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ADDICTION


There are different definitions of addiction that focus on one aspect or another that a particular group considers the impetus for addiction. For the purpose of this paper, I will use the broad definition which is offered in Essentials of Chemical Dependency Counseling, page 117-118: “chemical dependency is a condition where there are perceivable signs or indications that the ingestion of a psychoactive or mood-altering chemical is causing the individual continuous life problems, yet this individual continues to use the psychoactive chemicals.” Although each group creates its own definition, based on their beliefs, the above definition used for the purpose of this paper requires a further explanation: “chemical dependency is a condition where there are perceivable signs or indications that the ingestion of a psychoactive or mood-altering chemical is causing the individual continuous life problems, yet this individual continues to use the psychoactive chemicals in order to hide, deny, or evade a Negative Identity Reality (NIR) self-created by the client, or otherwise imported from his/her physical universe.”

The medical definition focuses on the cellular, or biological, component of addiction – that the addict cannot control his/her behavior because it is “wired” into him/her through biological forces. This point of view, is, of course, counterproductive if one is to maintain sobriety – if one feels s/he has no control over the addiction, where, then, does s/he derive the motivation to cease the behaviors of consuming the chemical? This model renders the addict feeling helpless and powerless.


Consider now the Psychological/Behavioral model of addiction – that the activity is a learned behavior which can essentially be “unlearned”, thereby sometimes allowing for “controlled” usage of the chosen chemical. However, this is to discount the very real cellular alterations of brain, and bodily, chemistry which exacerbates the user’s behaviors thereby prolonging the addict’s feelings of helplessness and hopelessness against a presumably “controllable” behavior. Failure to control the behaviors because of a perceived sense of personal weakness is inevitable with this school of thought. This perceived view of personal weakness only intensifies the lack of control from which the addict suffers which thereby promotes the use of chemicals because of the desperate feelings of powerlessness. Thus one tends to resort back to the using behaviors in order to escape the feelings of desperation and lack of worth.


However, there is also the pragmatic point of view which combines both the medical and psychological opinions – that life experiences and cultural influences, as well as biological components, create the insatiable desire for the chemical of choice. Given our culture of belief that extrinsic forces are paramount to our choices and behaviors, this thought makes a great deal of sense. They believe that a combination of life experiences, early childhood lessons, cultural influences, biological makeup, and eventual cellular changes create the addiction within the addict. However, let’s consider a new school of thought which defies any previous definition of addiction.

MODEL OF THERAPY


I call this model the Spiritual/Psycanic Model of Chemical Dependency Counseling. This school of thought embraces the belief that there is a provocative intrinsic power that exists within each human being, regardless of personal challenges, mental health difficulties or diagnoses, cultural influences, early childhood learning, biological forces or cellular changes in the physical body. This opinion derives its foundation from the belief that we, as human beings, are creating our lives every moment, every second, every minute, and every hour of our lives – regardless of our belief or agreement with this point of view. From this perspective, chemical dependency is an act – a purposeful choice – to engage in a behavior that is serving a greater purpose in the evolvement of the individual, nevertheless on a greater spiritual level, usually unbeknownst to the individual. At the very least, the using behaviors are creating paradigms for future lessons and experiences that will further that individual’s spiritual evolvement. Simply put – there IS a “method to the madness”.


I believe that we are manifesting our experiences at all times, whether that experience is one of being powerful or powerless, of being rich or poor, of being sick or healthy, of being a winner or a loser, of being joyful or depressed, of being happy or unhappy. We are also creating our physical circumstances, including our physical health and financial situation. We are creating all of these circumstances moment to moment, even though most of the time we do not know we are doing it, much less how we are doing it.


Many people walk around thinking that life “just happens” to them and they are basically at the mercy of random events and circumstances. Nothing could be farther from the truth! It is our ignorance of the fact that we are Creators of our lives and of how we create blocks to our innate ability to create the life that we so desire. I will attempt to explain how this ignorance exacerbates the disease of chemical dependency, the insatiable desire to continue with this very destructive activity – essentially it is a self-chosen choice, regardless of any extrinsic force. I will also attempt to create a counseling model with this belief as its basis for recovery and long-term sobriety maintenance.

DEVELOPING THE THERAPEUTIC ALLIANCE


As referred to in Essentials of Chemical Dependency Counseling, on page 102, the authors say, “the most important beginning step is for counselors to take an inventory of their values, beliefs, skills and personalities and to ask themselves what theory or model best fits these attributes.” The model that best fits my style and personality has not yet been professionally devised – at least not to my knowledge. It is a model based on spirituality, self-empowerment and the choices we make every moment of every day of our lives, regardless of our acknowledgement of these choices. It is also based on the fact that we are not simply an empty shell of a physical, human body subject to the whims of the physical world. We are Spiritual Beings, within a physical body, striving to find our way to higher and higher levels of spiritual evolvement while playing in the physical universe. My theory is that with every lifetime that we live, our spirit learns new avenues for getting our needs met while forever evolving to higher and higher plains of spiritual acme.


I must first clarify the definitions of the words Spirituality and Psycanics as it will be applied within this model. Spirituality is defined as “having no material body or form” – that is to say the emotions, thoughts, feelings, desires, wants, needs and perceptions that exist within each and every human being, regardless of sex, race, creed, color, religion, sexual orientation, or upbringing. It is naturally intrinsic and cannot be measured by any of the 5 human senses. Psycanics is defined as “a model of existence, a science of BEing, a physics of spirit”. It includes the study of all abilities and powers including will, consciousness, experience, mind, thought, emotions, power, wisdom, love, happiness and relationships with others. It is a science of the soul, of BEing, of the non-physical part of your existence. All of these things are Psycanic as opposed to physical. They do not come from and are not found in the physical universe, but are part of another universe, the Psycanic, or spiritual, universe from which you, Psycan=spirit, come. Psycanics has no dogmas, no commandments, and no ecclesiastical authorities. It claims no divine revelations and asks neither belief nor faith. It seeks neither your adherence nor your obedience. It is a science: a system of laws and principles that model how human beings function and how life works. It is a system of knowledge and procedures that truly increases ones’ Wisdom, Power, Love and Happiness in all of life.


Attempting to succinctly explain the nature, and scientific logic, of Psycanics, and to build the foundation for my upcoming model, I offer this explanation: Notwithstanding physicality, our human essence is comprised of Will and Consciousness. Will is Force; Force is Power. Will is your Creator Force – the ability to form and move energy (energy comprises the entire universe – whether physical or non-physical); and therefore to create your experiences. You can use Will to call forth that which you wish to manifest in the physical universe. Consciousness is the ability to experience that which has been created and to discreate that which is not desired. You are the CREATOR and you are the EXPERIENCER of that which you have created.


We, as human beings, live in two (2) universes: the Physical universe and the Psycanic universe. The Physical universe is comprised of physical space, light, and heat energies, including our bodies – these are governed by the laws of physics, chemistry and biology. The Psycanic universe is comprised of the energy-forms of our minds such as thoughts, ideas, memories, images, beliefs, and emotions. These entities of the Psycanic universe are masses of energy=objects=things – and we CAN learn to control them. The fact that they are non-physical in no way reduces their importance nor their reality and impact on us. In fact, our Psycanic universe is stronger, more powerful, and more important than our physical universe. 

The Psycanic universe contains all the things that are most important to us – that which we most seek in life. It is where Who We Are resides – our identities, personalities, character, intelligence, wisdom, power, love and happiness. Wisdom, Power, Love and Happiness are Psycanic and are the Essence of our Spirit – what we most seek. Furthermore, our Psycanic universe CONTROLS our Physical universe. Our physical life conditions are the reflection of our Psycanic universe. Our minds, thoughts and, especially, our identities – all of which are energized +/- by our emotions – determines what shows up in our lives. Our Psycanic universe determines our Physical universe. Our thoughts, beliefs, values, ideas, visions, resistances, emotions, affinities, and aversions attract or block what we want, or do not want. Essentially, we must first learn to control our Psycanic universe before we can control our physical universe. We must gain power over ourselves, over our interior universe, before we can acquire power over our exterior universe.

Furthermore, most experiences in both the physical and Psycanic universes are polarities. They consist of two poles and of a great range of degrees of variations between those poles. Some examples of physical polarities are: hot-cold, up-down, light-dark, big-little, wealthy-poor, strong-weak. Some examples of Psycanic polarities are positive-negative, good-bad, pleasure-pain, powerfulness-powerlessness, cause-effect, happiness-sadness, joy-suffering, love-hate, success-failure, and emotion +/-. 

For any form of a polar experience to exist, both poles must exist. One polarity CANNOT exist without the other. Additionally, one can only know and appreciate one polarity of experience to the degree that one has known the other, but it is not necessary to continue to experience a negative polarity. The one-time experience of a negative polarity is sufficient for one to be able to know the other polarity. Suffering is the price of ignorance of the nature of Polarities. Any person who does not understand, and is not able to transcend polarities, particularly the resistance to negative polarities, will suffer.

Both universes operate by the laws of Cause and Effect. The study of Cause and Effect is the essence of science. In our life, we are either at Cause, that is causing, creating our realities and experiences; or we are at Effect. At Effect means that our creations are impacting us and causing our experiences and we feel we are a Victim to life with little control over what happens to us. Thus we are either Powerful or Powerless, which is the condition of Victim. A Victim is a person who believes that life mostly “just happens” to him/her without his/her control or input. S/He believes that “shit happens” and that s/he has had little to do with it happening. Victim is a belief of no Personal Power. Most human beings live in the condition of Victim. Common behaviors of a Victim are complaining, blaming, guilting and covert manipulation of others.

Finally, responsability (spelled with an “a” in Psycanics) is the point of transition between Cause and Effect. Responsability is the acknowledgement of our Cause in the things that we do, and the ABILITY TO RESPOND (respons-ability) to the things that happen to us. To respond is to act – to act is to be Cause – to be Cause is to be Powerful – to be POWERFUL is to be CREATOR. So, let’s now look at how the science of Psycanics can be applied in the field of Chemical Dependency Counseling.

ORIENTATION


Developing the Therapeutic Alliance


Screening is the first step in developing the therapeutic alliance. Evaluating each client’s psychological, social, and physiological signs and symptoms of alcohol and chemical abuse, determining the client’s appropriateness and eligibility for admission, and identification of any coexisting conditions (medical, psychiatric, physical, etc.) that may indicate the need for additional professional assessment and/or services must be the first step in the development of the therapeutic alliance. If a chemical dependency counselor is to offer services based on this spiritual/Psycanic model of counseling, the only criteria that must be met is the client’s genuine desire to seek help, to change, to grow, to evolve and to maintain the desire to discover intrinsic peace and joy – regardless of how strong or weak the desire may be. Because I have confidence that each client will acknowledge that s/he is more than just a physical body – that s/he has thoughts, feelings, wants, needs, desires, expectations and relationships with others that cannot be tangibly measured – they will find great difficulty debating the logistics of the Psycanics Model – thus creating the very first step to creating change based on this model of therapy.


