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THE BIOPSYCHOSOCIAL APPROACH TO ADDICTION

Mark Griffiths

For many people the concept of addiction involves taking of
drugs. Therefore it is perhaps unsurprising that most official
definitions concentrate on drug ingestion. Despite such defini-
tions, there is now a growing movement that views a number of
behaviours as potentially addictive including many behaviours
which do not involve the ingestion of a drug such as gambling,
sex, exercise, videogame playing and Internet use. This paper
argues that all addictions consist of a number of distinct com-
mon components (salience, mood modification, tolerance,
withdrawal, conflict and relapse) and that there are many other
types of commonality on a psychological, biological, sociologi-
cal, and cultural level. The paper argues that addictions are a
part of a biopsychosocial process and evidence is growing that
excessive behaviours of all types do seem to have many com-
monalities. This may reflect a common etiology of addictive
behaviour and suggests that addiction may be a syndrome. It
is argued that an eclectic approach to the studying of addictive
behaviour appears to be the most pragmatic way forward in
the field.

The biopsychosocial approach to addiction

»Certain individuals use certain substances in certain ways, thought at
certain times to be unacceptable by certain other individuals for reasons
both certain and uncertain« (Burglass & Shaffer, 1984)

Conceptualizing addiction has been a matter of great debate for decades.
Although the opening quote is not recent, it still holds true despite the enor-
mous amount of research into addictive behaviours. Any conceptualization
of addiction has implications for several groups of people (e.g., addicts,
their families, researchers, practitioners, policy-makers etc.). Obviously, the
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needs of these groups may not be equally well served by certain models, and
in some cases there will be absolute incompatibility. Any framework for the
conceptualization of addiction must allow for the bottom-up development
and integration of theory by each of these groups — that is, it must be flexible,
accountable, integrative and reflexive.

For many people the concept of addiction involves taking of drugs (e.g.
Walker, 1989; Rachlin, 1990). Therefore it is perhaps unsurprising that most
official definitions concentrate on drug ingestion. This is highlighted by the
following definitions:

»Addiction is the compulsive uncontrolled use of habit forming drugs«
(Webster’s New International Dictionary, 3rd edition)

»An addict is a person addicted to a habit, especially one dependent on
a (specified) drug« (Concise Oxford Dictionary)

»An addict is one who habitually uses and has an uncontrollable crav-
ing for an addictive drug« (Webster’s New International Dictionary,
3rd Edition)

»Addiction is a state of periodic or chronic intoxication produced by
repeated consumption of a drug, natural or synthetic« (World Health
Organization)

Despite such definitions, there is now a growing movement (e.g. Miller,
1980; Orford, 2001; Shaffer, LaPlante, LaBrie, Kidman, Donato & Stanton,
2004) which views a number of behaviours as potentially addictive includ-
ing many behaviours which do not involve the ingestion of a drug. These
include behaviours diverse as gambling (Griffiths, 1995), overeating (Or-
ford, 2001), sex (Carnes, 1983), exercise (Terry, Szabo & Griffiths, 2004),
videogame playing (Griffiths, 2002), love (Peele & Brodsky, 1975), Internet
use (Griffiths, 2000) and work (Griffiths, 2005). Such diversity has led to
new all encompassing definitions of what constitutes addictive behaviour.
One such definition is that of Marlatt, Baer, Donovan and Kivlahan (1988)
who define addictive behaviour as:

»..a repetitive habit pattern that increases the risk of disease and/or as-
sociated personal and social problems. Addictive behaviours are often
experienced subjectively as ‘loss of control’ — the behaviour contrives to
occur despite volitional attempts to abstain or moderate use. These habit
patterns are typically characterized by immediate gratification (short
term reward), often coupled with delayed deleterious effects (long term
costs). Attempts to change an addictive behaviour (via treatment or self
initiation) are typically marked with high relapse rates« (p.224).
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In addition, it has been argued that addiction is most usefully described as
a process (Krivanek, 1988), with involvement in addictive behaviour being
placed upon a spectrum of severity of use and abuse (McMurran, 1993).
The boundaries of this formulation are flexible enough to include both
substance and non-substance behaviours and to account for the inclusion
of a wide variety of influencing factors. However, on an ethical level, the
emphasis on the ‘subjective experience’ of loss-of-control means that the
above definition does not locate the problem entirely within the individual
concerned, but nor does it preclude our attribution of some responsibility to
that individual.

