming from
both of them on both of these hemi-
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and for early schizophrenia. What I
suggested there is integrating the endocrinology literature with the neuropsychology literature, to make the
point that the reason why boys are at
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risk is because we are seeing differ-

disruptors, and environmental toxins.

ences in emotional and social development in boys. They are lagging behind
girls, such that even in the foetus, the
male foetus is maturing more slowly

Iain: Exactly.
Allan: Incidentally, on these masculine disorders, we’re now seeing a significant

than the female foetus. In the first

increase in these disorders than in

year, postnatal, girls are more socially

the past. That’s the other side of the

active before boys are, etc. And I’m

coin—this slower maturation rate.

suggesting that the reason for that is
in addition to environment and social

Iain: I found all that very interesting when

differences, and in addition to hor-

you sent that to me, and I hope you’ll

monal differences, because essentially

expand on that work, because it seems

the male’s right brain matures at a

to me it’s very, very important since it

slower rate than the female’s right

affects half the human race. I think it

brain.

is connected to various environmental changes as well as some societal

Now if that is the case, it also means

changes. So, very important I think.

that the male right brain, early in
development, it is more immature for

Allan: Iain, where are you going now?

longer periods of time. That means,
therefore, that it is more susceptible

Iain: I’ve been looking at how the two

to attachment stresses, as well as to

hemispheres view truth, and what

endocrinological difficulties, endocrine

they would contribute to it. Not in
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terms of one offering reason and the

The difficult trick is to make sure that

other offering emotion or anything

people don’t think that I decry reason

like that, because, as you know, that’s

in any way. If we lose hold of reason,

not how the hemispheres divide . .

then we’re completely stuck. We need

. but what aspects of reason, what

reason very badly, but we need so-

aspects of intuition, what aspects

phisticated reason, not just the kind

of imagination, what aspects of our

of logic processing that a computer

sense of embodiedness, offer to our

would be capable of.

ability to discriminate between things
that are helpful and meaningful and

I think a lot of people

more truthful.
And so, in looking at that, I began to
realize that the world offered to us
by the right hemisphere—what it is

nowadays feel they’ve lost
their bearings altogether.

aware of—is very much a representation of the world in its own terms.

They don’t know what to
trust.

It is, as I’m constantly saying, a
hermetic world, a hall of mirrors, in
which it has a system of how things
work according to internal rules. The

So, it’s getting back to an old concept

right hemisphere is less willing, liter-

of reason, which I think we’ve lost,

ally, to forego that—to question it, to

rather than purely rationality, which

deny it, or to accept that things might

incorporates the best that we have

be otherwise.

from experience (which will always
be very difficult to articulate) and is

I’m not just saying that in some

expressed through the narratives, the

metaphoric way. There’s beautiful

myths, the art, the drama, the poetry,

research that shows that this is the

the music, and indeed the best of the

case. If we are to reach a more sophis-

philosophy that we have developed

ticated understanding of the world, of

over two-and-a-half thousand years

ourselves, of what a human life is, of

of civilization in the West, and what

what society is, and of how we relate

we can gain from an even longer story

to this planet that we’re in the pro-

in the East.

cess of rapidly destroying, we need to
“re-sophisticate” our thinking, and

I’m trying to synthesize these things

not listen to the simple stories, the

in some sort of a way in order to cre-

simple and easily expounded stories

ate a little guide as to how we nav-

that are just purely rationalistic ones.

igate. I think a lot of people nowa-
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days feel they’ve lost their bearings

somehow in themselves they could be

altogether. They don’t know what

understood outside of any context.

to trust. People tell me there is no
truth. Other people speak very loud-

Allan: So how do you feel about the balance

ly that they’ve got the truth, but it

eight years after writing your book?

sounds terribly simplistic to me. I’m

How are we standing in terms of the

afraid that I don’t know how to argue

imbalance of the left and the right?

against them.

Have you seen any progress in that
area?

I hope that when people have finished
plowing their way through whatever

Iain: I’ve seen two things happening, real-

it is I’ve finally finished that they will

ly. I suppose they are mirror images

feel strengthened in their feeling that

of one another and they’re what you’d
expect. One is that in the process that

There are no things:
There are patterns and
relationships, and above
all, there are processes,
flows. Nothing is static.
Nothing is single.
Everything is connected
and changing.
there was something more to this. If
you like, I’m taking a blast against the
worst kind of reductionism in which
everything is made to consist of the
simplest elements that we can find.
I’m much more interested in how we
understand the whole, and how we
understand the parts from the part
they play in the whole, than I am from
understanding the parts, as though