Intake, being the second step in developing the therapeutic alliance, consists of acquiring all the administrative and initial assessment documentation, as well as obtaining all necessary signatures and consents in order to solicit information from, or supplying information to, third-party providers. Ensuring that the client is following the recommendations of his/her prescribing physician is paramount as following this model of therapy requires that the client has the ability to think logically, systematically and sometimes, abstractly. If a client’s cognitive abilities are hindered, this counseling process would be mute and virtually unsuccessful.


Orientation begins the tangible adventure with the chemically dependent client and is the third step in developing the therapeutic alliance. The counselor describes the general nature and goals of this Spiritual/Psycanic program. It is contemplated with the client that s/he is Cause of his/her experiences – that only s/he is Cause over the contents of his/her mind. If the client finds difficulty with this viewpoint, it is contemplated with him/her about the reality that one aspect of Cause is Determination; that s/he determines what is in his/her mind. S/He directly creates what is in his/her mind, or s/he decides to import the thoughts of others. Deciding to directly create thoughts, or to import thoughts of another, is to use one’s Will. Using Will thereby creates Conscious Experiences. NO experiences occur, or exist, without FIRST creating thoughts about that experience, whether consciously, subconsciously, unconsciously or super-consciously. Moreover, there is nothing in one’s mind that s/he did not put there, either by directly creating it or by importing it. No one else has power over another’s mind. For example, can anyone make you accept or believe something you don’t want to believe? Can anyone make you think about something you don’t want to think about? Can anyone make you accept something as true that you believe is false? NO! You are God in your mind – You are the Creator and Determiner of the content of your mind.


If the client chooses to find that this explanation has substance, the counselor may continue with the orientation phase – whereby the rules that will govern the counseling process and the client’s, and the counselor’s, conduct will be discussed. Obviously, complete honesty is expected, both by counselor and by the client – lacking honesty, the client’s progress will be significantly hindered.


The hours of service, and any emergency services that are offered, will be explained to the client as well as expected forms of payment and guidelines regarding timeliness of payments. Termination of services, by both client and counselor will be discussed as well.

ASSESSMENT


Assessment is the procedure by which a counselor identifies and evaluates a client’s strengths, weaknesses, problems and needs for the development of the treatment plan. The counselor gathers relevant history including alcohol and other drug abuse using appropriate interview techniques. S/He identifies the methods and procedures for obtaining corroborative information from significant secondary sources regarding the client’s alcohol and other drug abuse and psycho-social history. The counselor will also identify appropriate assessment tools, such as particular Psycanics worksheets and evaluative tools. Explaining the use of these tools to the client is paramount in order to gain compliance by the client with the use of these tools.


The next step would be to develop a diagnostic evaluation of the client’s substance abuse and any coexisting conditions based on the results of all assessments in order to provide an integrated approach to treatment planning based on the client’s strengths, weaknesses, and identified problems and needs.


TREATMENT PLANNING


Treatment planning is the process by which the counselor and the client identify, and rank, problems needing resolution; establish agreed upon immediate and long-term goals; and decide upon a treatment process and the resources to be utilized. During this phase, the counselor will utilize a Psycanics worksheet in order to establish the client’s goals (hereto attached): Psycanics Inventory.


As a result of completing this, and other, evaluation tools, the counselor will then explain the results of the assessments in an understandable manner, identify and rank problems based on the client’s individual needs in the written treatment plan, formulate agreed upon immediate and long-term goals using behavioral terms in the treatment plan, and will identify treatment methods and resources to be utilized as appropriate for the individual client.


COUNSELING


The counseling phase marks the beginning of the enormously difficult part of the whole counseling process – it signifies the foundation of whatever changes may, or may not, occur which are directly governed by the counselor’s character and skills as well as the client’s desire to grow and evolve.


The first step in this phase is to select the counseling theory that applies; then the counselor must apply these techniques to assist the client in exploring his/her problems and the ramifications of each. Bearing in mind that my model is based on a new concept and virtually novel theory, I will elaborate, with great specificity, the foundation for my model.


As we briefly explored previously, this model is based on the theory that each person is Cause for one’s own experiences. Given that one is Cause, let’s look at what one is Causing – Causing to exist – in one’s mind. One is Cause over one’s mind and one’s mind is the Cause of all the rest of one’s life. As we will see, one uses one’s mind to create Who One Is, which generates what one feels (emotions), how one behaves, what one does, and what one has. In other words and sometimes referred to as BFTDH:

BE( FEEL ( THINK (DO/RELATE(HAVE

An individual’s point of control is one’s BEing and one’s BEing is the CREATION of one’s mind – which does not exist: there is ONLY BEing. Therefore, one’s BEing is a CREATION of one’s BEing. This will become clearer, and will meld with this counseling model, as we progress.


One’s mind, especially one’s subconscious, is filled with many kinds of mental realities. Following is a list of a variety of mental creations; however, it is not important that one fully understand what each of these are, but some of them are of great importance to one’s life and we will address these in the upcoming passages:

		Identities


(the most important of all mental realities)



		Images/Mental Pictures



		Ideas

		Concepts






		Goals

		Purposes






		Programs

		Paradigms






		Beliefs

		Values






		One’s morality

		One’s ethics






		Knowledge




		Sciences






		Data




		Information






		Opinions




		Judgments






		Likes/dislikes




		Attractions/Aversions






		Past Experiences




		Memories






		Dreams




		Trauma






		Emotional Charges




		






One’s physical life conditions and one’s HAVE (what one has) in one’s physical universe are the result of one’s Psycanic universe. The content of one’s mind (identities, determinations, beliefs, character, personality, intelligence, creativity, level of responsability, self-discipline, etc.) determines the quality of one’s life, both in one’s Psycanic (interior) life and one’s physical (exterior) life. Thus, one’s mind determines one’s life. One’s power lies in that which one determines, one creates, in one’s mind. The power to manifest in the physical universe is a combination of several factors. One of them is that something must be real in one’s Psycanic universe before it will manifest=become real in one’s physical universe. For example: When one declares “I am weak”, s/he will manifest that in his/her reality and will therefore “BEhave” (be(have) weakly. When one declares “I am an alcoholic” s/he will create the experiences that will affirm this Psycanic reality which therefore creates their physical reality and, in turn, will exacerbate their Psycanic beliefs. With that said, one must reverse the order in which they create their realities – one must change their Psycanic beliefs before any changes can occur in their physical reality. For example: When one affirms, or states to him/herself, “I am strong”, s/he will therefore be(have accordingly which will therefore manifest that reality in his/her physical universe. This change can happen immediately, almost instantaneously, when one authentically believes his/her thoughts.


Summarily, there is no “mind”. What exists is the BEing=spirit=Psycan, consisting of Will and Consciousness, Cause and Effect, Creator and Experiencer. Just as the human being molds energy=matter in the physical universe to create objects=realities that s/he wishes to experience, so too does the Psycan create his/her Psycanic realities (thoughts and emotions) by molding Psycanic energy, thereby creating his/her Psycanic experience. All of one’s Psycanic experiences (thoughts, emotions, feelings, etc.) is the Effect, the impact, the perception of modulated Psycanic energy masses (thought and emotion objects=realities) on one as a conscious-energy field. An individual Causes (creates) one’s Psycanic realities, and then one is at the Effect of them. They then mold, Cause to Experience, and thereby dictate one’s behavior which then determines the results in one’s life.


The content of one’s mind defines everything about that individual. The content defines Who S/He Is, his/her values, beliefs, desires, morality, feelings and emotions. An individual acts in accordance with all that; and their actions determine the results. This, again, is represented by the formula:

BE( FEEL ( THINK (DO/RELATE(HAVE





(


Thus, one can control his/her life by controlling the contents of one’s mind. The most important Psycanic realities – those that most control an individual’s life – are the NIR (Negative Identity Reality) masses buried in one’s subconscious. 

Let’s now ponder another theory about how chemically dependent people continue to render themselves powerless over their addictions:

YOU ARE THE CREATOR

OF

 NOT BEING THE CREATOR


There is one type of mental creation=thought=belief that is superior to all others: IDENTITY. An identity is any idea that one creates about oneself. It is a determination of Self. Most identities are polarities: they have a positive, affirmative side, and a negative, denying side. Most identities take the form of I AM and I AM NOT, although a few are verbs. Here are some examples:

I AM STRONG <> I AM WEAK


I AM WORTHY <> I AM UNWORTHY


I AM POWERFUL <> I AM POWERLESS

I AM WISE <> I AM FOOLISH


I CAN <> I CANNOT


I AM ABLE <> I AM UNABLE



An individual’s word is LAW in the Psycanic Universe. If an individual says that s/he is weak or foolish, that individual will BE weak or foolish. And BE is the start of the Causal Sequence of Life:


BE( FEEL ( THINK (DO/RELATE(HAVE


The Causal Sequence works like this: An individual’s self-created BE of weak will make one feel bad about oneself for BEing weak. One’s mind=THINK, consciously and unconsciously, will work overtime trying to compensate for BEing weak. One’s do=actions will become neurotic as one tries to pretend and convince oneself and others that s/he is not weak, but strong. And all of the above will sabotage his/her wisdom and ability to produce the desired results=HAVE.


Identities are the controlling factor in everyone’s existence. Just as there is one type of mental creation that is superior to all others – Identities; so too is there one identity that is superior to all other identities – the Primordial Power Polarity:

I AM CAUSE <> I AM NOT CAUSE


I AM CREATOR <> I AM NOT CREATOR

With the declaration=determination=belief that I AM NOT THE CREATOR, the Creator is creating that s/he is NOT a Creator. S/He is creating that s/he is not Cause in life; that s/he has no Power. Notice that s/he is Creator even as s/he Creates this belief that s/he is NOT Creator. 

This creation of a Negative Identity Reality (NIR) does not change the fact that s/he is Creator, but blinds him/her to it, to the reality that s/he is the Creator. Once the Creator has given him/herself this Negative Identity Reality (NIR), s/he can no longer perceive him/herself as BEing the Creator and will no longer feel, think, or (DO) act, as a Creator. S/He has counter-created his/her experience of Power and Control over his/her life. S/He will then live in the false reality and experience that s/he has little power over life. S/He will feel him/herself to BE the Victim of life, of others and of events. This realization must be the starting point for all changes that are desired in Chemical Dependency Counseling, as well as any other form of spiritual change and evolvement. Absent this acknowledgment and acceptance, all the efforts put forth by the client will be sabotaged by the underlying Negative Identity Realities which s/he holds and will render any changes impossible and unforthcoming. Consequently, the client will resort to historical behaviors which will, in turn, affirm the Negative Identity Realities which will successively reinforce the undesired historical behaviors. With that said, let’s move on to the next phase of this Chemical Dependency Counseling model.