Most people have their own idea or some common sense intuitive com-
ponent about what ‘addiction’ constitutes but actually trying to define it
becomes difficult. Defining ‘addiction’ is rather like defining a ‘mountain’
or ‘tree’, i.e. there is no single set of criteria that can ever be necessary or
sufficient to define all instances. In essence, the whole is easier to recognize
than the parts.

It is also important to acknowledge that the meanings of ‘addiction’ as the
word is understood in both daily and in academic usage, are contextual, and
socially-constructed (Howitt, 1991; Truan, 1993; Irvine, 1995). We must
ask whether the term ‘addiction’ actually identifies a distinct phenomenon
— something beyond problematic behaviour — whether socially constructed
or physiologically based. If so, what are the principle features of this phe-
nomenon? If we argue that it is hypothetically possible to be addicted
to anything, it is still necessary to account for the fact that many people
become addicted to alcohol but very few to gardening. Implicit within our
understanding of the term ‘addiction’ is some measure of the negative con-
sequences that must be experienced in order to justify the use of this word
in its academic or clinical context. It seems reasonable at this stage to sug-
gest that a combination of the kinds of rewards (physiological and psycho-
logical) and environment (physical, social, and cultural) associated with any
particular behaviour will have a major effect on determining the likelihood
of an excessive level of involvement in any particular activity.

The way of determining whether non-chemical (i.e. behavioural) addic-
tions are addictive in a non-metaphorical sense is to compare them against
clinical criteria for other established drug-ingested addictions. This method
of making behavioural excesses more clinically identifiable has been pro-
posed for behavioural addictions such as ‘television addiction’ (Mcllwraith,
Jacobvitz, Kubey & Alexander, 1991) and ‘amusement machine addiction’
(Griffiths, 1991; 1992). Further to this, authors such as Carnes (1991) and
Brown (1993) have postulated that addictions consist of a number of com-
mon components. Carnes (1991) outlined what he called the ‘signs of ad-
diction’ (see Table 1). To a large extent, these ten signs are subsumed within
the components outlined by Brown (1993) and later modified by Griffiths
(1996). The components of addiction are salience, mood modification, tol-
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erance, withdrawal, conflict and relapse. These are described in more detail
below with some relevant examples.

Table 1: 10 Signs of Addiction (adapted from Carnes, 1991)

1) A pattern of out of control behaviour

2) Severe consequences due to behaviour

3) Inability to stop behaviour despite adverse consequences

4) Persistent pursuit of self destructive or high risk behaviour

5) Ongoing desire or effort to limit behaviour

6) Uses behaviour as a coping strategy

7) Increased amounts of behaviour because the current level of activity is no
longer sufficient

8) Severe mood changes around behaviour

9) Inordinate amounts of time spent trying to engage in behaviour and recover-
ing from it

10) Important social, occupational and recreational activities are sacrificed or
reduced because of behaviour

Salience: This refers to when the particular activity becomes the most im-
portant activity in the person’s life and dominates their thinking (preoccu-
pations and cognitive distortions), feelings (cravings) and behaviour (de-
terioration of socialized behaviour). For instance, even if the person is not
actually engaged in the behaviour they will be thinking about the next time
they will be. Quotes from Griffiths” (1995) studies of slot machine addicts
highlight the concept of salience in gambling:

»If Twasn’t actually gambling I was spending the rest of my time work-
ing out clever little schemes to obtain money to feed my habit. These
two activities literally took up all my time«

»Gamble, gamble, gamble your life away..you might as well have put
it down the drain. You've got to face the truth that you’re having a love
affair, and it’s with a machine whose lights flash, takes your money and
kills your soul«

»During four or five years of compulsive gambling I think I missed
about six or seven days of playing fruit machines — keeping in mind that
about four or five of those days were Christmas days where it was im-
possible to gain access to a gambling machine...As you have probably
gathered, I ate, slept and breathed gambling machines...I couldn’t even
find time to spend with the people I loved..The machines were more
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important than anything or anyone else. All I can remember is living in
a trance for four years..as if I'd been drunk the whole time«

It should also be noted that some addictive behaviours such as smoking
(nicotine) and drinking (alcohol) are activities that can be engaged in con-
currently with other activities and therefore do not tend to dominate an
addict’s thoughts or lead to total preoccupation. For instance, a smoker can
carry around their cigarettes and still engage in other day-to-day activities.
However, if that person was in a situation that they were unable to smoke for
a long period (such as a 24-hour plane flight), smoking would be the single
most important thing in that person’s life and would totally dominate their
thoughts and behaviour. This is what could be termed ‘reverse salience’ with
the addictive activity becoming the most important thing in that person’s life
when they are prevented from engaging in the behaviour.

Mood modification: This refers to the subjective experience that people
report as a consequence of engaging in the particular activity (i.e., they
experience an arousing ‘buzz’ or a ‘high’ or paradoxically a tranquilizing
and/or de-stressing feel of ‘escape’ or ‘numbing’). What is interesting is
that a person’s drug or activity of choice can have the capacity to achieve
different mood modificating effects at different times. For instance, a nico-
tine addict may use cigarettes first thing in the morning to get the arousing
‘nicotine rush’ they need to get going for the day. By the end of the day
they may not be using nicotine for its stimulant qualities, but may in fact be
using nicotine as a way of de-stressing and relaxing. It could be argued that
in these situations, psychology to some extent overrides physiology because
of expectation effects.

In essence, many addicts use substances and behaviours as a way of pro-
ducing a reliable and consistent shift in their mood state as a coping strategy
to ‘self-medicate’ and makes themselves feel better in the process. Such
mood modificating experiences are also common in many behavioural ad-
dictions such as gambling. These have included both subjective self-reports
from interviews and questionnaires (Dickerson & Adcock, 1987; Griffiths,
1990) and objective experimental studies that have measured heart rate as an
indicator of arousal (Leary & Dickerson, 1985; Griffiths, 1993a).

Tolerance: This refers to the process whereby increasing amounts of the
particular activity are required to achieve the former effects. The classic ex-
ample of tolerance is a heroin addict’s need to increase the size of their “fix’
to get the type of feeling (e.g., an intense ‘rush’) they once got from much
smaller doses. In gambling, tolerance may involve the gambler gradually
having to increase the size of the bet to experience a mood modificating
effect that was initially obtained by a much smaller bet. It may also involve
spending longer and longer periods gambling. Tolerance is well established
in psychoactive substance addictions and there is growing evidence in the
field of behavioural addictions.
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For instance, Griffiths (1993a) appeared to show that tolerance could be
observed in an experimental situation involving gamblers. He found that
both regular and non-regular slot machine gamblers’ heart rates increased
significantly during the playing period by approximately 22 beats per min-
ute. However, the interesting finding was that after playing slot machines,
regular gamblers’ heart rates started to decrease at once, whereas non-regu-
lar gamblers’ heart rates did not change significantly. In terms of an addic-
tive model of gambling, both regular and non-regular gamblers get a ‘high’
physiologically when playing, but the non-regular gamblers stay ‘higher’
for longer, meaning they do not have to gamble as fast or as often to induce
the arousal peaks. Regular gamblers, in contrast, could be seen as becoming
more tolerant to the gambling ‘highs’, meaning they have to gamble either
faster or more often to experience the initially desired effect. It was argued
by Griffiths that the study could be viewed as the first study to show an
objective measure of tolerance in gambling.

