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The US model of Addiction Treatment and its New Challenges. 
Abstract: 
(Illustration cage pic and ref). Out of seven billion inhabitants on this planet, the World Health Organization estimates that the number of alcoholics is 10% of the global population with the highest prevalence rates to be found in Eastern Europe. Out of these 700 million human beings an infinitesimal percentage receive treatment because cultures and shame are obstacles to their recovery. In the United States, less than 8% of alcoholics receive treatment (illustration or ref.)  which is largely superior to the number of alcoholics who are being helped worldwide. We are talking only about alcoholism because there is no available evaluation of the number of addicts for other mood-altering substances. In this presentation we are using the word addicts to include all people suffering from any kind of addictions, whether it is alcohol or other mood-altering substances.  
The American and by extension Anglo-Saxon model of addiction treatment has demonstrated more success with people suffering from addictions. This model is called “the disease model” – h supposes that the first diagnostic of the patient is addiction (or dependence to one or more mood-altering substance and/or compulsive behaviors). Determining a dual diagnosis (association of the diagnosis of addiction and other mental health disorders) is part of the process of detox, treatment and maintenance.
We will examine the history, advantages, and evolution of the model from the Temperance Movement to the Parity Law, to the new trends and today’s challenges. Of course, we will also review its disadvantages: new drugs, health insurance companies' requirements, money, over- specialization, or lack of, multiplication of certifications by so-called professional "gangs" in the industry, and the last edition of the Diagnostic and Statistical Manual of Mental Disorders, the Diagnostic and Statistical Manual of Mental Disorders (DSM5) (illustration).
We will talk about the essential complementarity of the different actors intervening in the treatment of addiction such as specialized therapists, recovery coaches, psychiatric nurse practitioners, scientists, and of course, psychiatrists. Today, knowledge in the science of addiction - and particularly in neuroscience- makes the difference between a good and a mediocre practitioner, whether he/she is a psychiatrist, a therapist, a recovery coach or a recovery peer. The research concludes that we can be very optimistic if we remain open and trained, notably because of the positive impact of the best neuroscientists (e.g., Jon Kabat-Zin from MIT illustration) who successfully promote the role of meditation as the golden gate to maintain a long-term recovery and rehabilitates the spiritual part of the AA’s model which can be a serious obstacle for many people.



Discussion.
I. History of the Anglo-Saxon Model:
The stool of recovery in the history of the Anglo-Saxon model rests on three legs: a physical “allergy” as described by the pioneers and recognized in 1952 as the disease of alcoholism by the American Medical Association; a mental obsession of the mind, a total lack of control over the cravings as opposed to a lack of will power; and finally, a spiritual void, first defined as religious but nowadays spiritual in a much broader and inclusive concept of the word. 
That description is in contradiction with the non-protestant European culture. The Protestants on the other hand, put the individual responsibility at the center of their model while the Judeo/ Catholic/Orthodox cultures insists on the responsibility of the society at large. It started with the most famous Jewish psychiatrist of all: Sigmund Freud and his followers in psychoanalysis, still now in France for example. Basically, the Freudians place the responsibility on the role of parents, educators, politics, and society at large and it places the patient in the position of a victim, not from a physical and mental disease, but from others. The European school of psychiatry insists ad libitum on the patient’s past and background as the reasons for his behavior and problems. In the Anglo-Saxon world, trauma plays a major role, but as a trigger, a developer for the pre-existing disease. Interestingly enough, the Protestant Karl Yung, who believed in a broader spiritual solution, referred alcoholic patients he was powerless to help to Bill Wilson, co-founder of Alcoholics Anonymous. AA was born in the 1930s in America. And we will see that in terms of psychology, Cognitive-Behavioral Therapy (CBT) was born in the Anglo-Saxon world as opposed to the psychoanalytic treatment still dominant in Europe essentially in France. Germany has implemented an excellent prevention and help programs to addicts (called MAT) and uses practices of medication and harm reduction approaches. One of the most common ones involves supervised, safe-injection sites. Treatment centers’ approach is closer to the US model than the French “non” modelized addiction treatment which relies heavily of psychoanalysis and prescription for depression and other mental health diagnosis. But Switzerland and the UK are at the cutting-edge, with 12 step-based program and excellent addiction specialists.