YOU ARE THE CREATOR OF YOUR BEING

AND


YOU ARE THE CREATOR OF GOOD AND BAD

The Only Motivation of ALL Human Behavior is to Acquire One’s Own Happiness.

The driving force of life is to avoid suffering and to achieve happiness. The ultimate purpose of one’s DOing in life is to move as high as one can on the polarity scale of experience from negative FEEL=pain=suffering to positive FEEL=love=joy=happiness. One might ask “How is this feat achieved” – especially when there is so much BAD stuff occurring in the world and one’s own life? One might presume that suffering is the result of negative events; however, suffering is never what happens – it is how one FEELS about what happens. Suffering is the experience of negative emotions; suffering is FEELing, and one’s strongest FEELings are one’s emotions. Therefore, the Essence of Suffering is One’s Negative Emotions.


Now, let’s ask the question: “What factor, what Causal element, does all suffering have in common?” The answer to that question is simply put: What all suffering has in common is BAD. Everything that causes suffering is BAD. When there is suffering, there is always something BAD going on. Additionally, Negative emotions cannot exist in the absence of BAD. Articulated here is a very simple example: If I give you $100 bill, that is “good” and you are happy. If I steal $100 from you, that is “bad” and you get angry=suffer. Now suppose somebody had mailed you that $100 bill contaminated with Anthrax: now it is BAD that someone tried to give you that $100. But I steal the letter before you ever opened it. I get sick from the Anthrax and in the investigation you learn that the Anthrax was meant for you. By stealing it, I saved you from sickness and possible death. That I stole the bill from you is now “good” and you are happy. It is not the movement of the money that determines what is “good” and what is “bad”; it is how you FEEL about the movement of the money that determines if it is “good” or “bad”.


As the entire nature and structure of the creation of BAD is enormous and requires complex explanation, this paper will address only one of the many processes and conclusions. The difference between “objectivity” and “subjectivity” is simply one’s opinion, or lack of agreement by all persons, about a certain fact. If every person observing an object agreed on the reality of one facet of that object, then that facet would be “objective”, or otherwise Real. If there was only ONE person who disagreed with a determination, then the facet of that object would be “subjective”, NOT Real, a mere subjective opinion. 

For example, if a person claims to see dancing pink elephants and flying purple snakes but there are others who claim to not see them, the statement of that person’s perceived reality is merely his/her subjective opinion – not objective fact. For something to be Real – or objective – every person MUST agree on its qualification. Such is also true with the values of “good” and “bad” – it is impossible to find or measure the characteristics of “good” and “bad” because not everyone will agree on what is GOOD and BAD because GOOD and BAD have no objective reality whatsoever. Therefore, BAD is always an opinion, a point of view, a subjective reality. It depends solely on who is looking and from where they are looking. Summarily,

BAD does not exist


(except in one’s mind by one’s creation)


It is NOT (objectively) REAL.


Thus, BAD is, in addition to a mental creation:


1. A falsehood, a lie.


2. An illusion – worse: a hallucination, a delusion.


3. A projection on and a distortion of reality: irreality.


How does one hope to be effective Cause over reality when one is dealing with a hallucination – and one that s/he created for him/herself? Some people try to weasel out of their responsibility for creating BAD by claiming that BAD is determined by an authority outside of themselves. However, as discussed earlier in this paper, each individual determines for him/herself what to believe, either by directly creating thoughts, or by importing thoughts of another, and calling those thoughts their own. Regardless of where the thought originated, the fact that an individual chooses to hold the value placed on it is the sole responsibility of that person. Therefore, each individual must retain responsibility for their own determination of GOOD and BAD value judgments. It is impossible to escape the fact that each individual is the final judge of GOOD and BAD, even if that person adopts a prepackaged code or judgment.

Let’s now move on to the most important acronym in all of Psycanics:


NIsGOB &

CarPriCon

[Nothing Is Good Or Bad, and


Everything has Characteristics, Prices and Consequences]

As was just recently discussed, human beings live in a world where almost everything of any importance is divided into GOOD and BAD. Most humans believe that GOOD-BAD exist in the world independent of themselves. As you can see, this is the Fatal Identity – I AM NOT THE CREATOR – at work. To most humans the idea that they are Creator of GOOD and BAD is preposterous – they deny their Creator IDentity and blind themselves – worse: they lock themselves into a hallucination. Essentially, they disempower themselves to Discreate this hallucination and therefore their suffering. 

The Denial of the Creation of BAD locks one into suffering

 and slavery to one’s hallucinations.

In order to discreate this hallucination, one MUST accept the responsibility for all creations of BAD – and also accept that BAD is an illusion, a lie, and can be discreated with the simplicity of a thought – a decision to reject value judgments of BAD. However, Life cannot function without the Value Polarity; but the polarities that must be embraced are positive-negative and love-antilove. GOOD and BAD are insidious distortions of the Value Polarity.

HOW ONE CREATES ONE’S PAIN AND SUFFERING


As was previously discussed, one’s most important and strongest FEELings are one’s emotions which are also the Essence of FEELing and therefore of happiness and unhappiness=pain=suffering. 

Positive emotions are happiness; negative emotions are unhappiness. 


There is no other source, cause or experience of Happiness +/- 

(happiness or unhappiness) other than one’s emotions.

Pain is NEVER what happens in life; 


It is always how one feels about what happens.


UNHAPPINESS = SUFFERING = NEGATIVE EMOTION


The natural next question is: “What determines one’s emotions?” The answer is that emotion is one’s internal, experiential reaction to Value, which is the polarity that expresses Positive-Negative and Worth. Value and Emotion are so interrelated that they cannot be separated. One feels positive emotions about GOOD things and negative emotions about BAD things. And as we saw in previous passages, it is impossible to enter into negative emotions without first having created BAD. One’s emotions are NEVER caused by events, but by one’s evaluations, one’s opinions, one’s hallucinations, of GOOD and BAD events.

BAD ( RESISTANCE ( PAIN


When one creates that something is BAD, s/he is creating that it should not BE as it is. This leads to the computation that it must be resisted: it must be stopped, changed or destroyed. To stop, change or destroy something requires energy – it requires action. Remember that one’s emotions are motive energy for action. To move oneself, one must generate Psycanic_energies=negative emotions against the BAD.

· One generates anger to move oneself, to put one into action to attack it.


· One generates fear to move oneself to avoid it.


· Or if it is inevitable and one cannot attack and win, nor avoid it, one can only generate grief to lament it.


It is this generation of negative Psycanic energy, negative emotions, 

and resistance to BAD that is one’s negative experience – one’s pain. 


This is the ONLY source of suffering.

One’s Suffering is one’s Resistance to the Events judged as BAD.

What Is, Is

One’s unhappiness is never What Is=Reality

One’s unhappiness is one’s Resistance to Reality


ALL resistance starts with BAD.


Oneself is the ONLY Creator of BAD.


Thus, the “BAD” thing about creating BAD is that it 


sends oneself into negative emotion=pain=hell

NIsGOB & CarPriCon


[Nothing Is Good Or Bad, and


Everything has Characteristics, Prices and Consequences]

The CONsequence of Creating BAD is Suffering.


It is Impossible to Suffer without first having Created an opinion of BAD.

When one lives resisting and struggling to change things instead of giving them Space to BE as they are and as they are not, one is Causing that thing to persist as it is, therefore making change difficult. When one resists a thing, one stops the flow of Life, which is Change. If one resists something enough, one will actually give it sufficient energy to not just persist, but to grow.

That Which One Resists, Persists


When a thing is resisted, one loses the position of Cause and becomes the Effect of that which is resisted. What is resisted begins to control the individual as the individual focuses his/her actions on changing or destroying it. And, of course, as we have previously reviewed, one’s resistance results in one’s Suffering. It appears that the thing or event that is resisted causes pain, but that is just another illusion. It is said: “Resist not Evil,” and that is 1 – Because it will increase, and 2 – because one will suffer as a result. An individual resists things because s/he has created them to be BAD; but BAD is an illusion, a hallucination. The Truth – that NO thing (nothing) is BAD – will set one free.


The Law of Change:


The ONLY Constant in Life – the ONLY thing that doesn’t change – is Change.


Life is change. Nothing is permanent.


“This, too, shall pass.”


The Paradox of Change:


When one tries to change, one cannot, for one is resisting What Is.


When one stops resisting and thus gives Space to What Is,


things will change naturally in the flow of life.


One cannot stop change, but one can learn to control its direction. 

That is one of the secrets of Power. 

Another is: One cannot create what one wants by resisting what one has.


This is all extremely important as one learns the Science of Psycanics. One will begin to discreate all negative identities and energies from one’s BEing. This discreation must start with NO-resistance to how one is and must feel the negative side.


All creation is a process of energizing what one wants to manifest in one’s experience=life. The process of energizing commences in one’s Psycanic universe. One must first make real, make a reality in one’s mind that which one wants to exist. To make something real, one must put energy=mass=matter into it – on both the Psycanic and the physical levels (if physical manifestation is desired).



One’s thoughts=mental realities are communications to the ENERGY. They are the mental images and patterns that one communicates to the ENERGY so it knows what to manifest in the physical universe. This ENERGY, which is also the physical universe itself, will then put within one’s reach all that is needed to make one’s desires reality in the physical universe. Energy is Mass; Mass is Reality. All creation is a process of energization of the Psycanic reality (thought image) until it reaches the desired degree of reality, including in the physical universe.


Again, the polarity of the energy does not matter. Both Love and Fear manifest what one is energizing with that love or that fear. One uses Love=positive energy for those things that one desires. One uses negative energy (anger, fear, hate, etc.) against the BAD things that one does not want – which only serves to create them and cause them to persist. Therefore, as was discussed earlier: Whenever one uses negative emotion energy, one is energizing=creating something that one does not want.

One cannot create what one wants by resisting what one has.

An individual’s most important creation is the creation of one’s Self. S/He creates what s/he IS and IS NOT through a simple declaration of that which one IS and IS NOT. One creates one’s Self by creating Identities. Remember what an Identity is? It is any declaration=creation=belief about oneself and most identities take the form of I AM or I AM NOT, although some can be expressed as verbs – I CAN or I CANNOT. There are many levels and kinds of identities and can be assumed, or held, for any period of time– from a few seconds to an entire lifetime. However, there are identities and then there are IDentities: not all identities are created equal. Therefore, identities such as I AM COLD, I AM HUNGRY, or I AM TIRED are identities because they are I AM’s. However, these are fleeting physical experiences and easy to change, unless of course, they persist long enough to threaten your physical survival. As a fleeting experience they have little impact on your life and will be excluded in this discussion.


Emotional states can also be forms of identities, such as I AM HAPPY, I AM SAD, and I AM ANGRY. Again, technically, these are identities, but emotions are the result of other identities and are not Causes, so we can essentially ignore emotions as identities. As we all are well aware, parents stress to their children that they should grow up and “be someone”. The statement “be someone” is often presented as a formula for success in life, so, to some degree, we instinctively recognize that creating an identity is important. “Being someone” falls into 2 groups of identities: Social Identities, and Commercial Identities, otherwise known as roles.