Withdrawal symptoms: These refer to the unpleasant feeling states and/
or physical effects which occur when the particular activity is discontinued
or suddenly reduced. Such withdrawal effects may be psychological (e.g.,
extreme moodiness and irritability) or more physiological (e.g., nausea,
sweats, headaches, insomnia, and other stress-related reactions). With-
drawal effects are well documented in drug addictions (Orford, 2001) and
there is growing evidence that behavioural addictions such as pathological
gambling also feature withdrawal symptoms (Griffiths, 2004). For instance,
Rosenthal and Lesieur (1992) found that at least 65% of pathological gam-
blers reported at least one physical side-effect during withdrawal including
insomnia, headaches, upset stomach, loss of appetite, physical weakness,
heart racing, muscle aches, breathing difficulty and/or chills. Their results
were also compared to the withdrawal effects from a substance-dependent
control group. They concluded that pathological gamblers experienced
more physical withdrawal effects when attempting to stop than the sub-
stance-dependent group.

Conflict: This refers to conflicts between the addict and those around
them (interpersonal conflict) or from within the individual themselves
(intrapsychic conflict) which are concerned with the particular activity.
Continual choosing of short term pleasure and relief leads to disregard of
adverse consequences and long term damage which in turn increases the
apparent need for the addictive activity as a coping strategy. The conflict
in the addict’s life means that they end up compromising their (i) personal
relationships (partner, children, relatives, friends, etc.), (ii) working or edu-
cational lives (depending on what age they are), and (iii) other social and
recreational activities. Intra-psychic conflict may also be experienced in the
form of addicts knowing that they are engaged heavily in the behaviour and
want to cut down or stop — but find they are unable to do so experiencing a
subjective loss of control.
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Relapse: This refers to the tendency for repeated reversions to earlier
patterns of the particular activity to recur and for even the most extreme pat-
terns typical of the height of the addiction to be quickly restored after many
years of abstinence or control. The classic example of relapse behaviour is
in smokers who often give up for a period of time only to return to full time
smoking after a few cigarettes. However, such relapses are common in all
addictions including behavioural addictions such as gambling (Griffiths,
2002).

Griffiths (2002) has argued that all these components need to be present for
a behaviour to be operationally defined as addictive. It is clear that some
individuals engage in behaviours that have addictive elements without it
necessarily being a full-blown addiction. For instance, if someone has no
negative withdrawal effects after stopping their excessive behaviour, are
they really addicted? If the excessive behaviour does not conflict with
anything else in that person’s life, can it be said to be an addiction? The
difference between an excessive healthy enthusiasm and an addiction is that
healthy enthusiasms add to life whereas addictions take away from it.

Addictive behaviour: A biopsychosocial approach

Addictions always result from an interaction and interplay between many
factors including the person’s biological and/or genetic predisposition, their
psychological constitution (e.g. personality factors, unconscious motiva-
tions, attitudes, expectations and beliefs etc.), their social environment (i.e.,
situational characteristics) and the nature of the activity itself (i.e., structural
characteristics) (Griffiths, 1999). This model is diagrammatically represent-
ed in Figure 1 and highlights the interconnected processes and integration
between individual differences (i.e., personal vulnerability factors), situ-
ational characteristics, structural characteristics, and the resulting addictive
behaviour. Each of these three general sets of influences (i.e., individual,
structural and situational) can be subdivided much further depending on the
type of addiction. Figures 2 to 4 diagrammatically represent this when ap-
plied to the example of gambling addiction.
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Figure 3:

Situational Characteristics in Gambling
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Figure 2 highlights the main individual (personal vulnerability) factors that
may be involved in the acquisition, development and maintenance of gam-
bling addiction. Most of these factors are equally applicable to other addic-
tions (e.g., personality traits, biological processes, unconscious motivations,
learning and conditioning effects, thoughts, beliefs and attitudes, etc.), al-
though some are more idiosyncratically related to gambling (e.g., financial
motivation, economic pressures). Figure 3 highlights the situational factors
involved in gambling in an amusement arcade. Most of these factors are
likely to be involved in acquisitional elements of gambling behaviour. This
is what some researchers have referred to as ‘object exposure’ (i.e., Shaffer
et al., 2004). They include such factors as the use of light, colour, and music
in the environment, social facilitation factors, the novelty of the activity,
and how physiologically and psychologically comfortable the person is in
the environment. Context can be an important factor in the development of
addictions. For instance, drug taking in Vietnam was highly prevalent but
on returning to the US, most soldiers’ addictive drug use stopped spontane-
ously when they were in their home environment (Robins, Helzer & Davis,
1975). Another example is the effects of Ecstasy which are likely to be
different depending on the presence or absence of ‘rave’ music (Larkin &
Griffiths, 2004).

Figure 4 highlights the structural characteristics of slot machines that are
known to be one of the most addictive types of gambling (Griffiths, 1999,
2002). Almost all of these factors are unique to slot machines and represent
the features that are specifically incorporated into the machine by the de-
signers and operators in the gaming industry to keep people gambling once
they have started. They are important in the development and maintenance
of gambling addiction. This is what some researchers have referred to as
either ‘object interaction’ (i.e., Shaffer et al., 2004) or ‘psycho-structural
interaction’ (Griffiths, 1993b). Griffiths (1999) has noted there is no precise
frequency level of a gambling game at which people become addicted since
addiction will be an integrated mix of factors in which frequency is just one
factor in the overall equation. Other factors and dimensions (external to the
person themselves) which have been reported in the general gambling litera-
ture and which were summarized by Griffiths (1999) include:

 stake size (including issues around affordability, perceived value for
money)

 event frequency (time gap between each gamble)

* amount of money lost in a given time period (important in chasing)

e prize structures (number and value of prizes)

* probability of winning (e.g. 1 in 14 million on the lottery)

* size of jackpot (e.g. over £1 million on the lottery)

e skill and pseudo-skill elements (actual or perceived)

* ‘near miss’ opportunities (number of near winning situations)
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¢ light and colour effects (e.g. use of red lights on slot machines)

* sound effects (e.g. use of buzzers or musical tunes to indicate winning)

¢ social or asocial nature of the game (individual and/or group activity)

e accessibility (e.g. opening times, membership rules)

e accessibility (e.g. number of outlets)

* location of gambling establishment (out of town, next to workplace etc.)

e type of gambling establishment (e.g. betting shop, amusement arcade
etc.)

* advertising (e.g. television commercials)

e the rules of the game

Each of these differences may have implications for the gambler’s motiva-
tions and as a consequence the social impact of gambling. Although many
of these gambling-inducing structural characteristics are dependent on in-
dividual psychological factors (e.g., reinforcement) they are a direct result
of the structural characteristics and could not have influenced gambling
behaviour independently. It is for this reason, above all others, that a struc-
tural approach could be potentially useful. For drug addictions, structural
characteristics would include things such as the dose amount, the drug’s
toxicity, and the route of administration.

It is clear that by including the situational and structural characteristics
of the addictive process, the etiology of how and why addiction occurs,
starts to become very complex. Shaffer et al. (2004) argue that evidence
supporting a broader conceptualization of addiction is emerging. Citing the
latest neurobiological research, they claim that addiction disorders may not
be independent. Put simply, they suggest that each addiction — whether it
be to gambling, drugs, sex or the Internet — might be a distinctive expres-
sion of the same underlying syndrome (i.e., addiction is a syndrome with
multiple opportunistic expressions). To support their observations, Shaffer
et al. report that many commonalities occur across different expressions
of addiction, and that these commonalities reflect a shared etiology. These
commonalities will be reviewed in the next section.