Let’s go back to the roots of the American model. In the early 1700s, the Founding Fathers of America such as Jefferson, Washington, Franklin and Adams were already describing alcoholism as a plague, a social disease they called the “Demon Rum”. The first text about alcoholism is written in 1774 by the Dr. and Reverend Clark who is at the origin of the Temperance movement, created in 1808. Under the double pressure of religion and morality, President Lincoln will publicly approve that initiative. The evil is identified but more as a social problem because of poverty, misery, early deaths, devastated families in very poor regions of the United States.
We often use the expression “falling off the wagon” to describe someone who is having a relapse. It refers to the wagons of the Temperance movement that were travelling America beginning in the early 1800s to convince people to sign a pledge of abstinence. They had a platform at the rear of the truck that opened when they stopped in a village, so the men could sign a written oath (illustrations White Slaying the Dragon).
The founder of the Oxford Group describes the “Four Absolutes” (or steps) an alcoholic must go through to find peace and recovery. It is a prelude to the American model of addiction treatment, and it became the basis on which Bill Wilson will develop the 12 steps of Alcoholics Anonymous in the 1930s. The Four Absolutes are: (Illustration: First edition of the Four As.)
"The sharing of our sins and temptations with another Christian". Absolute Honesty.
"Surrender our life past, present and future, into God's keeping and direction". Absolute Purity
"Restitution to all whom we have wronged directly or indirectly". Absolute Unselfishness
"Listening for God's guidance and carrying it out". Absolute Love.
Prohibition was a formidable failure, but from that attempt will emerge a miracle, so to speak, something that will remain and influence the American psyche: a genius businessman and intellectual but an alcoholic beyond redemption, is admitted for the fourth time at a clinic for alcoholics. Bill Wilson, it is him, admits to Dr. Silkworth, the director of the New York Clinic he knows too well, that the incredible willpower he brilliantly demonstrates in many other domains of his life, is of no use to remain sober. It is only after the visit of his old drinking buddy, Abe from the Oxford Group, that Bill comes to a solution: only an alcoholic can help another one to recover. (illustration.)
What is the reaction of the distinguished Dr. Silkwood? Despite the lack of scientific evidence, he agrees, because –even if he doesn’t understand how it works- he admits it accomplish what he never could do with “incurable patients”. The success of this peer-to-peer model is attested to by millions of recovered alcoholics since that date. From there, the model becomes much more, if not totally inclusive. You don’t need to believe in a particular God, you can be a woman, a LGBT community member, black or white, rich or poor: you belong with your alcoholic peers in recovery because despite your different background, you share with them the most important thing in your life: you are an addict and only them speak your language. “The only requirement for AA membership” states the preamble of AA “is a desire to stop drinking.” It starts with a desire, an admission of powerless, powerlessness being used as the motivational force to win again the malady. These gentlemen were influenced by the American psychologist William James who wrote: “The Variety of Religious experiences” in 1903. James was the first educator to offer a psychology course in the United States, in Harvard (illustration book).
