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Politically I am a Libertarian.  I don’t like govern-
ments.  They are domineering and expensive and 
frequently counter-productive.  Whatever their good 
intentions, they tend to achieve the opposite.  They 
get in the way of imagination, enterprise and indi-
vidualism.  They promote a culture based upon influ-
ence and graft rather than achievement.  An all-
powerful Civil Service takes to itself the implementa-
tion of the laws of parliament, as it is required to do, 
and the population, from front line worker to board 
room director, have to do as we are told.  It is argu-
able that the army and the police force need this 
level of centralised management but there are some 
who believe that even these sectors of our society 
sectors should be privatised.  I myself believe that 
health and welfare and education are of such impor-
tance that they are the very last subjects, rather than 
the first, that should be trusted to government con-
trol. 
 
I hope that this introduction establishes my Libertar-
ian credentials.  At one time, I was on the board of 
the Libertarian Alliance but left (amicably) on the 
issue of whether or not the use of addictive sub-
stances and processes is a lifestyle choice or, in some 
people, an illness. 
 
There is a danger in believing that experience brings 
knowledge.  However, there is also the opposite dan-
ger in believing that one has knowledge when one 
has no experience.  I myself am an addict and over 
the last twenty years I have treated over four thou-
sand addicts on an inpatient basis.  On the subject of 
addiction I have both knowledge and experience.  
None the less I recognise the obvious challenge to 
my belief that addiction is a disease: “well you would 
believe that wouldn’t you?”  This may imply that I 
believe that saying addiction is a disease absolves me 
and others like me from responsibility for our behav-
iour.  I do not believe that at all.  I believe the oppo-
site: awareness that one has an illness should give one 
a sense of responsibility not to exacerbate it and 
thereby harm oneself or other people. 
 
To use a simple analogy, I acknowledge that, relative 
to most other people, I am short-sighted.  I therefore 
accept the responsibility of wearing glasses.  I am 
short-sighted whether I wear them or not: they do 

not cure me of a disease that is genetically inherited.  
I wear glasses in order to be functional, in order to 
read books and drive my car.  If I fail to take the re-
sponsibility of wearing my glasses when driving my 
car, declaring that it is my free choice not to do so, 
and then cause an accident that injures myself and 
other people, I believe that I would be culpable.  I 
would not be responsible for being short-sighted in 
the first place but I would be responsible for the 
damage that I cause through my arrogance and self-
will. 
 
In the course of my work with addicts of all kinds I 
have come to believe that the tendency towards ad-
diction is a genetically inherited disease mediated 
through a chemical defect in the neuro-transmission 
systems in the mood centres of the brain.  Indeed, 
considering the complexity of brain biochemistry, it 
would be absolutely incredible if there were not ge-
netic defects associated with this function: nobody 
questions that my short-sight has a genetic origin yet 
optics are a much less complex function than neuro-
transmission.  Nobody questions that Downs Syn-
drome is a genetically inherited disorder of intelli-
gence.  There should equally be no surprise in con-
sidering that sometimes the emotional functions of 
the brain could also be genetically impaired. 
 
The problem with accepting that an addictive ten-
dency is a disease comes as a result of two attitudes.  
Firstly, people tend to have a fairly narrow sense of 
what constitutes a disease.  Infections, cancers and 
deteriorations such as heart attacks are all generally 
accepted as diseases.  But what about congenital de-
fects on the effects of old age and the results of sports 
injuries?  Nobody would question that these are wor-
thy subjects for the attention of doctors but that 
doesn’t necessarily make them into diseases in a nar-
row sense.  Similarly, doctors deal with the conse-
quences of bereavement, unemployment, marital 
break-up and many other emotional traumas.  These 
might be called dis-ease but not disease. 
 
Contraception would be considered to be a personal 
responsibility and certainly not a disease yet doctors 
have no second thoughts about providing it.  In 
other words, the concept of a disease cannot be de-
fined by whether or not a doctor is prepared to 
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spend time on it.  Interestingly, however, many doc-
tors reject addicts precisely upon the grounds that 
they consider their problems to be self-induced, a 
personal responsibility, merely an emotional prob-
lem or a social rather than clinical problem.  They 
don’t mind dealing with the physical consequences 
but they do not see that dealing with addiction itself 
is a medical responsibility.  This can lead them to be 
very angry when the term “addictive disease” is ap-
plied to addicts because they feel that clinical practice 
is being usurped by people and conditions that do 
not deserve to appropriate the word “disease”.  Sec-
ondly, people, including doctors, wonder what sort 
of a disease addiction might be.  They can see the 
consequences of addiction—medical, financial, social, 
educational, marital, emotional and all the rest—but 
they still find it difficult to call the origin of all these 
problems a disease.  As with seeing the carnage 
caused by an elephant, they may not see the elephant 
(or disease) but they can see where it has been.  Of-
ten the people who most resent addiction being 
called a disease are those who have been damaged by 
addiction in someone else in their family or work 
place.  They are happy to be sympathetic towards 
people with cancer or heart attacks but may be very 
resentful towards the person who caused them so 
much pain and resentment if he or she could hide 
behind the concept of having a disease. 
 