Volume 6 Issue 7

I describe, we get more and more
sucked into a certain, almost algorithmic way of, a mechanistic way of
thinking. The second is that just because of its enormous destructiveness,
and because of its barrenness, I think
that everybody realizes and feels and
experiences, that there is now a move
afoot to seek something else.
For example, one of the things I
wanted to talk about very much was
the role of science, because I believe
profoundly in science. I couldn’t
write what I’m writing without having spent decades puzzling over the
science. Yet, there are some things
about science that are troubling. For
example, physics gave up believing in
a machine model of the universe over
100 years ago. Curiously enough, the
kind of loud voices in the world of
evolutionary biology tend to talk very
much in terms of machines, computers, robots, and so forth. I find that
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fascinating, but I also discovered that

bits that we can identify stand forth

there is a strong movement afoot,

in the grasp of our left hemisphere,

very interesting work, in what’s called

which, as you know, focuses on the

“process biology”. I’m very interested

things that stand out from the back-

in process philosophy, which is what

ground, without perceiving the back-

lies behind my new book title “There

ground that makes sense.

Are No Things”.
It’s those that we call “things”. And
I had a conversation with Jordan Pe-

then we think back to front. The

terson impromptu online a month or

world is made of things, and I need

two ago, and I said I’m going to write

to put them together. Whereas phys-

a book or I am writing a book called

ics tells us the world is not made of

“There Are No Things”. He said, “Oh,

things, it’s made of relationships and

so what are there?”

patterns, and it doesn’t need putting
together, thank you very much, be-

The answer is there are patterns and

cause it already is.

relationships, and above all, there are
processes, flows. Nothing is static.
Nothing is single. Everything is connected and changing.

EARLY INTERVENTION: A WORLD VIEW
Allan: You and I met in the British Parliament to talk about early intervention

So, it’s these patterns out of which the

and early prevention of psychiatric
disorders. I suggest that we’re now
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in a position where we can come up

the therapy, but changing . . .? I don’t

with psychobiological models of early

know how to do this except expressing

developing, which are optimal or

my own ideas, and I hope you people

less-than-optimal. I think we have

will espouse them, and that’s all any

the tools for this kind of situation.

one person can do, or you can do too.

Whether or not governments are going
to be able to support the economics

But we need to change the way in

of this kind of situation is another

which we live. We need to change our

story. But really the next goals are on

societies, because it’s making people

a much broader cultural scale.

sick. It’s deeply pathological. When
you think about the things that we’re

We’re talking about the mental health

doing to one another, to the world,

of community and cultures. And for

and so on, it’s a species of madness. It

me, the key to that is optimizing early

is literally a kind of madness because

developing: prenatal and postnatal de-

it is driving people into mental illness.

veloping.
It’s a little bit like trying to treat
Iain: I think you’re right, but what would

people’s lung cancer by whipping out

you say to my view that what’s abso-

lungs and giving them iron lungs,

lutely ultimately essential is that we—

when what you really need to do is

it’s not just that we’re coming to the

stop them smoking. In the world

point where we need to give people

of psychiatry, I feel it’s that way
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around—that we’re in the business of

focus on high executive function. I

destroying ourselves as human beings.

think these lower ones, autism spec-

We’re turning ourselves into some-

trum disorder, amygdala problems in

thing almost unrecognizable by people

autism spectrum disorder, are more

in the past, and sadly lacking in many

and more shifting down into these

of the things that make for a fully

earlier mechanisms (HPA mecha-

functioning and fulfilled human life.

nisms), which are enduring, which are
really associated with susceptibilities

Those come from community, from

and vulnerabilities and later problems.

society, from ways of engaging with

The right hemisphere

the world from which it seems to be
we’re now deracinated. I think that’s

is in that way, as I’ve

at the root . . . deracinated, but it’s at
the root of our problems here.

believed for many, many

Here too, world-wide, we’re agreed on

years, foundational to

this.
Coming into the picture much more
strongly these days is epigenetics, and
that’s been very good for “sophisticating” the conversation about nature
versus nurture. Now we know that
things that happen during one person’s lifetime can indeed alter genetic
expression in such a way that the off-

our experience, as well as
capping it off at the top. It
both grounds what it is that
we experience and makes
sense of it as a whole at the

spring seem to be sensitized by things

top end.

that were experienced by a parent, not
necessarily at the time even of their
conception, sorry, not during the pro-

Iain: One of the things that amuses me

cess of gestation, but prior to that. So,
it is remarkable stuff.

about the history of psychotherapy
is that there was a time when people thought of the conscious mind as

Allan: I think more and more we’re going

taking up most of the picture, and the

to see a shift away from the cortical

unconscious as just this slightly odd

levels into the subcortical levels, into

dark area in the basement somewhere.