His followers include large numbers of illustrious doctors such Carl Rogers, co-founder of the Person-Centered Therapy (illustration). In 1940, they postulated a revolutionary new direction:  that “a self-directed growth process will follow the provision and reception of a particular kind of relationship characterized by genuineness, nonjudgmental caring, and –the word is extremely important: empathy” (illustration and reference). Ellis thought further and applied with success his theory: change starts and occurs when the patient changes his behavior. The role of the therapist is to assist him in changing self-defeating belief-systems (illustration). Behavior Therapy, with Terence Wilson, will follow and refine the concept as a logical extension of behaviorism to complex forms of human activities. With Aaron Beck, the term Cognitive Therapy is introduced based on the idea that the processing of information is crucial for the survival of any organism thus the human being (illustration). The strategy is one of cooperation between the patient and the doctor. Robert Ellis, another American psychologist, develops in the 1950s the model of Rational Emotive Behavior Therapy. Here, the word to keep in mind is “behavior”. There will be Lazarus, with his Multimodal Therapy that redefines the role of the clinical psychologist. We will stop here for now, but we see clearly the difference between the psychoanalytic school where the clinician is the dominant and most often silent character and the relationship established between clinician and the patient in the Anglo-Saxon model (illustration book Current Psychotherapies by Corsini & Wedding).  
Treatment centers based on the US model always used competencies of both psychiatrists and specialized professionals, most of the time in recovery themselves. The most successful treatment centers in terms of recovery statistics (illustration list) use the 12-step model of Alcoholics Anonymous. But psychiatrists and non-M.D. specialized professionals in the field are still engaged in an arm-wrestling and a debate over who is the most qualified to help rescue addicts and alcoholics (illustration). 
However, all of them have known for a long time that the disease of addiction is not –yet- curable. It is a progressive and fatal illness. It can be stopped on a daily basis. In the Anglo-Saxon world, everyone also agrees that the alcoholic/addict doesn’t lack character and will-power but suffers from a brain disease. 
(Illustration: list of fellowships 12/12). After Alcoholics Anonymous, Narcotics Anonymous was born in 1953, Gamblers Anonymous in 1957, Oveareaters Anonymous in 1960, and many other fellowships based on the 12 steps of AA. CODA in 1986, which stands for Codependents Anonymous, is a life saver and I use it to help clients whose emotional immaturity and enmeshment are pathological. It is purposeful that I do not give you an exhaustive list of all the fellowships. More recently, 11 years ago, a very well attended group (phone and Zoom) was created: “Caffeine Addicts Anonymous” (illustration cafaa website.) 
Let’s talk for a moment about the Mental Act Parity Law that President Bush Jr. initiated in 2008 when the U.S. Congress passed the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) as well as the Affordable Care Act (ACA) that President Obama had the Congress pass in 2010. The first one obliges health insurers to equally cover mental health diagnosis and a broken leg. The second offers insurance coverage to people who could not afford the cost of health insurance.
Addictions can be classified in two categories: addiction to any mood-altering substances; and behavioral addictions such as gambling. Both categories have in common the same neurobiological characteristics: they appeal to the same centers in the brain and activate hormones and chemicals that a “normal” brain do not need to activate because it produces them in sufficient quantities (illustration doc LSS and brain pics). I will leave for M.D.s the task to explain in detail how the brain reacts in addicts and alcoholics. Let’s very simply put it like this: We addicts do not have the switch off button in our brain that tells us to stop when we are satisfied or in danger. On the contrary, we develop the phenomenon of craving. Addiction is the disease of MORE. Always more despite any consequences. So, whether it is alcohol, opiates, benzodiazepines, or sugar (downers), or uppers such as cocaine, amphetamines, caffeine, we addicts react differently than a non-predisposed individual (illustration).
Today, we know that the disease of addiction is genetic, and neuroplasticity explains the development of addictions in persons from families with no known addiction history (illustration and ref Toronto U trauma and neuroplasticity). We believe that traumas are producing new neuropathways leading to a compulsive addictive behavior (illustration, references.) Here, we are on the territory of neuroscience, genetics and epigenetics (see ref and illustration).  

