Addiction, Dialogue and a Place Called Keltoi*
Introduction

In this paper, I would like to highlight the effectiveness of using a dialogical approach when working with addiction. In doing this, I will look to my experience working in Keltoi—a residential rehabilitation facility set up in 2001 to meet the needs of former opiate users who wish to develop a drug-free lifestyle. 

From my work as a therapist in the field of addiction I have come to the firm belief that it is not the theoretical perspective the therapist is coming from that determines positive client outcomes. In my experience, these are more dependent on the extent to which clients feel met, heard and understood. These factors, when present, create a safe environment in which clients can build trust in their capacity to make decisions about their lives. This trust is particularly important with addiction because the very nature of an actively addicted person’s daily life is generally characterised by circumstances and events which undermine his or her self-efficacy. 

This prioritising of therapeutic engagement is at odds with the view that privileges a disease model of addiction, which is the prevailing model within the field (Lewis, 1994). In the disease model, the emphasis is on clients gaining insight into the extent to which their life has been damaged by their addiction. In my experience, it is easier for clients to face up to difficult realities when they have experienced their capacity to engage with life in more rewarding ways. I have come to this realisation as a result of my work in Keltoi, where we have created an environment based on dialogical principles.

Background

In 1997 I commenced my training as an addiction counsellor at Hazelden, an addiction treatment centre based in Minnesota in the United States. The basis of my training was the traditional Minnesota model, in which addiction is seen as a disease. Within this paradigm, it is held that once the disease has become activated in individuals they need to remain abstinent from all mood-altering chemicals if they are to keep it in remission. On admission to this programme, clients completed a chemical assessment whereby an addiction counsellor determined on the basis of the DSM-IV (1994) criteria for substance misuse whether the client was chemically dependent or not. 

Although I really enjoyed my time at Hazelden and considered my professional training there to be excellent, I always had a difficulty with the idea that the only explanation for addiction was that it was a disease and that this diagnosis—once it was given to an individual—remained with him or her for life. I recall carrying out a chemical assessment on a client during my training in which I concluded that the client was not chemically dependent only to have a more senior practitioner re-assess the client and find him to be so. However, a re-assessment was never carried out when I found the client to be chemically dependent. Upon completion of  my training, I returned to Ireland where I took up counselling positions in two residential centres which were based on the same Minnesota model, until I moved to Keltoi in 2001 where I presently work. 

While working within the Minnesota/disease model, I always felt there to be a real resistance on the part of its proponents to look at alternative explanations of addiction. Most commonly, if clients did not concur with this model’s explanation of their substance misuse, they were considered to be in denial. If they felt that their problem was solely with drugs and not with alcohol, they were assumed to be in relapse and were not allowed to avail of aftercare. In the event that  they then relapsed on drugs, this was seen as evidence of their delusion. It was never acknowledged that their relapse might be connected to them being denied the support they needed to rehabilitate from their addiction.

I may appear to be overly critical of the Minnesota approach or organisations based on this model, but I actually feel there are many positive aspects to it, in particular the 12-step philosophy, upon which it is based. I also experienced the professionals I engaged with within these organisations to be at least as committed to their clients as any other group of individuals I have ever worked with. My main difficulty with this approach is that many of the people and institutions who advocate it see it in some way as absolute truth and resist attempts to question it despite the fact that research does not support its efficacy (Miller & Wilbourne, 2002). Within the Minnesota/disease model, the practitioner’s view of addiction is prescribed for clients. This imposition can be likened to the monological position of the psychiatrist diagnosing his patient as described by Seikkula (Seikkula et al., 1995). This is against the original philosophy of the 12 steps, which is based solely on individual choice (Alcoholics Anonymous, 1936). 

Systemic Approaches to Addiction

The disease model of addiction permeates many of the earlier systemic perspectives on the subject. While context is at the root of systems theory, which can be seen in seminal systemic writings such as Bateson’s (1972) explanation of the dynamics within the schizophrenic family and Palazzoli’s et al. (1974) work on the anorectic family, this awareness of context did not seem to transfer over into earlier systemic perspectives on substance abuse. Here, systems thinking tends to bow to the prevailing view, which locates the issue in the individual. 