Social roles are those that define your personal relationships with others and are usually acquired through birth, and eventually through marriage or other relationship acquisitions: father, mother, son, daughter, husband, wife, uncle, cousin, friend, etc. Commercial roles are acquired through studying or doing, whether informally or as an apprentice of sorts, such as: carpenter, salesman, nurse, doctor, secretary, businessman, lawyer, etc. Are these roles important in life? Absolutely! However, humans have much more profound and powerful identities which depend on important Psycanic identities. These are called Essence IDentities which determine one’s life and one’s Causal Sequences. These above-stated roles are human identities, relevant to Who One Is as a human being. However, an individual is much more than a human being.


Every human being is a Spirit which possesses spirit-ual=Psycanic identities. These Psycanic identities are far above and far more powerful than human roles, and greatly determine the quality of all human roles. Psycanic identities define Who One Is as a BEing before and beyond one’s human roles. You=Psycan=Spirit is a non-physical life energy entity that comes from and is always part of the “ONE and ONLY”, the “ALL THAT IS”, the “INFINITE SPIRIT”, the CREATOR. In religious terms, you=Psycan=spirit are a “son of God”, made in His “image and likeness” and have inherited the same ESSENCE of BEing. 

This ESSENCE includes the qualities of Space, Consciousness, Intelligence, Creativity, Cause-Will-Power-Creator, Goodness, Love, and Bliss – all the qualities of BEing of which God is the ultimate expression. For the purpose of this paper, ESSENCE will be summarized as Wisdom, Power, Value, Love-Joy (WPVLJ).

Defining each facet of ESSENCE, I offer these designations:


· WISDOM: consciousness, awareness, knowing, intelligence, understanding, intuition, creativity, etc. Wisdom is the total of all positive and effective mind activity. Its crucial purpose is to decide and guide Action so that those actions are correct and produce the desired results.

· POWER: will, cause, source, creator, control, responsibility, proactivity, etc. Power is the ability to be Cause and to act to produce the desired results. Wisdom can be considered as part of Power, if desired.

· VALUE: measurement, evaluation, estimation, goodness, worthiness, deservingness, positive self-esteem. Keep in mind, there is a distortion of the Value Polarity: good-bad

· LOVE: the unconditional acceptance, respect, appreciation, esteem, admiration and commitment to well-being, first of Self and then of others. Love is the highest of all positive energy. Value can be considered as part of Love, if desired.


· JOY=HAPPINESS: love is the greatest positive experience; it is the best of FEELings; it is joy and ecstasy. Love is Joy and Happiness, which are the positive side of your emotions (The negative side is Anti-Love)

Just as does BFTDH, ESSENCE has an order of operation, which is:

WISDOM ( POWER ( VALUE (Good-Bad) ( LOVE-JOY

This Causal Sequence is described as the following:

· Wisdom determines the correct actions to take and then guides those actions to produce the desired results.


(

· Power is the ability to produce the desired result. Therefore, Wisdom is an essential element of Power.


(

· Value is the result of the evaluation by an individual based on its effectiveness, or the ability to produce the desired results, the definition of Power. When any entity produces results and achieves its goals, it is deemed effective=successful=powerful and it is assigned a positive Value. It is judged Good, valuable, worthy, deserving, etc. The opposite polarity also applies: when anything does not produce the desired results, it shows itself to be a failure, without Power. Therefore it is assigned a negative value such as incompetent, undeserving, unworthy, less than, useless, BAD, etc. However, the prime human classifications are Good and Bad.


(

· Love is assigned according to the value that is placed on it. Every individual “loves” according to how “good” something is. People love that which is most valuable to them, such as their spouse or children. Value and Love are so related that they are difficult to separate. Love is a polarity, however, and the opposite pole is called Anti-Love. Anti-Love is both negative emotions and destructive actions. Individuals anti-love in action BAD things and try to change, stop or destroy them.

(

· JOY=HAPPINESS is Love and both are the experiences of positive emotional energy. Anti-Love is the negative emotion, or destructive actions, and is the Essence of pain and suffering.

For an excellent example of the above causal sequence, let’s look at self-esteem. Self-esteem is quite simply one’s esteem-ation (estimation)=evaluation of one’s Self. It is one’s sense of value, of worthiness, as a person. Value=Good-BAD determines Love. When one is valuable, s/he loves him/herself. When s/he perceives him/herself as less valuable, s/he loves him/herself less. In the final analysis, self-esteem and self-love are the same thing. Where, then, does this sense of value, of esteem and love for Self, originate? It originates in one’s sense of Power, one’s FEELing of being able to produce whatever results one desires. It originates in one’s belief in oneself as able and competent to meet and handle the challenges of life. When one CAN, one is Powerful. When one CANNOT, s/he fails; one has no Power. In turn, Power determines Value (Good-BAD). Subconsciously, when one CAN, when s/he is Powerful: one is GOOD. When one CANNOT, when s/he is NOT Powerful: s/he is BAD. One esteems and loves that which is GOOD and dis-esteems and anti-loves that which is BAD. Thus Power is the main source of all self-esteem. As we previously understood, Wisdom is an essential element of Power and therefore one’s self-esteem. Thus the entire Causal Sequence of self-esteem – and all of life – is:

WISDOM ( POWER ( VALUE ( LOVE=JOY=HAPPINESS

BE ( FEEL ( THINK ( DO/RELATE ( HAVE


Summarily, during the Counseling process with a client who is seeking chemical dependency, and any other type of, counseling, the counselor using this model, although it being quite multifaceted and intricately woven with itself, should assess the client’s ability to truly understand the basic concepts of the Self as Creator, one’s sense of responsability, the two (2) Causal Sequences of Life, and the client’s desire to delve more deeply into this fascinating science of creating change through acceptance, rather than resistance.

CASE MANAGEMENT


This phase of the counseling model is dominant if one is to become a successful and effective counselor. To bring activities, services, agencies, resources or other people together within a planned framework of action toward the achievement of the established goals are necessary in order to view and serve the client from a holistic perspective. This may involve liaison activities and collateral contacts such as spirituality groups, educational resources on philosophy and the like. The counselor must serve to coordinate these services for his/her client’s care and to explain the rationale of case management activities to the client.

CRISIS INTERVENTION

If a client experiences, or is tempted to experience, a relapse in his/her using behaviors the counselor needs to be well-prepared to respond to the client’s pleas for help. Based on this model, the counselor must bring the client back to the concept of responsability and the role of his/her Self as Creator of his/her experiences. Empower the client to BE strong, to BE sober, to BE self-loving by abstaining from the anti-loving be(have-ior (behavior) of drinking, or using chemicals, in order to escape Who S/He Is in that moment. Encourage the client to Stop Resisting That Which Is and simply BE sad, depressed, lonely, discouraged, scared, frustrated, angry or whatever the feeling may be that the client is attempting to mask.


Resistance(Persistence

By utilizing the BFTDH causal sequence, the client will become empowered by his/her choices to BE whatever, whomever, s/he chooses. The counselor must also remind the client that if s/he chooses to use the chemical of choice, so BE it – to not judge him/herself as BAD – to judge oneself as BAD is to simply reinforce the NIR that the client is striving to abandon. Simply accepting the desire to use, and to accept that What Is, Is will serve the client far beyond comprehensible channels.

CLIENT EDUCATION


Providing information to the client concerning the effects of alcohol and other drug abuse, the services and resources available, as well as various sources for exploring spirituality, self-empowerment, and holistic self-care are also paramount to the counseling process. The client’s, and the counselor’s, goal is for the client to become self-dependant, wholly and completely. To not give the client this information is to disempower the client and to keep him/her dependant upon the counselor, which is contradictory to the counseling process.

REFERRAL


Referral to resources of services and/or information not held by the counselor is needed in order to approach the client’s holistic needs. The counselor must identify the needs and/or problems that the counselor cannot meet, explain the rationale for the referral to the client, match the client’s needs to appropriate resources, adhere to applicable laws and policies governing procedures and client confidentiality and to assist the client in utilizing the support systems or community resources that are earmarked for that client.

REPORTS AND RECORDKEEPING


Charting the results of the assessments, treatment plans, session notes, report writing, discharge summaries and other client-related data in order to facilitate the continuum of care is also important if the client seeks further assistance from future resources. Accurate recordkeeping will assist future providers in assessing previous services, past and current needs and problems and will aid the future providers from duplicating services and wasting time and precious resources.

CONSULTATION WITH OTHER PROFESSIONALS


As counseling is an art-form and one counselor cannot possibly know all the successful techniques and procedures that may be helpful, a successful and effective counselor will be tenacious in creating a solid network of colleagues that can provide supervisions, insight, advice, support and information that the counselor does not already have knowledge of. The counselor will recognize that some issues are beyond his/her base of knowledge and/or skills, will consult with appropriate resources to ensure the provision of effective treatment services, will adhere to applicable laws and regulations governing disclosure of client-identifying data and will explain the rationale for the consultation to the client, if appropriate.

CONCLUSION


Given that this counseling model delves into an area of science not yet recognized by the medical community, it is important that the Spiritual/Psycanic counselor be comfortable and skilled with applying, and modeling, these concepts within his/her own life prior to establishing his/her practice based on this theory. As with all of life, human beings learn best through modeling of behaviors learned from those around them. For a counselor to not embrace and practice the nuances of this model is to essentially predetermine the failure, or lack of successful intervention, with his/her prospective clients.
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Bipolar Affective Disorder is a complex, multi-dimensional mental illness; historical evidence has shown that medication management, and treatment efficacy, are contingent on specific variables that are predominantly under the control of the patient. Because an individual who is afflicted with Bipolar Disorder is significantly influenced by irrational thoughts and behaviors, traits that are classically attributed to bipolar patients, medication compliance must be only one variable that is considered in treatment efficacy. This critique explores the latest research about the relevance, and impact, of spiritual beliefs on the management of this debilitating illness. The journal article, “Spiritual Beliefs in Bipolar Affective Disorder: Their Relevance for Illness Management” by Logan Mitchell and Sarah Romans of the Department of Psychological Medicine at the University of Otago, New Zealand, attempts to establish the groundwork for further investigation into a spiritual treatment approach for the management of mental illnesses, specifically Bipolar Disorder. I have found this article to be personally useful because I have grappled with Bipolar Affective Disorder, Type I (Manic) since the age of 12 and I have been looking for affirmations about the treatment strategy I have employed in managing my own illness. I now am confident, through reading this article, that I will be able to maintain my emotional stability throughout the duration of my life because I have found a coping mechanism that not only has worked for me in the past, but has been scientifically proven to work with specific populations with similar demographics to myself.