II. New Challenges for the American Addiction Treatment Field. 
The covid pandemic made Demon Rum and its devil friends very happy. Isolation, insecurity, unemployment, and death made their beds (illustration and ref: see latest data of July/Aug 2021 updates). As at the end of March 2021, the National Institute of Drugs and Alcohol (NIDA) had noticed a dramatic increase (+19%) in the number of people abusing mood altering substances (illustration). Professionals in the field have added some colors to that dark picture. I personally noticed that new individuals have asked for help through telehealth and attending virtual 12 step program meetings. Persons who would not have pushed the door of a face-to-face meeting, driven all the way in the cold weather, and found a spot to park, are now sober, clean, or abstinent. 24/7 meetings attract more than one hundred participants every hour from all around the globe. In particular from countries where the Anglo-Saxon model has been predominant: USA, UK, Ireland, Australia and New Zealand. That population is generally younger than the average audience at traditional face-to-face meetings, because of their familiarity with Internet tools. 
A. Substances. The first challenge is the use of “old” and of new drugs.
1: Old drugs are essentially official and legal mood-altering substances such as alcohol of course, but also sugar and caffeine. For decades, the Food and Drugs Administration (FDA) had been selling a lie to the American people by implementing a myth that shady doctors have been paid to “corroborate” with fake studies (illustration and ref). For the FDA and behind them the agriculture and of food industry lobby had designated a culprit: fat is the enemy (illustration and ref). The change in that belief came with independent researchers and victims of sugar, particularly corn syrup (ref. to the participants of the Sugar Summit 2021 and before) helped in that by friendly scientists and neuroscientists. It is still impossible in America, even in the finest supermarkets, to find plain yogurt that is not “fat-reduced” or fat-free. The variety of fat free yogurts available on the shelves is almost illimited but they all contain sugar and/or sweeteners (more toxic than beet sugar) (illustration and ref). In 2010, a book by Dr. Kessler was published in which this former Director of the FDA describes how the food industry is intoxicating consumers by packing into very low nutritive qualities products a lot of sugar and chemicals, introduced with the sole purpose to addict us (On the Illustration of processed foods containing sugar and addictive additives we see a roasted chicken, pre-cooked macaroni & cheese, mixed salads, or organic energy bars).
So, before long, pleasure completely subsides, and the phenomenon of cravings starts ten seconds after we have finished the first bite. Whenever we see or smell something that reminds us of the first high (advertising, displays on shelves, buffets, odors, etc...) our brains are wired to run to the next fast-food that also offers sodas. Diet sodas are very toxic for two reasons. First, they contain sweeteners that send the sweet signal to deprived cells. New research (illustration and ref) has demonstrated the toxicity of sweeteners and poignant testimonies of ex-users are available in podcasts versions (illustration and ref). The second reason for the toxicity of sodas, diet or classic, is their concentration of caffeine. And caffeine can be a hard drug for some. America is a nation on adrenaline. The adrenal system of the average American is constantly on alert mode and a detox from caffeine is extremely painful (illustration). It is well-known among experts in the field of addiction now that Starbucks or Peete’s Coffee have a superior level of caffeine in their products to make the client come back (illustration). US authorities are losing the battle against energy drinks. Some (illustration) contains more caffeine than 16 cups of espresso (plus sugar or sweeteners). 
2: Other drugs are illegal and have been on the street market for less than 15 or 20 years. Fentanyl. It is a synthetic version of heroin. Data show the worsening state of the opioid epidemic in the U.S. According to the Center for Disease Control and Prevention (CDC) (illustration and reference), drug overdose deaths reached a record high in 2020. More than 83,000 drug overdose deaths were recorded, a 21 percent increase over the previous year. These substantial increases in drug overdose deaths were primarily driven by rapid increases in overdose deaths involving synthetic drugs including opioids, likely illicitly manufactured fentanyl, as well as psychostimulants, such as methamphetamine (illustration and ref #6). Since 1999, more than 760,000 people have died in the USA from a drug overdose. These data were published in February 2021 by the National Institute of Health (NIH). Fentanyl is imported illegally by the cartels of Central America, and its distribution is mainly the task of gangs. We also observe the importation of synthetic drugs from China (imported through South America most of the time (illustration NPR and ref). 