Treadway (1987), who adheres to Minuchin’s (1977) structural perspective, at the outset of therapy determines whether addiction is the underlying issue. Once this has been established, he focuses on getting the family to realise this. Berenson (1987), who also locates himself within the structural school, but is more influenced by Bowen (1978) than Minuchin, focuses on looking at genograms to highlight historical patterns of addiction that go back generations. He then concentrates on getting the addicted individual to accept his or her powerlessness over chemicals and to adopt the message of the 12 steps of Alcoholics Anonymous (1936). Interestingly, Diamond (2000), who considers himself a narrative therapist and subscribes to White’s (White & Epston, 1990) ideas in relation to therapists abstaining from imposing their stories on their clients, goes on to discover unique outcomes within his clients’ stories and then re-authors their stories based on his own beliefs. These beliefs are again founded on the dominant discourse on addiction, which is the “disease concept.”

Efran et al. (1987) propose a more constructivist perspective on addiction where existing beliefs in relation to addiction are useful once they are not taken as objective truths and where “living beings are construed as always doing what they want to do. However they are not doing what they say they want to do or what others think they should do” (p. 46). Efran et al. believe that people’s behaviour will always fit with their environment and that the therapist’s job is to help create new possibilities for action. The clinical implication of their approach seems to locate them in a similar place to Cecchin’s (1992) participant/actor position, where it is appropriate for the therapist to take a particular stance once it is seen as useful rather than a position of absolute truth. Both of these approaches have the advantage of not being confined by a particular view of addiction. However, they still hold out the possibility that the therapist take a directive position relative to the client. Cecchin makes an important distinction between this approach and that of the conversationalist. The conversationalist does not take this stance, as it would put him in the position of the knower or expert in the clinical space. 

The Move to Dialogue

The primary proponents of this conversationalist, “non-expert” or “not knowing” perspective are Anderson and Goolishian (1988, 1992). They reflect a move within social constructionism towards a more process-oriented perspective, where the dialogical moment is at the heart of the therapeutic approach. They represent a philosophical standpoint which is grounded in Shotter’s (Shotter & Gergen, 1989) view that it is in the “I-Thou” relationship that we become who we are and that it is in language that we create our reality. This dialogical perspective views clinical approaches which analyse, interpret or prescribe solutions to clients presenting difficulties as being counter-productive and objectifying of the client. They determine the therapist’s competency by his or her ability to create an environment wherein all have the opportunity for dialogical exchange. This dialogical perspective has been further developed to include a more embodied and less linguistically oriented definition of communication by Andersen (2004) and Shotter (2008). It has been developed into a model of practice by Seikkula et al. (1995) in working with individuals diagnosed with schizophrenia in western Lapland. I believe that it is this philosophical stance and therapeutic approach that best describes our work at Keltoi. As a recent outcome study has demonstrated, it shows exciting promise in working with a very marginalised client group (White et al., 2011).

A Place Called Keltoi

Keltoi is a residential therapeutic rehabilitation facility, which was opened in 2001 to meet the needs of former drug users who wish to develop drug-free living skills. At that time, a high percentage of clients who had completed a detoxification and had returned to their community had relapsed on opiates within one year of discharge (Smyth & Lane, 1997). This was a concern for addiction services, as opiate users who return to drug use after being abstinent are at risk of overdose and death. The steering committee set up by the Addiction Service to develop the Keltoi project discovered that what was evidence-based at that time were modalities that focused on living skills as opposed to those that focused on insight (Miller & Wilbourne, 2002). It was felt that the vehicle best suited to creating an environment conducive to the development of living skills, self-confidence and self-efficacy was a systemic one. More specifically, a systemic model which focused on creating a real-life environment based on dignity and respect, which prioritised the belief system of the client rather than the professional and within which process would be prioritised over structure. The environment at Keltoi is founded on these principles. Here, clients can discover new ways of navigating life situations and are afforded the opportunity to experience themselves in more positive ways. In this real-life working environment, emphasis is placed on the spontaneous conversations that take place during the course of the day because they present opportunities for staff and clients to gain a new understanding of themselves and each other. This is not to say that there is no structure at all, but just enough to prevent chaos. If there is too much structure, the process becomes stagnant. In Keltoi, we talk about living in the “grey area,” where nothing is written in stone. Priority is always given to what needs to be addressed in the system at any given time rather than sticking religiously to some pre-ordained schedule. 

When I came to work in Keltoi in 2001, I thought it would turn out to be a disaster. I expected the place to become rife with sex, violence and drugs. My assumptions were based on the fact that there were fewer rules and structures than anywhere I had worked previously, that there was very little security, and that—unusually for residential rehabilitation—men and women resided on the same corridor. To my surprise there have been significantly fewer incidents than anywhere I have worked previously. For the past five years over 90% of admitted clients have completed the programme. 