Medication compliance has long been recognized as a serious problem in the management of serious mental illnesses, especially affecting those individuals with Bipolar Affective Disorder and Schizophrenia. Failing to comply with biological treatments prevents the recovery process from beginning, therefore preventing the successful application of the other three treatment approaches: psychodynamic, behavior and humanistic. Neither medical professionals, nor scientists, have been able to completely understand the basis for medical non-compliance, but this journal article attempts to clarify the need to focus not only on medication compliance, but also on the implementation of diverse, unorthodox treatment elements, specifically religious worship or the practice of spirituality.


Jeffery Levin (1994), of the Eastern Virginia Medical School, systematically examined the evidence for a relationship between religion and health and found a definite association, which may reflect a causal relationship, and that frequency of religious attendance was positively associated with health in many studies (Levin and Vanderpool, 1987). I concur with these findings based on my own personal experiences that religiosity, or spirituality, tends to be correlated with a healthier self-concept. People with a healthier self-concept, whether or not they are mentally impaired, tend to feel better about themselves across the spectrum and I have found that to be directly correlated with, if not cause for, increased self-care. However, religious attendance does not necessarily correlate with a healthier self-concept, as discussed next.


 Michael King, Peter Speck and Angela Thomas, of the Department of Psychiatry at the University of London, explored the course of a person’s spirituality following illness, and found that strength of belief was a better predictor of outcome than a measure of psychiatric morbidity. (King et al., 1994) However, Mitchell and Romans discovered that “there is a consensus amongst authors that attendance at religious events is a poor measure of innate religiousness and spirituality”. I again must agree with these research conclusions for various reasons. Most importantly, I feel, is the gross hypocrisy that has so obviously poisoned our religious trust – specifically, some of the people who regularly attend church, and some of those who hold themselves out to be agents of God, feel no better about themselves, nor about other people, than do non-church-going individuals. Ironically, we have been discovering over the last few decades that some church-going people, and so-called agents of God, have been exposed as being destructive, malicious and sometimes predatory against those people they have vowed to serve, protect and guide. A person’s attendance at religious functions should not be held up as evidence of their innate spirituality just because they present themselves at a religious location – their presence at the function does not necessarily imply agreement, or compliance, with the functions’ objectives and underlying teachings.


The words “religion” and “spirituality” are often used synonymously; however, there is a distinct difference, as defined by Sarah Romans, “religion has a narrower sense, encompassing the outward practice of a spiritual understanding and has been the focus of most research to date.” She defines spirituality as “a metaphysical concept representing the belief in a power outside of a person’s existence”. (Mitchell and Romans, 2001) The current empirical evidence, combined with my own experiences, confirm Ms. Romans definitions regarding the difference between the two divine systems. Simply put, a religious person is not necessarily spiritual, nor is a spiritual person necessarily religious. We also know that non-religious, but spiritual, people sometimes contribute more to society than do non-spiritual, yet religious, people; however, “spirituality and mental health both deal with fundamental existential matters”. Romans further discovered that, “the psychiatric literature shows surprisingly little attention has been paid to religious variables {in the research of treatment methods for psychiatric illnesses.]. Of 2348 articles reviewed… [from] four leading psychiatric journals, only 59 contained a religious variable with only three having religion as a major emphasis of the study.”  As a result of recent empirical evidence, religio-spirituality has been shown to have an inverse relationship with depression – meaning that religio-spirituality decreased the instance and severity of depression – but the study was only conducted with older adults. Therefore, a similar study needs to be conducted with young, as well as middle adults. This next study also needs to include participants with, and without mental illnesses, in order to corroborate the late adult research findings – also, since the late adulthood findings may have been biased because of the “death and dying” dilemma, which is appropriate for that developmental stage, the study may not have a similar outcome when based on a younger cohort. 


Found by the National Institute on Aging to be associated with a wide range of health outcomes, but needing further study, is the concept of religious coping – a clearly defined strategy of using “religious beliefs or behaviors to facilitate problem-solving to prevent or alleviate the negative emotional consequences of stressful life circumstances.” (Koenig et al., 1998b) I have based my personal growth on my ability to connect with myself and others from the position of love because I believe the foundation of spirituality and religiosity is the demonstration of love to ourselves and others. When an individual approaches life, and its obstacles, from the position of love, rather than of fear, he/she typically accepts mistakes, bad decisions, and relapses of unproductive behaviors, of herself or others, as a step toward recovery. The perceived “failure” therefore becomes an opportunity to review the coping strategy that apparently failed, the parts of that strategy that may have worked with adaptations, and thus provides another opportunity to incorporate her new knowledge, and wisdom, into the management of that future, inevitable, behavior.  Consequently, through the practical use of spirituality, or love, her likelihood to condemn herself is lessened, thus making recovery more attainable.


Mitchell and Romans selected participants for this study from the Otago Bipolar Register. These individuals were evaluated using the DSM-III-R and were diagnosed with Bipolar Disorder, currently in remission. Those individuals who were manic or depressed were excluded from this study. This cohort was also asked to complete the Royal Free Interview for Religious and Spiritual Beliefs which asks questions about the individual’s understanding of the world, how the respondent practices his/her faith and how the respondent sees his/her faith influencing his/her life. These forms of faith could be religious, spiritual, or philosophical. The questionnaire also covered each respondent’s type of belief, strength of belief, frequency of practice and the influence of belief on several aspects of life. The authors added items to the questionnaire relating to the respondent’s feelings about to what degree their faith helped to manage their Bipolar illness, monitor mood, recognize early warning signs and to seek early clinical intervention. Moreover, the questionnaire also addressed “illness paradigms” – how often their spiritual leader’s advice conflicted with that of their doctor, and how often medical staff had a different understanding of their illness from that which their beliefs gave them.


The participants were also divided among denominational categories – conservative/traditional and evangelistic. Some of the faiths represented in these two categories were Baptist, Catholic, Presbyterian, Brethren, Salvation Army, Anglican, Pentecostal, Assembly of God and other orthodox denominations. Because there is a vast array of organized religious groups in our country, and because the study only consisted of 79 participants (36 were male, and 43 were female with the median age being 45 – 49 years old.), not all faiths are represented in this cohort. However, the type of faith represented in this study is, in my opinion, irrelevant because spirituality is not based on the specific mode, or form, of worship; it is more about the individual’s personal connection with a power larger than themselves. This study also categorized an individual’s mode of practice as organizational (worshipping in an organized, structured environment with others) or non-organizational (worshipping privately). 


94% of all respondents, regardless of their organizational beliefs, indicated that they held some form of religious, spiritual or philosophical understanding of the world and the majority of the cohort indicated their strength of belief was strong. Christian affiliation was declared by about three-quarters of belief-holders, spanning across a variety of denominations. Many subjects indicated they held a combination of religious and spiritual beliefs; however, only a minority of the respondents held exclusive philosophical understandings. Although there was no significant relationship between gender, age, or frequency and strength of belief, females were more likely than males to rate their faith as important and that their beliefs helped them monitor their moods to a greater extent. Feminine characteristics, such as nurturing and the greater likelihood for introspection, possibly accounts for this result. Being a female myself, I have found that women are usually more introspective than males, therefore making a connection with a greater power more possible.


Although there was a slight variance between denominations, religious behavior and belief type was found to be directly correlated with a respondent’s strength of belief; additionally, those with strong beliefs were significantly more likely to pray privately than those with only philosophical beliefs. This finding seems to corroborate the notion that attendance at religious functions does not necessarily indicate depth of spirituality – that those with strong spiritual beliefs were more likely to pray at their leisure rather than primarily at church. This structure of worship appears to reinforce the individuals’ commitment to spiritual healing – some forms of spiritual healing being meditation, group prayer and physical actions – and those that practiced these forms of spiritual healing were more likely to say their beliefs helped them manage their Bipolar illness, detect early warning signs, and helped them take their medications than those who had not engaged in spiritual healing. Spanning across the denominational categories were other variables that were associated with the opinion that their beliefs helped them manage their illness.  These variables included the type of belief, type of practice, denomination, and form of spiritual healing. 


The illness paradigms rating scale – depicting the conflict between treatment approaches of the medical doctor and spiritual advisor – discovered that 25% of all respondents’ encountered medical staff having a different illness paradigm from their own beliefs and that 19% of all respondents indicated encountering problems with conflicting advice between spiritual and medical advisors. 33% of respondents indicated their spiritual leaders claimed there was no longer a need for medication management as the respondent had been spiritually cured of the illness. Because society has yet to grasp the holistic approach to illness management, and because there seems to be more frequent contact between a parishioner and spiritual leader than a patient and doctor, this contradiction between medical, and spiritual advice can be considered interference to the treatment of the individual’s illness. Hindrance of recovery appears to include the conflict between medical, and spiritual, advice and thus must be eliminated if we are to tend the needs of our citizens with the best efficacy. 


Although this study showed promise for religio-spirituality’s effects on emotional, and physical, wellness, shortcomings of this study were obvious given the small sample size, the age of the sample, and limited supporting research about religiosity and spirituality. Also, as stated by Mitchell and Romans, “the data show that religious and spiritual beliefs clearly often conflict with illness paradigms used by clinicians for a sizeable portion of persons with Bipolar Disorder…[and] may hold the key to the whole area of non-compliance… Greater activity of faith was associated with a greater frequency of doctor’s advice conflicting with that of the spiritual leader.” Possibly, the more a person is engaged in, and affected by, their religio-spiritual beliefs the more likely it is that their faith will pose problems to their relationship with their doctor and suggested modes of treatment and medications.


Medical non-compliance, resulting in halted recovery, has been recognized as a serious problem for illness management but our research has only just begun to unravel this mystery. Therefore, further research about medical non-compliance, and eclectic treatment strategies, must continue but must not be limited to pharmacological non-compliance – it must encompass the holistic view of health and well-being – that good health involves the unity of the soul, the mind, the body and the family.
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Introduction



I first discovered Bipolar Disorder, Type I during the mid 1990’s when I started researching the cause of my own mood problems. I remember always suffering from full-spectrum cycles of depression and elation beginning in 1980. I was only 12 years old when these cycles began and I suffered for many years before I finally recognized that I had a problem because I habitually engaged in self-destructive thoughts, feelings and activities. I eventually embarked on a journey seeking health and wellness across all spectrums of my development.



In 1996, with the introduction of the Internet to my home, I began researching mood disorders – specifically depression (as with most survivors of Bipolar Disorder, I didn’t see the need to ask for help with my cycles of high energy and productivity). After countless hours of researching depression, and always feeling like I didn’t completely fit the bill for DSM classification, I stumbled upon the symptoms of Bipolar Disorder, Type I. I finally discovered evidence that I wasn’t losing my mind – there was a resolution to this craziness.