An opioids epidemic has started because of the pharmaceutical industry lobbying and doctors prescribing pain killers such as Percocet like candies. I could see the danger coming when I worked at the Walter Reed Army Medical Center in 2008. Wounded soldiers were administrated morphine during multiple surgeries when they stepped on IED (improvised explosive devices) (illustration with my thesis in 2009). In recovery, they were given renewal refills of Percocet for three months. It produced a massive number of addicts among the veterans who were often dishonorably discharged because of this addiction. But family physicians (often paid by pharmaceutical companies) were also prescribing opioids very liberally to two kinds of populations: dealers, and older patients who legitimately complained of a back pain, for example. Some months later, I saw clients- citizens in good standing- going to the street buy their fix because the street prices were much cheaper. And that kind of opioids was Fentanyl, more dangerous than the heroin used in the 1970s. 
3: Another big challenge that the nation is facing is the legalization of cannabis. Again, it started with intense lobbying on behalf of American producers under cover of the “medical marijuana should be available” rationale. I am neither contesting nor approving that affirmation. Today, only five states of the Union do not have legalized or decriminalized Marijuana. Almost every person of all ages who come to me today smoke weed and consider that it is right and just. Their big argument is that “it is natural”. So is hemlock. Ask Socrates how he enjoyed it (illustration). The fact is that we do not know (unless we analyze what we smoke or vape) what the products contain. It has nothing to do anymore with the concentration of a joint by a hippy in SF in 1969, and synthetic substances are added to the mixture. We know that the development of the brain takes an average of 23 years for females and 25 for males. (illustration and ref): “Marijuana use impacts how connections are formed within the brain. Other effects on the developing brain include interference with neurotransmitters and abnormal brain shape and structure volume (…) One study found that teens who regularly use marijuana lose an average of 5.8 IQ points by the time they reach adulthood. 

B. Clinical Challenges. 
Patients and clients have legitimate complaints about the complexity of the health system. That is why they often are double victims: victims of the disease of addiction and co-morbid disorders but also victims of quacks and scams. Stories abound about addiction clinics that the FBI have investigated and close every year (particularly in Florida and California (illustrations. https://www.fbi.gov/news/stories/florida-sober-home-owner-sentenced). An unscrupulous doctor has opened a facility (often a floor in a poor building) and bills fictitious invoices to health insurances and 50 states health care systems. A so-called addict in recovery opens a rehab center (advertised on TV by stars such as Dr. Phil, illustrations) but the therapists are unprofessional and unethical. A psychiatrist without any concept or training in addiction “supervises” a treatment center specialized in dual diagnosis. (https://www.practicalrecovery.com/prblog/fbi-raids-florida-california-rehabs/). Actually, the patient pays a fortune out of pocket to see him in private consultation once and is given to the care of “assistants”. That must be considered when we examine studies on the rate of relapses. 
On the other hand, very professional treatment centers with an excellent staff (illustration Hazelden/Betty Ford, Sierra Tucson, Caron) must deal with a market in expansion, patients who are now demanding individualized treatments, and greedier health insurers. Since they are now obliged to cover at least part of the expenses for addiction treatment, health insurance groups have multiplied the number of requirements for therapists and counselors that they approve under some dubious umbrellas with political agendas such as the Association for Addiction Professionals. NAADAC used to be a fantastic reference and source of training and information for addiction professionals. They are now working hand in hand with health insurers and lobbies on the Hill. We have observed these last 20 years a multiplication of local, state and federal accreditations, credentials, exams, certifications and licensures for addiction therapists and counselors (illustration NAADAC courses and qualifications pics of the website). It has reached a nonsensical but profitable point where the professional is spending about the same time passing redundant exams that require a pseudo-specialization on outside issues than with the addicts. It explains the high rate of burnout in this very stressful profession. Too many therapists and counselors abandon their job because of the unmanageability of their schedule and pressure from their management. Treatment centers observe extremely strict protocols imposed on them for good ethical or legal reasons. The other side of the coin is that the addicts have a more distant relationship with the clinicians. Becoming a therapist for star treatment centers such as Hazelden means being member of an elite and they can be seen as a State in the State. The board includes very rich and influential members.  Among the executives of the Hazelden-Betty Ford Center the Chief Medical Officer is only number 14, after the Strategist, the Marketing person, and the Development Officer. We are far from the Minesota Model of clinics of the last century, cornerstone of the Anglo-Saxon model, pioneers of the addiction treatment based on the unique capacity an alcoholic has to reach and help another alcoholic.  