the reticular activating system, etc.,
because in the first year of life, the
subcortical structures of the brain are
increasing 110%. There is too much
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Of course, now we know that what
we’re conscious of—it’s obvious, really—is just a tiny fraction of one per-
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cent of everything that’s going on that

The right hemisphere offers that.

we’re aware of in our bodies at some
level, and that is being processed. And

The right hemisphere is in that way,

so the question is: what the dickens is

as I’ve believed for many, many years,

this little bit of consciousness we’re

foundational to our experience, as well

using doing here? Because it’s proba-

as capping it off at the top. It both

bly not influencing an awful lot.

grounds what it is that we experience
and makes sense of it as a whole at the
top end.

LAST WORDS
Iain: One thing I’m trying to do in my book

Allan: This gets back to what I was talking

is to reverse the idea that somehow
the right hemisphere is a sort of .

about before, these regressions in the
service of the ego that I would say

. . you know that neither you nor I

are regressions in the service of the

believe this, but somehow second best
to the left hemisphere. I’m suggesting
that in all kinds of ways, in its ability
to perceive things, in its ability to understand them, in its ability to attend
to things, in its ability to engage with
them, it is actually superior to the left
hemisphere, which is able to process
certain things. It’s very good at following procedures, but understanding
why it’s following them, what those
procedures mean, it’s not so good at.

Volume 6 Issue 7

self. Where literally it can regulate its
own state for the purposes of its own
growth and development. This taking
off of the higher and letting go, so to
speak, of the lower; which, I think, is
essential to psychotherapy. For human
beings to live a deeper and richer life,
we need to understand how to utilize
this capacity to be able to let go of
the certainty of the left and lean into
the ambiguity and the richness of the
right.
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Deb Dana
SPOTLIGHT

Deb Dana, LCSW, is a clinician and consultant specializing
in working with complex trauma and Coordinator of the
Traumatic Stress Research Consortium at the Kinsey
Institute, Indiana University. She developed the Rhythm
of

Regulation

clinical

training

series

and

lectures

internationally on ways in which polyvagal theory
informs work with trauma survivors.
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...my colleagues
affectionately call me a
“neuroscience nerd”

INTERVIEW

NPT:

How

neurobiology

has

an

helped

understanding

you

in

your

of

practice/

research?

As

my

knowledge

of

neurobiology

has

deepened, I am even more convinced of the
essential need for therapists and clients
to understand the basics of brain biology

DD:

I’ve

always

been

drawn

to

and the organizing principles of polyvagal

neurobiology, naturally curious about the ways

theory. In my therapy practice, it’s vital

our brains and bodies work. I’m happy reading

for me to understand the impact my work

research, and my colleagues affectionately

has on my clients’ neural networks and

call me a “neuroscience nerd”. I have been

autonomic pathways, and equally important

fortunate to collaborate with scientists who

to understand how my own neurobiology is

are generous in sharing their expertise and

woven into the therapist–client relationship.

in turn are interested in how their research

I find that clients are eager to learn about

is impacting people’s daily lives. Being in the

the “vehicle they are driving through life”.

histology lab holding a human brain in my

Understanding the science underneath their

hands and watching the sectioning process

behavior and beliefs reduces shame and makes

was a powerful experience—the cortical and

room for curiosity. Neurobiology brings a

limbic landmarks we think about in our work

humanizing,

with clients were suddenly there for me to see

presence to the challenges of working with

and touch. The mystery of how we humans

complex trauma.

normalizing,

and

reassuring

think and feel and dream is no clearer, but I
have a new reverence for the organ that helps

NPT:

You’ve

written

create those experiences.

Polyvagal Theory in Therapy. Where are you
directing this book?

The Neuropsychotherapist

a

book

titled

The
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DD:

The Polyvagal Theory in Therapy was

DD:

As I reflect on this question, it is

written in response to the many requests

interesting to trace the path from my first

I receive from clinicians who come to my

exposure to polyvagal theory to exploring

workshops

book

how to apply it in clinical practice and finally

that explains polyvagal theory in easy to

bringing my work to book form. This book is

understand clinical terms. I wanted to offer

an outcome of the programs and practices I

clinicians a road map for integrating these

created to use in my clinical practice and for

concepts into their clinical work.

teaching in my Rhythm of Regulation training

and

are

looking

for

a

series.
I wrote the book both for clinicians to use
with clients and for them to explore their

When I first learned about polyvagal theory,

own autonomic nervous systems. As with

the world suddenly made sense in a new way.

most

best

I began looking at everything through the

understood “from the inside out”, and my

lens of the autonomic nervous system—not

encouragement

The

just my clinical work but collegial, friend, and

Polyvagal Theory in Therapy is to try out the

family relationships as well. I could see the

experiences themselves before bringing them

relevance of polyvagal theory everywhere I

into their clinical practices. Regulating our

looked. I likely drove my colleagues a bit crazy

end of the clinician–client relationship is the

in those early months as I tried to figure out

starting point; the exercises in the book are

what this transformative theory meant to me.

equally relevant to both sides of that equation.