I discovered that my intervals of depression and elation were due to biological disequilibrium and could be effectively managed with proper pharmacological therapy. In 1998, I initiated a multitude of ineffective drug therapies, some of which were essentially destructive, until late 2002 when I discovered Lamictal, my “miracle drug”. Upon resolution of my biological symptoms within approximately a year, I sadly discovered that Bipolar Disorder manifests itself in many more ways than simple biological distress – it carries serious repercussions on the psychological, psychosocial and identity development of adolescents transitioning to young adulthood. These implications cause more powerful disturbances in the development of the human being than the medical literature historically hypothesized – it fundamentally arrests the psychological, psychosocial and identity development of any young person suffering from untreated Bipolar Disorder and will continue to obstruct emotional, psychological, and cognitive growth until properly medicated. 



This paper will address, and describe in detail, the characteristics of normal adolescent development, the qualities of each mood cycle, the impediments of those moods on the development of the adolescent, and how those obstacles interfere with the transition to young adulthood. 



In this research project I reviewed numerous articles that described human development during adolescence and young adulthood, as well as articles that investigated the damaging consequences of the cyclic nature of Bipolar I Disorder on the cognitive, emotional, psychological and psychosocial development of these young people. Notwithstanding Bipolar’s characteristic symptoms, which I will describe shortly, there are much more serious, life altering affects of this disorder on the adolescent’s quest for identity and self-confidence. “The impact on the individual of manic-depressive disorder can be devastating. This is most evident in adolescence, an epoch during which many cases first declare themselves. Adolescence is a crucial developmental phase during which confidence, initiative, and sociability are consolidated. Core symptoms of manic-depressive disorder involve all these functions, and appropriate adolescent development can be further undermined by the knowledge that these same functions can be driven out of control by the illness.”1 



As described in the DSM-IV-TR, Bipolar I Disorder has six (6) separate criteria sets each describing the “most recent mood episode” in individuals.2 Because the indicators of this illness are the same regardless of the most recent mood episode, I will discuss only the categorical symptoms of the disorder. This devastating illness is characterized by feelings of extreme changes in mood, thought, energy and behavior – from Mania to Depression. These changes vacillate between feelings of a pleasurable sense of heightened energy, creativity and social ease (mania) spiraling down to feelings of desperation or despair out of proportion to daily stressors (depression). There is no comprehensive classification for Bipolar I Disorder – people differ in the types and frequency of episodes and some individuals have an equal number of mood fluctuations while others experience more episodes of one mood than the other. According to the literature an average person experiences 4 cyclic episodes during the first 10 years of the illness, with intermittent periods of stability, while others experience “rapid cycling” (each mood cycles countless times throughout the year) with or without periods of normalcy. Rapid cycling is defined as four or more manic, hypomanic, or depressive episodes in any 12-month period. With rapid cycling, mood swings can quickly go from low to high and back again, and occur over periods of minutes, hours, days or months. The person feels like he or she is on a roller coaster, with mood and energy changes that are out-of-control and disabling. In some individuals, rapid cycling is characterized by severe irritability, anger, impulsivity, and uncontrollable outbursts. The research shows that the “rapid cycling” type of Bipolar is, by far, the most damaging as the individual has no time to convalesce before the next cycle occurs – the individual’s behaviors are so unpredictable that attaining or sustaining stability and rational thinking are impossible.



In order to clearly illustrate the concrete effects of this disorder on the individual, I will use my own experiences with this illness to clarify its destructiveness on the developing adolescent and its impediment on the transition to young adulthood.


Developmental Tasks of Healthy Adolescents



Adolescence is the developmental phase between childhood and adulthood marked with many physical, psychosocial and emotional changes that, depending on the literature, spans the ages of 11 through 21. During these 10 years basic developmental issues arise at various stages along the growth continuum but, to avoid complication or confusion, I will not categorize them into the three age-range sub-phases, as does the literature. Be aware that some developmental tasks are accomplished earlier or later in this stage than others as individuals vary in their cognitive, emotional and psychosocial abilities and strengths.



During adolescence young people experience changes in their physical development at a rate of speed unparalleled since infancy. The teenager now requires more sleep than before – normally around 9 hours per night – stimulating the body’s mechanism for rapid growth and maturation. Adolescents’ eating occurs in fits and starts that are predicated on the child’s daily physical needs. As a consequence of their body’s rapid growth, adolescents feel awkward about their bodies and begin to ask the question, “Am I normal?” They evaluate their growth, in comparison to the growth of their peers, producing feelings of self-consciousness, modesty and shyness and causing equal disturbance for both boys and girls.



Rapid hormonal changes activate the development of a child’s sexual energies, impulses and desires, further compounded by the emotional implications of those feelings, and essentially open the door for risky behaviors and poor judgments. Incomplete neuron connections, attributable to continued brain development into the late stages of adolescence, cause impaired emotional, mental and physical abilities, inconsistent impulse control and judgment, and weak emotional control. All these factors provide for an adolescent’s introduction into the world of immature social, emotional, and sexual relationships. 


At the onset of adolescence a young person is focused on the present – the here and now – still unable to associate present actions with future consequences. Feelings of omnipotence prevent these young people from making reasonable, well-thought-out decisions and often culminate in risky, and sometimes dangerous, behaviors. With the construction of advanced reasoning skills – the ability to consider multiple possibilities and use hypothetical thinking – these young people begin to formulate mature problem-resolution skills. They are learning how to make decisions, cognitively examine their errors, and hypothesize what they could do differently next time. 


Meta-cognition – the ability to think about what they’re thinking about – also begins to form. These young people are now able to identify and analyze their thoughts and feelings. However, because grandiosity is also common at this stage of development, the adolescents’ perceptions of reality are distorted and often cause them to form misconceptions about themselves, other people and events. These misperceptions instigate overly dramatic behaviors, an “I’m special” persona and fluctuations between deflated and inflated self-concept. They find difficulty forming a balanced sense of self in comparison to their peers.



The production of hormonal, physical and sexual changes, and their new self-awareness and accompanying self-consciousness, cause them to feel that they are always “on-stage” – that everybody is as preoccupied with their actions as they are. The adolescent at this stage may seem self-absorbed, egotistical, or grandiose with their self-concept. These public images are merely a smokescreen to the fragile sense of self that plagues these youngsters. They adopt the notion that they possess uniqueness in their knowledge, feelings and capabilities – that only they know or feel the things they know and feel. This may be one way they try to find their own special place in the world.


Toward middle adolescence young people are developing better abstract thinking skills and can now explore their belief systems about faith, trust, their sense of spirituality and its role in their lives. They also develop the ability to trust phenomena they cannot see, hear, taste, touch or smell. The ability to trust an unknown variable is an important milestone for adolescence as the transition into the chaotic adult world begins.


Adolescents begin to understand the consequences of their behavior, the effects their behavior has on future events and they begin to alter their actions in an effort to plan for their future. These young people are cause, and justice, oriented and find great difficulty with gray areas. They see little room for error and formulate idealistic viewpoints and beliefs. They begin to recognize inconsistencies in the actions and words of their peers, their family and the greater social construct; however, their inability to find peace with the gray areas of life often cause them to adopt activist positions in their communities and they sometimes become martyrs for their chosen causes. They appear rebellious and non-conforming and select role models based on their own ideals. Some youngsters may choose a future direction based on these ideals, and with increased intellectual abilities, but fragile emotional maturity, they make choices that sometimes cause turbulence in their lives.


Toward the end of adolescence, around the age of 19, young people now have enough life experience to evaluate choices and make informed decisions. Their reasoning abilities are very sophisticated and they can now form and follow abstract principles. Their independent functioning has increased, they have a firmer and more cohesive sense of identity, their self-reliance and concern for others has grown, and their emotional stability has become stronger. 


Young people are also more able to delay gratification, set their own limits and make compromises. These changes often result in a more harmonious relationship with family and friends as their identity is now more focused on vocational and personal options. They are now more focused on discovering their role in life.


The ultimate goal of most human beings is to meaningfully contribute to society as responsible adults; this facet of maturity is at the core of adolescent psychosocial development and becomes more refined nearer the adult years. Five obstacles must be overcome to achieve this goal: 1) Establishing identity, 2) Establishing autonomy, 3) Establishing intimacy, 4) Becoming comfortable with one’s sexuality, and 5) Achievement.


Establishing identity is considered to be the most important task of adolescence as young people begin to investigate, evaluate and integrate the values and beliefs of influential people into their own unique value systems. The question “who am I?” becomes their focus, although unconscious in manner. They analyze their likes and dislikes, ideals, values and morals, seek out people with like characteristics and attempt to find a place in the world where they “fit in”. 


Autonomy – the ability to be self-governing within relationships – is a necessary achievement if young people are to become self-sufficient in society. They learn to make their own decisions and live by their own set of principles of right and wrong despite differing opinions and influences. Conflict appears to increase during this time as young people have a strong sense of self, begin self-governance and become less emotionally dependent on parents. They separate from family and appear to become more elusive or private. Arguments and rebellion may occur more frequently as they question adults’ values and belief systems. Young people have formed concrete morals by this stage yet they are still sensitive to criticism and advice, at times become moody and vacillate between adult-like and childish behaviors. Their search for identity becomes of paramount importance. 


Intimacy, which is often confused with sex, begins within same-sex friendships as young people seek out others who are open, honest, caring, and trusting; it is these people with whom teenagers learn how to begin, maintain, and terminate relationships, practice social skills, and become emotionally intimate. They are still unable to define feelings without help and often make decisions about intimacy based on a lack of information or experience. These uninformed decisions occasionally lead to an escalation of dangerous sexual experimentation. 


Being physically mature enough to reproduce, and cognitively advanced enough to think about it, drives young people to seek comfort with their sexual identities. However, their emotional immaturity, grandiosity, and false sense of omnipotence cause these young people to sometimes make life-altering decisions or engage in destructive sexual behaviors.


Our industrialized society places great importance on achievement; we promote competition and reward success-oriented behaviors. Future plans and vocational aspirations have inherent value and young people now see the relationship between their abilities, their expectations and desired occupational goals. They explore what they are good at, what they love, and how they can make a career out of it. In an effort to refine their vocational goals, they often get involved in multiple hobbies or clubs and for many their interests change quickly; they set unrealistic goals and often find themselves with many unfinished projects. 