1. Professionalization or over-specialization? These last 30 years, independently from the Covid pandemic, financial groups have taken over doctors’ practices. The addict cannot even call his family physician or reach any specialists. He must go to a portal to write a message for a hypothetical answer during business hours or he is left with the 911 option. The M.D. is very frustrated to just be an employee and to be obliged to go through other requirements imposed by health insurance companies' shareholders. Complaints also come from patients who do not know who is in charge, who coordinates. It is up to the patient to guess what specialist he needs to make an appointment with. It is not surprising that the number of misdiagnosed diseases has multiplied (illustration and ref).
The second type of complaint my colleagues and I receive relates to referrals to an “addiction psychiatrist”. On their website today, most of the members of that distinguish profession feel obliged to add to their profile “addictions, dual diagnosis, PTSD, etc.”  That is what the algorithm of the professional websites wants to attract more visits. But reality is much different. The training in addiction for a psychiatrist during his nine years course of studies is a total of two to four hours. That explains why highly rated psychiatrists from George Washington University or Northwestern U, or Vanderbilt (which are also the most expensive) over-diagnose some disorders to the detriment of the primary one of addiction and its mental and physical consequences. It has been illustrated by the very convenient diagnosis of Bi-polar Disorder.  The most usual type of bipolarism, PD2 on the depressive spectrum, is well treated with medications recommended by the DMSIV then 5, such as Lamictal, originally labelled as an anti-convulsant (studies ref, illustration labels...) But the symptoms of an active alcoholic mimics those of bipolarity. An addict is never the same from one day to another, or even from one hour to the next, exhibiting mania and overjoy when he is high, then depression in a withdrawal phase. On Lamictal, he could get the side effects of dizziness, blurred vision, and nausea which are going to be put on the account of his addiction to alcohol or drugs. 
There are many excellent addiction psychiatrists, and they have worked in in-patient and out-patient hospital facilities. They know the traits of the addict, and they are not disgusted or afraid like some of their colleagues. The other good news is the recent creation of addiction science program at medical schools such as Harvard, Columbia U, Vanderbilt, etc. They might be separate programs and departments that meet with social and behavioral sciences, but they exist in America and in Australia (illustrations). 
Perspectives and Conclusion.
There are many disciplines of science and behavioral sciences in the field of addiction for one person to master the flux of information, the techniques, and to be a good clinician. It must be a humble and efficient team effort. That gap is filled by the role of a trained recovery coach (RC) possibly if not necessarily in recovery him/herself. The RC professional is more likely to be the person who coordinates the team efforts to support the addict. Again, some certifications are more recommendable than others, but the recovery coach is the hub to which all specialties merge if he/she has the knowledge, the experience and the training excellency requires. The Institute of Coaching of Harvard is a fellowship that accepts top coaches, and their webinars, conferences and interviews are of high quality. Among their members and guests, we find neuroscientists like Lisa Feldman Barrett on the New Scientific Understanding of Emotions, or Richard Boyatzis who covers medicine, psychology, substance abuse, health, education and a variety of domains within management and organizational behavior, or Dr. Om Lala on using mindfulness with clients and for your own growth as a coach. The best treatment centers like Caron, Tucson Sierra or Caron offers free webinars to addiction professionals.