I believe that one of the main reasons for the high completion rate is that there is something significantly different happening with regard to power. I discovered that you do not realise you have power until it is taken away from you. When I started in Keltoi, I had less power than anybody else. To the extent that knowledge is power, the clients were in a more powerful position than I, and I needed their help. To feel safe, I needed to trust them. I did not have a role or status to hide behind. I was in their environment, in which they felt empowered, whereas in the past they were coming into my environment. I would have my office and they would be assigned to me as a client. In Keltoi, I was assigned neither an office nor clients. I worked with the clients as an equal in the kitchen, garden or on household work. They decided which counsellors they wanted to work with and made an appointment just as they would in the outside world. In my first house meeting, I could not distinguish between clients and staff. I had to let go of all my preconceived ideas about addiction. I consciously gave myself permission to be ignorant. It was only by doing this that I was able to open myself up to this new environment. 

The upside of all this is that I developed a much closer and more intimate relationship with the clients at Keltoi. The fact that our relationship was more equal meant I had more at stake and because of this it was more of a journey together. In Shotter’s (Shotter & Gergen, 1989) language we had moved into the “I-Thou” or as Seikkula (Katz et al., 2004) describes it: 

Coming into engaged meetings…….means giving up on the idea of having control over things and instead jumping into the same river or rapids with our clients and trying to survive by taking each other’s hands……...We really need each other. (p 4.)

Seikkula (Seikkula & Olson, 2003) describes this “tolerance of uncertainty” as being one of his three principles for engaged meetings. The other two are dialogism and polyphony. Dialogism means that all participants in the therapeutic conversation are present to the uniqueness of the dialogical experience, listening not only to what people say but to the feelings and sensuous responses that flow between the participants. Polyphony requires that all voices are present and heard. For Seikkula this means that conversations do not take place unless everybody is present. These three principles are at the heart of our practise at Keltoi.

I also discovered that in these spontaneous interactions I had the experience of moving through a range of different roles from father, brother, and friend to authority figure and counsellor. This was very difficult at first, but over time I learnt to trust my intuition and the feedback of my colleagues. It became all the more important for me to develop my capacity to reflect how I was impacting on situations and how they were impacting on me. I began to feel an  empathy for clients that I had not felt previously. I feel Shotter (Katz et al., 2004) describes this very well when he speaks of the client as having “…a felt sense that the other was at that moment with them in a way that was special for them” (p. 4).

I now believe that this felt sense and the “involvement obligations” (Goffman, as cited in Katz et al., 2004, p. 4.) that go with it on the part of the therapist are a necessary condition for real therapeutic progress. This is especially the case for the client group in Keltoi, the majority of whom are recovering from long-term opiate use, have been marginalised by society, and many of whom have experienced significant trauma. This felt sense is best achieved and maintained when the power differential that exists between the client and therapist is minimized. It is also something that the client consciously or otherwise is constantly attuned to, and as Shotter (Katz et al., 2004) outlines the therapist cannot experience by adhering to some plan or check list. He can only meet his obligations by being “….spontaneously involved in it” (p.4). One of the real benefits for me when committing to this approach is that I feel more at ease. In not trying to fit into some pre-ordained position, I can focus on being myself. In doing this, I can experience the uniqueness of the interaction and get nourished by it. I would like to emphasise, however, that this does not always come naturally to me. As a result of fear, my inclination at times is to step into the power position and impose my will. I find, however, that every time I do this it results in mistrust and resistance in the client group. 

The Evidence

The Open Dialogue approach as practised by Seikkula (Seikkula et al., 1995) in western Lapland has been shown to be very successful. Likewise, the approach we have adopted in Keltoi along similar lines has shown to produce encouraging results (White et al., 2011). In a client post-discharge outcome study, which was completed in 2007, peer-reviewed in 2009 and recently published, a follow-up study of 100 clients who had been admitted to Keltoi with a response rate of 85% showed that 51% were abstinent from all illicit substances and alcohol between one and three years post discharge, 60% were abstinent from everything but alcohol and 65% were abstinent from everything but alcohol and cannabis. Significant improvements were also shown in measures of physical and psychological health and social behaviour. These results were based on the participants completing a four-page Maudsley Addiction Profile (Marsden et al., 1998), which recorded key measures such as drug use, criminal involvement, general health, sexual behaviour, employment and social functioning in the 30 days prior to interview. It is important to note that this was not a randomised control trial, but rather a cross sectional analysis and therefore cannot be taken to show cause and effect. However, the results compare very favourably with similar studies both nationally and internationally, and point to the likelihood that there is something that the clients are experiencing by engaging with Keltoi which leaves them more likely to abstain from drug use and maintain a healthier lifestyle.