“The principal developmental tasks of adolescence can be summarized as the development of a sense of autonomy from the family, successful integration into the dominant society, and the acquisition of a sense of self-confidence and purposefulness that leads [to advanced] education, career development, and a fruitful adult life. Implicit in these tasks is the notion that the adolescent has sufficient confidence (trust) in himself that he can initiate and follow through on these explorations. Thus adolescence is a time for the consolidation of a sense of autonomy and stability.”1

“Adolescence has also been considered as a period of life which, by its nature, is commonly associated with turmoil and emotional upheaval. Some authors … have even seen this turmoil as being a necessary part of the resolution of age-appropriate developmental conflicts, and suggest that emotional symptoms are simply evidence of this normative turmoil. However careful studies of adolescents whose adolescence was characterized by symptoms sufficient to warrant psychiatric attention have not confirmed the view that this is a normal process. Adolescent turmoil should not be looked upon with indulgence but rather with some concern. Similarly, the early symptoms of manic-depressive disorder should not be misperceived as simply age-appropriate adolescent turmoil or normal adjustment problems.”1 


		Bipolar I Disorder


Symptoms



		

		



		MANIA

		DEPRESSION



		1. Increased physical and mental activity and energy


2. Heightened mood, exaggerated optimism and self-confidence


3. Excessive irritability, aggressive behavior


4. Decreased need for sleep without experiencing fatigue


5. Grandiose delusions, inflated sense of self-importance


6. Racing speech, racing thoughts, flight of ideas


7. Impulsiveness, poor judgment, distractibility


8. Reckless behavior (spending sprees, erratic driving, promiscuity)


9. Delusions and hallucinations (rare)




		1. Prolonged sadness or unexplained crying spells


2. Significant changes in appetite and sleep patterns


3. Irritability, anger, worry, agitation, anxiety


4. Pessimism, indifference


5. Loss of energy, persistent lethargy


6. Unexplained aches and pains


7. Feelings of guilt, worthlessness and/or hopelessness


8. Inability to concentrate, indecisiveness


9. Inability to take pleasure in former interests, social withdrawal


10. Excessive consumption of alcohol or use chemical substances


11. Recurring thoughts of death or suicide





Developmental Tasks of Bipolar I Adolescents

Adolescence is marked by a multitude of changes – biological, physical, cognitive and emotional. Accomplishing these tasks is extremely challenging for a healthy young person but can be an impossible expedition if experienced by an individual afflicted with chemical disequilibrium. Feeling powerless to achieve stability in any area of their life frustrates their capacity to make concrete decisions, establish emotional maturity, form strong and dependable social relationships, and create realistic future occupational or personal strategies.


“Even the minor forms of manic-depressive disorder… may have profound implications for the developmental task of adolescence; they may seriously compromise the developmental sequence. Social confidence and the adaptiveness of the adolescent grows from the primary bond to the mother... Self-confidence also grows from these same roots but, in addition, it requires trust in the stability of… the [young person’s] psychological internal [environment]. This internal [environment] is the perception of one’s own vital functions and functioning; energy level, need to sleep, ability to concentrate, and appetite to name a few. From previous experience, the individual generally does not expect that this internal [environment] will change substantially unless there is a [noticeable] reason either of a physical nature (such as physical illness) or of an emotional nature (such as bereavement). Internal events that inexplicably perturb this perceived internal [environment] may conceivably upset the development of self-confidence…”


Bipolar adolescents essentially appear normal to the observer – they, too, experience the highs and lows of typical adolescence; however, these young people experience mood swings of a more severe nature with prolonged episodes. Although the etiology of this illness is biological, symptoms and cycles are exacerbated by stress and hormonal changes. Initially, they may or may not demonstrate clear emotional or behavioral episodes but the severity, and blatancy, of symptoms increases in frequency, duration, and chronicity if left untreated. Accordingly, as the duration of chronic unwellness persists the more severe and ingrained will be the adverse characterological traits and impairments on this developing young person. Hence, permanent adverse personality development becomes probable.


Dysphoria, a state of feeling unhappy or unwell, is the predominant symptom of this disorder and results in persistent irritability, especially upon wakening. A likely indicator of mood difficulty, as I have experienced countless times, may be the presence of rage upon awakening. As I battled this illness my daughter was always reluctant to wake me up because the probability that I would wake in a full-blown rage was normal and predictable. These uncontrollable rages were impossible to regulate, thereby causing fear in my daughter, and myself, when I slept. The horror of possibly hurting my daughter during one of these rages eventually resulted in my refusal to sleep, thus resulting in increased irritability and perpetual cyclic episodes.


The attention span of the bipolar young person depends entirely on the extent of interest and strength of motivation although distractibility is unrelenting. The adolescent appears irresistibly driven toward an activity, food item, type of music, type of clothing or other obsession, and appears to engage with uninhibited energy – however, these desires rarely persist and eventually lose their attractiveness. I was notorious for starting a new job with enormous enthusiasm, uncontrolled ambition and extraordinary capacity for achievement but was never able to maintain the pace with which I began. After about three months of unbridled determination, my energy level, reliability and motivation diminished to such a extent that either I resigned my position or was terminated thereby triggering another depressive episode. This paradigm became characteristic for me, each time causing profound apprehension about embarking on a new job. Stability seemed impossible to attain. Of my 15 years in the occupational world my longest period of uninterrupted employment was a little longer than one year but, toward the end, was riddled with increased anxieties, tense peer interactions and physical symptoms such as sweating, trembling, shaking and nausea. And now I am unable to count how many jobs I have held since I entered the job market in 1991.


Frequent, and continuous, perceived failures (because of inherent, and unrelenting, mood volatility) clearly result in damaged self-esteem; however, grandiose or expansive moods often mask low self-concept. They may seem conceited, with a know-it-all attitude, and refuse outside help; this resistance to regulation is merely their way of practicing self-governance in their constantly changing world. This young person may also appear unpredictable, overly sensitive to criticism, and difficult to please. Their anger, although triggered by parental limit setting or other attempts to control their excessive behaviors, is actually directed inwardly and is precipitated by the young person’s knowledge that self-governance is a task they have yet to master; attempts to control or redirect the young person may result in temper tantrums that may continue for hours or may be explosive and resolved within a brief moment. During temper tantrums, obvious regression to childlike behaviors is common. They exhibit disorganized thinking, irrational logic, impaired language abilities, and pressured speech. Loss of memory about tantrums may also occur. 


In an attempt to maintain control over their environment they can be overtly aggressive and controlling, although sometimes display passive-aggressive behaviors. They rarely surrender to authority and are adamant about getting their own way. They are clever negotiators, persuasive hagglers, and intermittently desire to please yet tend to push limits – they relish power struggles with authority figures and are radically defiant. They have refined their manipulation skills of people and circumstances in an effort to maintain their façade of self-control and control of their environment. Refusal to complete school assignments is common and class failures usually occur because of their sense of power and self-governance. They believe they know how to teach the subject matter better and often refuse to follow the guidelines established by the instructor. They insist on doing things their way regardless of standard rules of practice.


A feeling of entitlement, secondary to a grandiose self-concept, creates beliefs that they deserve special treatment, privileges and rights. Oppositional Defiant Disorder is commonly comorbid in these youngsters. I grew up with a “rebel without a cause” perception of myself – I still detest authority and continue to resist standard rules of behavior. I commonly break the rules of the road, particularly about speeding and passing vehicles, and live by the notion that “rules were meant to be broken”. My need to establish my own rules of behavior stems from my awareness that I have difficulty with self-governance thereby creating further resistance to organizational control; therefore, I always insist on establishing my own philosophy of right and wrong, how I want to behave and what rules I believe need to be followed and what rules I feel need to be challenged. These beliefs continue to exacerbate my rebellious, rule-breaking attitudes and have caused me unnecessary difficulties, hundreds of dollars in penalties, and a multitude of residual consequences. However, not all infractions are a result of rule-breaking philosophies – they frequently occur because of my racing thoughts, overtly exhibited anxieties and swift speeds of thought that conclude in fast, and sometimes reckless, driving habits.


Blaming is commonplace for these young people. Grandiose perceptions of themselves and their abilities prevent them from accepting that they contributed to something going wrong. They appear self-absorbed and preoccupied with internal need fulfillment. They tend to trample others’ rights in order to achieve their desired goals. Additionally, dependent on mood and upbringing, some youngsters appear to have limited conscience development – they show little regret or remorse when confronted with selfish, or destructive, behaviors. 


Lying is also customary for these individuals as they attempt to further control their environment and desired outcome. Lying is used as a way to maintain stability in their chaotic world. As a young adolescent I recognized that lying was habitual for me – I would either overtly lie, or embellish the truth, to such an extent that when I reassessed my stories, determining the “real” truth was impossible. Around the age of 14, I pledged to always tell the truth, the whole truth and nothing but the truth – lying had perforated my life and had created immeasurable tribulations. Although adolescents enjoy getting away with their deceptions, lying ultimately leaves them with feelings of reduced integrity thus compounding their low self-concept. 


For the bipolar adolescent peer relationships are provisional, at best. Their grandiose self-concept, unpredictable moods, lying, and passive-aggressive tendencies prevent true intimacy with their peers. One moment the bipolar adolescent can be charismatic, and the next depressed. This continuous fluctuation of mood, and their tendency to be controlling, cause their peers to be hesitant about forming strong connections. A good friend of mine once lovingly told me that being my friend is a difficult endeavor because my moodiness and unpredictability creates communication and intimacy barriers for her. Peers’ ambivalence about intimacy with the bipolar young person triggers feelings of pervasive loneliness thus thrusting the bipolar individual toward a group of “outcasts” where feelings of being “normal” are possible – although this is usually accomplished within a group of equally troubled individuals. My experiences with friends and acquaintances have often resulted in my “chasing” them – their hesitance to connect with me deters them from initiating contact for fear of an unpleasant, or changing, mood.


As bipolar adolescents usually have an inadequate number of close friends, they begin to contemplate the cause for this phenomenon. Grandiose self-concepts prevent them from believing there is something wrong with them – there must be something wrong with the other children. As a result, they begin to gravitate toward children who appear to be equally troubled, resulting in feelings of perceived normalcy. Introduction to groups of misfits commonly thrusts them into the world of alcohol, drugs and further defiance. Upon initiation into this group of rebels, they soon discover that chemicals help to alleviate, or enhance, their moods. With their tendency to be obsessive-compulsive, alcohol and/or drugs are soon integrated as a constant variable that further delays their developmental milestones. Bipolar adolescents seeking mental health treatment often present with dual diagnoses of chemical dependency issues.


Sexual hyperawareness, pseudo-maturity and high interest and activity levels are also commonplace for bipolar individuals. Thrill-seeking, and risk-taking, behaviors saturate their lives; they live moment-to-moment anticipating the next adventure – their next fix. Associating future consequences with present actions is still indistinct – their ultimate goal is to live for the moment because they have learned that their future is a well-kept mystery. Unplanned pregnancies, sexually transmitted diseases and shattered reputations are customary. Their fragile self-concept is further undermined by their sexual recklessness and multifaceted results.


As we can see, the bipolar adolescent’s short life has been inundated with inconsistencies, ambiguity and chaos. Development of a cohesive identity has been impossible amidst the turmoil. They are conflicted by their unbalanced energy levels, contradictory feelings and thoughts, conflicting ambitions, and changeable motivations. They have been ousted from the mainstream and now stand alone, feeling unsure of where they fit in. They watch their peers’ progress and wonder if they will ever achieve their own advancement. Their transition to the adult world is plagued by feelings of insecurity, apprehension and fear of failure. Who are they? Where do they fit? What will they have for a career? Who will be their friends and confidantes? These are all questions tormenting the bipolar young adult.