My first foray into bringing polyvagal theory

learning,

polyvagal
to

theory

clinicians

is

reading

into everyday conversation was writing the
My wish is that this book will change the

brief Beginner’s Guide to Polyvagal Theory,

ways clinicians practice and also their ways

which I shared on my website. That is where

of seeing and being in the world. My personal

the

experience, and similarly my experience of

metaphor

teaching polyvagal theory to clinicians and

was unveiled. The response reassured me

clients, is that there is a before-and-after

there were other people out there who were

quality to learning this theory. Once you

interested in a polyvagal perspective.

autonomic
for

ladder—the
my

clinical

foundational
application—

understand the role of the autonomic nervous
system in shaping lives, you can never again

Over time, and with much experimenting, I

not see the world through that lens. So, in my

found ways to apply the organizing principles

hopeful, ventral vagal state of being, I like to

of polyvagal theory in my clinical work.

imagine the book beginning a ripple effect of

My clients were willing to trust my belief

polyvagal–informed practice.

in the power of polyvagal theory to bring a
new dimension to our work and joined me

NPT:

How have you implemented the programs

and practices you talk about in the book?

in trying out worksheets and experiential
exercises. Their input was an important part
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of the process of fine-tuning the practices

and we navigate the world of stroke recovery

that are included in the book. I then created

through the lens of polyvagal theory. There

a variety of Rhythm of Regulation workshops

is ongoing research into the role of the vagus

to teach other clinicians and see if my ways

in post-stroke treatment, and Bob and I are

of working could be laid out in an organized

experimenting with ways to support the

approach.

function of his ventral vagus and invite energy
back to his social engagement system. The

Now, from a belief that the autonomic

world of stroke rehabilitation is a confusing

nervous system is the foundation for all of

and often limiting one. Using the science

our lived experience, what I do with clients

of polyvagal theory as a guide continues to

(and what I teach clinicians to do in my

bring small shifts and keeps alive the hope

training programs) is to bring the foundation

that is the necessary ingredient of rehab and

of polyvagal theory into therapy at the first

recovery.

meeting. This sets the tone for the therapy,
and all other therapy models sit easily on top

I have great respect for the way Steve (Porges)

of this platform. Right from the beginning,

developed this brilliant theory and invited

therefore,

autonomic

clinicians to generate their own clinical

nervous system is the “ground” for the work.

applications. I have created an approach to

Our work is guided by bringing curiosity to

bringing polyvagal theory into therapy and

exploring the autonomic needs for safety,

continue to experiment with new practices.

moment to moment. The three maps of the

My invitation to colleagues around the world

basic mapping sequence lay the groundwork

is to use my work, adapt it to fit your needs,

and can be completed in the first few weeks.

and use your own experiences to create new

These maps help clients answer the questions:

practices. The world of polyvagal-informed

“Where am I?”, “How did I get here?” and

therapy is a welcoming one.

awareness

of

the

“How do find my way back to ventral vagal
safety and connection?” As clients begin to

NPT:

Can you tell us a little about the theories

map and track their autonomic movement, we

and philosophies that have most impacted your

incorporate a variety of the neural exercises

work?

presented in the book to begin to gently
shape their systems away from protection

DD:

My

first

mentor,

toward connection. These steps constitute

Stanford,

a polyvagal-informed process of creating

relationship, so healing must happen in

safety and stability in the initial phase of

relationship”.

trauma treatment.

foundation for my clinical work; polyvagal

believed
This

Tracy

“trauma
belief

Morton

happens
provides

in
the

theory gives me the science to support it.
On a personal level, polyvagal theory has

While Tracy had an intuitive knowing about

become the linchpin of my daily life. My

how to create the conditions for healing,

husband suffered a stroke several years ago,

Steve,

The Neuropsychotherapist

in

the

development

of

polyvagal
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theory,

has

provided

a

neurobiological

neurophysiological,

psychological,

roadmap. The three organizing principles of

developmental, and social processes through

polyvagal theory—neuroception, hierarchy,

which trauma disrupts and compromises the

co-regulation—form the North Star of my

human experience. The focus of the research

practice.

is to examine the disruptive impact of trauma
on the nervous system and look through the

I have always felt it is necessary to attend

lens of brain–body functions at the clinical

to both the physiological and psychological

issues that bring clients to treatment. The

elements of therapy. This led me to study

goals are to:

interpersonal

neurobiology

sensorimotor

psychotherapy

and
and

train

in

1.

internal

Document

the

consequences

of

trauma on health, sexuality, and

family systems. Each of these models is

psychosocial processes;

a harmonious fit with polyvagal theory,

2.