Reflections

As I reflect on the dialogical approach and how it has impacted on the positive outcomes at Keltoi, the following thoughts come to mind: 

Firstly, given that this approach works, why does it work? My opinion in relation to this brings me to Bowlby (2003) and attachment theory. In Bowlby’s view, human beings are fundamentally relational. It is only in relationship that we can get certain essential needs met. If we either have never had the experience of getting those needs met or else had them met, but because of certain life experiences recoiled from engaged relationship with life, we need to find a way to cover up those needs. A relationship with a mood-altering substance can provide quite an effective and relatively reliable alternative to the uncertainty and risk associated with engaged relationships. This perspective, when applied to addiction, presents a possible explanation not only for why an individual might develop a dependent relationship with a substance, but also why many cultures or sub-cultures that have had traumatic histories might have a greater predisposition towards substance misuse. If this tentative hypothesis were to hold some veracity, it could explain why an experience of “being met” or “being really heard” might give a client the feeling like “hearing English again in a foreign land” (Katz et al., 2004, p. 2.). It might also explain why any approach that prioritises prescribing solutions for an individual might be less successful than one which provides both client and professional the experience of being met and being nourished by that engagement. 

Secondly, it is possible that there might be some benefit in implementing this approach in other contexts which work with marginalised sections of society, such as in the prison system or environments working with young adults presenting with behavioural difficulties. In Keltoi, we focus on shedding power and minimising hierarchy. We also emphasise putting the relationship in place before highlighting the rules. This is quite at odds with what happens in the prison environment where the focus is on removing freedom within a hierarchical structure. This is justified on the grounds of insuring the safety of staff and society at large and modifying the behaviour of the offender. However, greater safety and more positive changes might be brought about if the environment was more conducive to facilitating positive engagement and real dialogue in a less hierarchical structure.

Thirdly, while social constructionist perspectives can justifiably take a critical stance towards the subjective nature of empirical research (Burr, 2003), I do believe it behoves us as professionals to evaluate the impact of our work to determine its efficacy, if for no other reason but to prevent us taking its efficacy for granted. One of the real difficulties, however, is how to measure the active ingredient in a particular approach. This is particularly the case with a dialogical approach, which by its nature is non-standardised. How can it be measured how dialogical a therapist is? How attuned he or she is to their client? When it happens, it appears obvious, but how is it measured? Pursuing this line of inquiry could be very fruitful. 

Fourthly, the issue of measurement has a particular relevance in the area of training where—partly because of the movement of training in the direction of academic institutions—there would appear to be pressure to be able to measure standards in an objective way. Consequently, training could focus too much on understanding content and not enough on developing engagement or relational skills. 

Fifthly, I think it is important to point out that working dialogically does not necessarily mean excluding professional knowledge from the therapeutic conversation. In Keltoi, we make available a number of evidence-based practices to this conversation. This knowledge is, however, always subordinate to and contingent on the intimate environment that is created in dialogical exchange. In my opinion, there needs to be a constant awareness of the professional inclination to retreat into the perceived security of the objectifying stance, whereby the professional steps out of the “therapeutic river” and leaves the client swimming on his or her own. In doing this, the professional disavows his or her “involvement obligations,” and once this happens, the therapeutic magic is put at risk. As a team, it is important that we constantly review our attunement to this risk.

Conclusion

In writing this paper, I have attempted to paint a picture of my own professional journey from developing my expertise as an addiction counsellor in Minnesota to my evolution to the  non-expert position in Keltoi. I have tried to show how this has paralleled a development within the systemic field from the prescriptive therapist of the structural school to the spontaneously involved therapist of the dialogical approaches, and how this impacts on a systemic perspective on addiction. I have presented Keltoi as an example of an environment, where many of the principles of the dialogical approaches have been implemented, and have briefly outlined an outcomes evaluation of this project, which shows very encouraging results. I have also reflected on some of the possible implications of using a more dialogically informed practise in different contexts. My hope is that in doing this, I have given individuals a flavour of the potential of this exciting approach in working within the field of addiction and elsewhere.
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* Note: The word Keltoi is derived from the Greek word κελτοί, which means “hidden people.” It was the word originally used to describe the Celts, who were unknown to civilization, until their artefacts and treasures were discovered. 
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