Transition to Young Adulthood

According to Papalia et al, “thought in adulthood often appears to be flexible, open, adaptive, and individualistic. It draws on intuition and emotion as well as on logic to help people cope with a seemingly chaotic world. It applies the fruits of experience to ambiguous situations. It is characterized by the ability to deal with uncertainty, inconsistency, contradiction, imperfection, and compromise.” Postformal thought, as Piaget calls it, recognizes shades of gray, whereas immature thought asserts black and white thinking. The bipolar young adult has been unable to transcend the single logical system; they are still conflicted with bipolarity in their thought process and resulting feelings and behaviors.


Shifting gears, consideration of multiple causes and solutions, use of practicality and awareness of inconsistencies seem to be impossible for these impaired young adults. They are stuck in their immature beliefs about the world, themselves and the greater social construct. Their ability to apply tacit knowledge – Sternberg’s term for information that is not formally taught or openly expressed but is necessary to get ahead – has not been acquired. Their ability for self-management, management of tasks, and management of others are still ineffective. Additionally, acquisition of emotional intelligence seems to be stymied.


Emotional intelligence, sometimes called EI, refers to the ability to recognize and deal with one’s own feelings and the feelings of others. Daniel Goleman expanded this concept to include such traits as optimism, conscientiousness, motivation, empathy and social competence; it also includes such competencies as self-awareness, self-management, social awareness and relationship management. The bipolar young adult is conflicted with contradictory beliefs about himself and others; they also embrace immature and irrational thoughts, feelings and behaviors to such an extent that they cannot create concrete judgments about themselves, other people or their greater social structure. As stated earlier in this paper, “the individual generally does not expect that this internal [environment] will change substantially unless there is a [noticeable] reason either of a physical nature (such as physical illness) or of an emotional nature (such as bereavement).” Therefore, the bipolar young adult expects that these inconsistencies will be forever present and will continue to create further chaos throughout the ensuing years. This leaves them with little hope for achievement or advancement. Having this knowledge pervade their every thought the bipolar young adult reluctantly floats through life tortured by internal conflicts, external conflicts with others, inadequate energies and efforts, and inconsistent successes and failures. Perpetual chaos essentially undermines all attempted strategies for any type of advancement and continues to chip away at the already fragile self-concept held by these individuals.


“The impact on the individual of manic-depressive disorder can be devastating. This is most evident in adolescence, an epoch during which many cases first declare themselves. Adolescence is a crucial developmental phase during which confidence, initiative, and sociability are consolidated. Core symptoms of manic-depressive disorder involve all these functions, and appropriate adolescent development can be further undermined by the knowledge that these same functions can be driven out of control by the illness.”1 Early detection, and appropriate treatment, are essential if the bipolar adolescent is to make a successful transition to the adult world.
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Integrating Intrinsic Motivation and Self-Determination Theory


Into Community Mental Health Service Support Provisions


1963 marked the turning point in our mental health system through the enactment of President John F. Kennedy’s Community Mental Health Center’s Act, which authorized the establishment of community mental health centers nationwide. One of the key objectives of this Act was to discharge inpatients from mental hospitals, then known as asylums, into the community and to assist them with their daily tasks for living. Unfortunately, the patients did not have the necessary feelings of competence, autonomy and relatedness, essential for living a fulfilling, rewarding and progressive life. Consequently, the hospitals continued to overflow with admissions and the need for crisis intervention skyrocketed.



As the need for community mental health services grew, doctors and scientists scrambled to formulate a more efficient, productive strategy to help those with mental deficits or diseases. One theory, Self-Determination Theory (SDT), is “an approach to human motivation and personality that uses traditional empirical methods while employing an organismic metatheory that highlights the importance of humans’ evolved inner resources for personality development and behavioral self-regulation.” (Deci & Ryan, 2000) Simply stated, a human’s inherent tendency toward growth and progress must be present in order for the success of interventions by mental health, and community support, services.



Intrinsic motivation, “the inherent tendency to seek out novelty and challenges, to extend and exercise one’s capacities, to explore and to learn,” (Deci & Ryan, 2000) is a key element in the Self-Determination Theory. The development of SDT by Richard M. Ryan and Edward L. Deci, of the University of Rochester, attempts to identify fundamental human psychological needs: competence, autonomy and relatedness.



A client’s sense of competence provides him with the cognitive and emotional knowledge that he can cope with, and manage, virtually any event or crisis. His knowledge, however, provides him also with the coordinating humility that he cannot always manage these events without appropriate assistance, whether that assistance comes from family, friends or professionals. Humans who feel competent are motivated toward self-exploration, worldly exploration, and growth-related behavior. In these cases, external rewards are insignificant because the experience, in and of itself, is its own reward. These experiences, and growth, provide for indirect rewards, as they facilitate skill development and successful coping behaviors. “SDT’s assertion that humans have a need for competence is relatively uncontroversial and is echoed in many related concepts in psychology, which emphasize the importance of self-efficacy, control beliefs, feelings of optimism, and the like.” (Deci & Ryan, 2000)



Case on point, Kevin was a young man of 34 who was hit broadside by a freight-train traveling at 45mph. Kevin’s vehicle was pushed more than a ½ a mile down the tracks causing a frontal, and occipital, lobe brain injury. Resulting from the accident, Kevin exhibited extremely violent, angry, and aggressive behavior for which the doctors knew no treatment. Kevin’s parents were told to find him a nursing home because there was nothing else that could be done for him. Refusing to accept the doctor’s opinion as gospel, Kevin’s parents sought out hospital after hospital until they found a New Hampshire Rehabilitation hospital that promised help. The doctors and practitioners were able to help Kevin regain his motor functions, as well as his cognitive and emotional controls. It is now 7 years later, and Kevin is a highly functional individual who runs his own business, holds a Master Plumber’s License, an Associate’s Degree in Civil Engineering in addition to other licenses and skills. Kevin has resolved most of his motor, cognitive and emotional deficits but still struggles with nerve damage, and cognitive and emotional impairment. Kevin’s experience is clearly representative of a person’s feelings of competence, whether cognitively, emotionally, or spiritually. His sense of competence enabled, and assisted, him in his rebirth, and subsequent growth and progress.



However, the human spirit desires more than mastery of external tasks – it struggles to know, and “own”, itself and its choices. The ultimate goal of the self is its ability to regulate the self by the self, instead of by external, or other internal, forces. This need, according to Deci & Ryan, is the need for autonomy. Autonomy is loosely defined as the sense of self-governing and is controversial in the world of Psychology. Other scientists have debated that “autonomy” can be confused with independence, individualism and self-esteem. Deci & Ryan feel that “the mainstream’s resistance to the concept of autonomy may be seen as paralleling its resistance to humanistic themes more generally.” (Deci & Ryan, 2000)



Thirdly, “the self’s desire to achieve communion with other selves, to transcend the boundary between self and other” (Deci & Ryan, 2000) is defined as the need for relatedness. “This need is also uncontroversial and is echoed in the writings of many relationship, attachment, and evolutionary psychologists.” (Baumeister & Leary, 1995) For instance, adolescents who feel their parents acknowledge their need for autonomy report a strong sense of relatedness with their parents. Autonomy and relatedness may seem contradictory in their definitions but are actually complementary in their concepts. When the self connects with other selves, the self expands simultaneously fulfilling both its desire to express itself and its desire to be related to something larger.



Combining these three elements results in the foundation for self-determination theory. Our community mental health system will soon be faced with changes to their practices and procedures when SDT gains the respect and validation in the psychological community. Thus, if practitioners were to develop standards of practice and protocols based on self-determination theory, and actively integrated its theories into their evaluation and intervention strategies, they would find their success ratio climbing, and their client base dropping.



Recognizing that the three elements of SDT are all rooted in positive emotions, we can safely presume that positive emotions beget positive choices and behaviors. Essentially, we are able to cope with, or manage, the roller-coaster effect of our lives with reason, ration and faith. Positive emotions about negative things results in better coping mechanisms, problem-solving techniques, and rational decision-makings skills. The existence of these affirmations plays a significant, if not primary, role in the success or failure of community mental health support services.



Case on point: LT was a 32-year-old independent, intelligent single mother stricken with Bipolar Disorder since the age of 12. She struggled daily with irrational thoughts and behaviors that plagued her life and eventually sought help to better manage her illness. For reasons beyond her control, her illness worsened and her life, and mental health, deteriorated dramatically. LT knew she was getting more pathological and she fought with herself daily for all the errors in judgment that she was committing. Because she was intrinsically motivated to overcome her illness and irrational behaviors, she diligently researched medications, treatments, practitioners and self-help instruction. Affirming herself for her efforts, she scoured the community mental health services and providers until she found the resources that would best help her in her recovery. In a matter of 2 years, LT was functioning at a higher spiritual, emotional, and cognitive level than prior to her deterioration. She is better managing her life, her emotions, thoughts and behaviors. The crisis intervention necessary for LT to succeed was for the professionals to affirm her value, validity, and sense of competence, autonomy and relatedness. By knowing, and genuinely adopting, these values about herself she was able to actively listen to, and experiment with, ideas and suggestions of the mental health professionals involved with her care. These strategies can also be called autonomy support.



“Autonomy support is a mode of communication and persuasion in which the practitioner fully acknowledges and respects the selfhood of the client.” Autonomy support can be utilized in any social interaction regardless of the type of communication and will enhance the efficacy of any treatment or procedure applied. Because the very nature of the practitioner/client relationship is an unequal balance of power, combining that with the client’s apparent lack of self-governing, which compelled the client to seek services in the first place, the practitioner must be sensitive to equalizing the power imbalance. This can occur by the practitioner 1) acknowledging the perspective of the client, 2) offering the client choices as often as possible, and 3) offering the client a meaningful rationale when treatment options are in dispute. Affording the client these three components will encourage him to own the recommended behaviors which will enable him to feel that he is the autonomous cause of his resulting actions, which will go far to solidify his new feelings and behaviors. A new feeling of competence will result in him gradually internalizing the avoidance of unpleasant behaviors and decreasing unpleasant feelings and consequences. Although autonomy support is client-centered, the practitioner must give guidance, provide structure, and demonstrate expertise but must cede ultimate control to the client. “From the broader humanistic viewpoint, the growth impulse and the person’s own choices must be trusted, because these are the only things that can affect real change.” (Deci & Ryan, 2000)



Concisely stated, although we, as a nation and community, have made great strides toward providing adequate mental health care, we have fallen short of providing for the basic needs of our citizens. Moreover, our needs for competence, autonomy and relatedness expand to include the needs for more precise crisis intervention protocols, reciprocal communication between professionals in the infancy, and maturity, of the crisis, better-defined and more strictly controlled follow-up procedures, and regimented and executed evaluation protocols for diagnosis and treatment planning. Should our nation’s focus be guided by an idealist’s perspective, we would make great progress toward our goals that would serve our children, and our children’s children, with an invaluable legacy.
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