Understand

the

neurophysiological

and together they inform my philosophy of

mechanisms that are disrupted by

therapy and in many ways also my philosophy

trauma;

of living a life of well-being.

3.

Provide

insights

and

tools

for

clinicians and clients; and
NPT:

You’re working with the Kinsey Institute

4.

as coordinator of the Traumatic Stress Research

Assess

the

effectiveness

of

interventions.

Consortium. Tell us more about this project.
If readers would like to participate in this
DD:

The

Traumatic

Stress

Research

research project, they can email me at

Consortium is under the direction of Stephen

trauma@indiana.edu and I’ll send them a

Porges. Steve asked me to coordinate the

link to register.

Consortium and be the liaison with clinicians.
It is an ambitious project with an initial

NPT:

If there was one thing you could impart

recruitment of approximately 1,000 clinicians

to a new psychotherapist, or mental health

worldwide who will help us understand more

practitioner, what would it be?

about clinicians who choose to work with
trauma. These clinicians will then identify

DD:

While training in models of therapy

clients from their caseloads to participate

is important, at its heart, this work is about

in the study. Both clinicians and clients will

our ability to show up for our clients as a

complete questionnaires and surveys. In the

regulated, and regulating, resource. In all

future, we hope to test new technologies

of the many forms our work takes, we are

that the research team is in the process of

asked to walk with others on their pathways

developing to gather physiological measures

to healing. We accept the responsibility of

of autonomic nervous system reactivity.

being a predictably safe co-regulating person
for our clients and to do this requires that

This

project,

we

will

examine

the

we regulate our own mind–body system.
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Understanding that our autonomic nervous

focuses on how a polyvagal lens changes the

system is in a continual state of signaling

understanding of who we are as therapists

and searching for cues of safety, we must be

and how we approach clinical work. I’m

able to answer the question, “What message

interested in looking at the clinical dilemmas

is my nervous system sending?” and be able

we face and how our usual ways of engaging

to offer our clients the energy of ventral vagal

with clients are challenged when we practice

safety and connection.

from the foundation of polyvagal theory.

With a neurobiological understanding of the

My heart is in the Rhythm of Regulation

importance of co-regulation and the need

training series which was the genesis of

for experiences of safety in connection, I

The Polyvagal Theory in Therapy and is still

would invite new clinicians to befriend their

the place where I test out new materials.

autonomic nervous systems, learn to track

Beginning with the very first group, Rhythm

the flow of their autonomic states, and attend

of Regulation participants have generously

to their autonomic needs for self-care. Just

offered to be my polyvagal test pilots. For

as we accompany others in their quest to

the first time this coming year I’m taking the

find embodied safety, so we must touch our

training on the road to Northampton, MA, in

own vulnerable places and shape our own

addition to the ongoing training in my home

systems. A well-nourished nervous system

town of Kennebunkport, ME.

brings well-being.

Each day I wake up and wonder what new
opportunity there will be to share my passion

NPT:

What’s ahead for you in the next 12

months?

for polyvagal theory. I delight in every
opportunity to bring polyvagal theory to a
wider audience and to welcome people into

DD:

Since writing my book, my life has

the growing family of polyvagal practitioners.

been filled with what I call ventral vagal
adventures!

I

get

to

share

my

passion

BOOKS

for polyvagal theory as I travel to new
places to speak and teach and consult with
with

The Polyvagal Theory in Therapy: Engaging the

adding a polyvagal foundation to their own

Rhythm of Regulation by Deb Dana, with a

practice. I’ve just agreed to write two more

foreword by Stephen Porges, is published by

polyvagal-inspired books for Norton. The

W. W. Norton & Co, New York, NY. 2018.

clinicians

who

are

experimenting

first, The Polyvagal Workbook, will present
the

BASIC

framework

(befriend,

attend,

A Beginner’s Guide to Polyvagal Theory

by

shape, integrate, connect) and a series of

Deb Dana is available here: http://www.

skill-building exercises designed to be used

debdanalcsw.com/resources/BG%20for%20

between sessions to complement clinical

ROR%20II.pdf

work. The second, The Polyvagal Therapist,
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