A further difficulty comes from trying to distinguish 
addicts from non-addicts.  Many people drink alco-
hol but that doesn’t make them alcoholics.  Alcohol 
is an addictive substance but different people react to 
it in different ways.  Correspondingly, some ciga-
rette smokers are able to give up when they put their 
minds to it but others find themselves repeatedly 
drawn back to it.  As Mark Twain said, “giving up 
smoking is easy – I’ve done it nineteen times”.  Peo-
ple who become significantly obese do not appear to 
have a stop button in their relationship with sugar 
and white flour, the substances that cause craving for 
more and more.  Compulsive gamblers, workaholics, 
shopaholics, exercise addicts and sex and love addicts 
have behavioural addictions that are just as destruc-
tive as many substance addictions such as alcoholism 
or drug addiction, yet they are resented and mocked 
if they ever refer to themselves as addicts.  Again, it 
is assumed that they are weak-willed or stupid or 
that they are making excuses for personal inadequa-
cies.  Yet studying these people does not reveal them 
to be weak-willed at all.  Often they are far too 
strong willed – interminably trying to prove that 
they can manage something sensibly when all the 
evidence of experience says they cannot. 
 

At PROMIS we find that addictive tendencies tend 
to go in clusters.  First there is what we call a 
“hedonistic” cluster (alcohol, recreational drugs, pre-
scription drugs, nicotine, caffeine, sex and love addic-
tion, gambling and risk taking), second there is what 
we call a “nurturant of self” cluster (food-bingeing, 
vomiting, starving, purging-exercise, work, shopping 
and spending) and the “relationship cluster” (using 
other people as if they were drugs or using them-
selves as a drug for other people).  Some of our pa-
tients have all their addictive tendencies channelled 
into just one of these clusters, some have two and 
some have all three.  Our belief therefore is that each 
of these clusters may be mediated by one gene.  It is 
no surprise to me that a gene for alcoholism has not 
been discovered.  I cannot see the evolutionary bene-
fit in having such a gene.  However, I can see the 
evolutionary benefit of a hedonistic gene.  Hedonists 
maybe highly energetic and creative and give some-
thing to society but then destroy themselves in the 
process.  Similarly I can see the evolutionary advan-
tage of a “nurturant of self” gene or a  “relationship” 
gene.  Each of these has potential benefits to society 
even while forcing the individual to fall apart at the 
seams. 
 
Paradoxically, people with addictive behaviour of 
one kind or another very commonly believe that 
they are expressing their right to individual freedom 
of choice.  In fact, as addiction takes hold, they 
achieve the exact opposite: entrapment.  Further-
more, they become indistinguishable from other ad-
dicts.  By trying to be individualistic, they become 
standardised.  When you have seen one alcoholic or 
drug addict or anorexic, you’ve seen them all—not as 
individuals but as representatives of their addictive 
group.  The tragedy is that the individual characteris-
tics of addicts that distinguish them from each other 
become progressively less apparent.  As the conse-
quences of their addictive behaviour and the progres-
sive losses mount up, they lose all their individuality. 
 