Neuroscientists have brought to the field its newest and most positive development. Jon Kabat-Zin is professor at MIT. We can read him (illustration, ref) or listen to him for free on YouTube. He associates with great teachers in meditation, breathing, and visualization. Rick Hanson is another neuroscientist I would recommend to your attention (illustration and ref). He has a simple but efficient way to explain how to reduce the stress level in clients with an over-active brain, in breathing so he activates his parasympathetic system more often than his sympathetic system, which reveals very useful against cravings, and has no religious connotation. 
So, the third leg of the Temperance Movement and AA, the spiritual part, is now scientifically explained and used by atheists, Jews, Christians, Muslims, and Buddhists or anyone without a denomination. We observed the use of religious practices such as the very Christian Lectio Divina by people who are not Catholic but have read Thomas Merton (illustration and ref) as well as books on quantum physics because both bring the same answer. 
A good addiction specialist knows that an addict uses to bury uncomfortable feelings of low self-esteem, shame, inadequacy, anger, and past traumas that are daily reactivated because of the lifestyle of an addict.  
The gap between all the disciplines open by sciences in the field of addiction treatment is filled by the recovery coach. A good RC knows the most direct and respectful ways to reestablish a brain and body homeostasis for an addict, generally through the identification of feelings, and the mastering of coping strategies such as the establishment of healthy boundaries, social skills of communication, self-understanding, acceptance. I use Epicurus and Seneca to introduce my clients to stoicism which summarizes the serenity prayer of AA (Illustration and text): “What can we control? What cannot we not control and must accept?” The first admission by the addict if course the acknowledgement of his lack of control over his drug of choice. It comes from philosophers in the Antiquity. A good RC shares his pluri-disciplinary knowledge with a client, which a M.D. cannot do because he has no time. A good RC is the one who can tell the addict that if his medication for bipolar disorders doesn’t solve his problem, it may be the result of an erroneous diagnosis. A good RC will refer that person to a good addiction psychiatrist. A good RC will know if a client is emotionally codependent and help him with tests and questionnaires. A good recovery coach will be able, after a period of rejection vis-a-vis AA or OA, to offer alternatives or to direct the client to the right self-help group, to break his isolation. Because a good RC know the role played by Oxytocin (illustration, ref). Oxytocin is a hormone that also acts as a neurotransmitter in the brain. Some popular media have incorrectly labeled it the “love hormone,” because it is associated with good feelings and emotions. But its role in the body is much more complex than that. It is not a bliss or hug hormone, but it does appear to be connected to human emotions and the regulation of childbirth and breast-feeding. A good RC will not keep e-tracking of his/her clients and communicate with employers, family, doctor portals, unless the client has signed a release of information form. It guarantees discretion, anonymity and trust (illustration LSS video). 
A good RC will send a young recovering addict to a sober high school or college (another specificity of the model) and an older person to a sober house between hospitalization and his re-entry into the work force and a safe social environment. A good RC will connect a client to a decent exercise coach or a nutritionist who is educated in addiction disorders. A good RC can put him/herself in the client’s shoes because he/she has been there, and he/she is a success story. Identification is extremely important if not a priority. A good RC will prudently use self-disclosure about his/her own failures and success in addiction and recovery.
That is why and how the US model of addiction treatment has and will survive. The most recent example of the power of the Anglo-Saxon model in asphyxiating health care systems and market dependent treatment configurations, is the creation in the United States of the Recovery Peer or RP (illustration, ref). In hospital addiction services or treatment centers facilities, the RP plays the role of a liaison officer between the addict and the different specialists. It is good news for the addict because the RP is a person in recovery, with a simple training, and he/she has been through what the patient is experiencing, he/she can share about his/her own failures, attempts and victories. The bad news for the RP is that he/she is paid less than 15$/hour, which creates a proletarisation of the real expert in the addiction field: the addict/alcoholic in recovery who carries the message to a peer. But it shows that that Anglo-Saxon Model has a life of its own, and that we are naturally going back to the basics. 
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