A further reluctance to allow the term “disease” to 
be applied to addiction is that it is assumed (“just say 
no”) that treatment is in the sole hands of the suf-
ferer and there is nothing anybody else can do.  This 
is true, as countless doctors, social workers, proba-
tion officers, health visitors and Uncle Tom Cobbly 
can testify.  Many a professional has been brought to 
tears by recognising that his or her sincere intentions 
and best efforts have come to nothing in trying to 
help addicts.  They have a self-destruct process that 
does not respond to reason, nor to encouragement.  
Any material support is taken for granted or squan-
dered.  Addicts with perfectly good brains—as seen 
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stance.  Sadness should be treated with understanding 
and support and time.  It resolves on its own.  De-
pression/addiction should never be treated with anti-
depressants because these are addictive substances in 
their own right in people who have addictive tenden-
cies.  The correct treatment is the Twelve Step pro-
gramme, first formulated by Alcoholics Anony-
mous.  Ultimately the substitute mood-altering proc-
ess that works for addicts is when they take the focus 
of their attention off themselves and put it onto 
other addicts.  When A reaches out to help B, it is A 
who gets better.  The process wears off (just as 
drunkenness wears off if one stops drinking) and 
therefore one has to repeat the process—which is the 
precise purpose of attending regular meetings of Al-
coholics Anonymous and reaching out to help new-
comers.  Nowadays there are a whole range of 
Anonymous Fellowships covering a whole range of 
addictive substances and behaviours.  At times, the 
range is too broad and people who are not addicts at 
all try, for some bizarre reason best known to them-
selves, to try to prove that they are.  Presumably 
they want to avoid taking responsibility for them-
selves.  Recovering addicts (those who work a 
Twelve Step programme on a continuing daily basis) 
do not at all want to avoid responsibility.  They ac-
cept it with open arms.  They acknowledge their ad-
diction (just as some of us have no choice but to ac-
knowledge our short sight) and they do what they 
canon a continuing basis to keep it at bay so that 
they do not get the long term consequences for 
themselves or inflict them upon other people. 
 
Thus, addictive disease—in my view—has both a 
cause and a treatment.  “Open” meetings of Alcohol-
ics Anonymous and other Anonymous Fellowships 
exist in order to increase understanding in those who 
may not be addicts themselves but who genuinely 
want to develop an understanding of addictive behav-
iour and see what can be done about it.  There are 
now 2,400 groups of Alcoholics Anonymous meet-
ing each week in the UK.  Yet the basic ideas of a 
Twelve Step programme are not taught in British 
medical schools, nor are there any Minnesota 
Method treatment centres (based upon the principles 
of the Twelve Step programme) in the NHS.  It is 
small wonder that doctors and other healthcare pro-
fessionals resent the word “disease” being applied to 
addictive behaviour.  They know nothing about it. 

in their professional work and other aspects of their 
lives—turn them off when they have an opportunity 
to use an addictive substance or process.  The under-
standing of this feature of addiction is crucial: addicts 
do not have a disease of their intellect; they have a 
disease of their feelings.  Samaritans estimate that 
30% of all suicides are in alcoholics alone. 
 
Other estimates are that 95% of all suicides are in 
addicts of one kind or another.  This seems bizarre 
when the people who kill themselves have often had 
significant privilege, a great deal of love and support 
and many opportunities to make use of their intellec-
tual and practical skills.  Still, they have a dreadful 
sense of inner emptiness, an involutional melancho-
lia which bears no relationship whatever to their per-
sonal circumstances.  It is small wonder that their 
lives are irrevocably changed when they are intro-
duced to mood-altering substances or processes.  Sud-
denly life is bearable, manageable.  Why ever would 
they want to give up these substances and processes 
that provide such solace?  The sad fact is that most of 
them don’t: they die.  In the UK, three hundred 
nicotine addicts die every day, one hundred alcohol-
ics die each day and fifteen drug addicts die each day.  
Estimates for the number of people killed by sugar 
and white flour are difficult to determine but two 
hundred deaths a day seems likely. 
 
Addicts have to be distinguished from idiots.  Lots of 
people get drunk or take cannabis or have a pork-out 
but this doesn’t make them addicts.  If we sweep the 
streets for people who are drunk late at night, many 
will turn out to be students, doing what students do.  
Some of those students will be alcoholics but it is 
very difficult to make that diagnosis at the time 
when they are horizontal alongside their peers.  The 
S h o r t e r  P R O M I S  Q u e s t i o n n a i r e s 
(www.promis.co.uk) are based upon addictive char-
acteristics that are quite separate from social factors.  
All the questions are based upon one principle: 
“why?”  None of them relate to “how much?”, 
“when?”, “which type?” or other questions like that.  
For addicts there is only one goal: alteration of 
mood.  Other people may have a bit of fun, do a bit 
of retail therapy, get slaughtered once in a while, or 
whatever, but for addicts the basic purpose of mood-
alteration is to lift the black dog of depression and 
stay alive. 
 
In fact I believe that depression and addiction are 
synonymous, the same condition before and after 
“treatment” with a mood altering substance or proc-
ess.  Sadness is something altogether different: the 
normal human response to an unfortunate circum-
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