Commonalities across the addictions

It has been noted by a number of authors (e.g. Griffiths, 1996; Shaffer et
al., 2004), that there appear to be psychological, sociological and cultural
commonalities between many addictive behaviours. For some, this is seen
as evidence that all addictions reflect a shared etiology (i.e., Shaffer et al.,
2004). These will be briefly outlined in turn.

Psychological Commonalities: A number of authors (e.g., Donegan, Ro-
din, O’Brien & Soloman, 1983; Griffiths, 1996; Orford, 2001) have noted
there are many psychological commonalities between drug ingested behav-
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iours like drinking alcohol and non-drug ingested behaviours like gambling.
In brief, these commonalities are:

» The ability of the substance/activity to act as a reinforcer. Since addic-
tions rely on constant rewards, reinforcement must be continually present
and can occur on many different levels (i.e., psychological, physiological,
financial, and social)

* Acquired tolerance, physical dependence and withdrawal

* Affective contrast (euphoria/dysphoria)

* The capacity of the substance/activity to act as an unconditioned stimu-
lus

* Capacity of states like arousal, stress and pain to influence use

It is clear that these commonalities across the addictions are very similar to
the addiction components outlined earlier in the paper.

Sociological Commonalities: A number of authors (e.g., Kandel &
Maloft, 1983; Griffiths, 1996) have noted there are many sociological com-
monalities between excessive behaviours although the commonalities tend
to come from drug-ingested behaviours. These commonalities are:

* Association with youth (18-25 years) then a decline in use

* Social meaning (i.e., using the addictive behaviour as a ‘rites of passage’
into adulthood, a form of rebellion, or using it to test limits etc.)

 Similar social and developmental influences (e.g., engaging in the behav-
iour because parents or peers do)

* Early introduction more likely leading to addiction (i.e., the earlier that
someone is initiated into the behaviour, the more problems there are
likely to be later in life)

 Lifestyle/attitudes of addicts tending to be similar (e.g., less conforming,
truanting and lower school performance, weaker religious commitment
etc.)

* Contextual factors being of importance (e.g. drug taking in Vietnam,
Robins et al., 1975)

e Commonalities in spontaneous termination (although there are differ-
ences)

* Addictions being higher/more problematic amongst certain groups (e.g.
single, divorced, unemployed etc.)

e Links with crime (addicts having to steal in order to get money to feed
their addictions to drugs, gambling etc.)

Further to the psychological and sociological commonalities, Walker and
Lidz (1983) have noted cultural commonalities such as addictive behaviours
(i) being problem inducing and undesirable, (ii) being prohibited at vari-
ous times (for example, activities such as drinking alcohol and gambling),
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(ii) having ‘normative ambiguity’ (in that some parts of the behaviour are
encouraged but stigma results from their overenactment) and (iv) having
self-help groups with similar 12-Step philosophies adopting the Minne-
sota Model (e.g. Alcoholics Anonymous, Gamblers Anonymous, Narcotics
Anonymous, Overeaters Anonymous, Sexaholics Anonymous etc.). Both
Miller (1980) and Griffiths (1996) have outlined other commonalities
among addictive behaviours such as (i) the short term benefits and long term
costs, (ii) significant health risks, (iii) the lack of a single, simple, scientifi-
cally satisfying model of etiology, (iv) the lack of a clear treatment model
(e.g., alcoholics go to AA, heroin addicts undergo methadone maintenance,
overeaters go on crash diets and smokers undergo hypnosis or use nicotine
replacement therapies) and (e) reciprocity (i.e., pattern changes in addic-
tion especially in cross addictions and with ‘triggers’). Further to this there
have been increasing reports of similarities in neurochemistry/neurobiology
(Chelton & Bonney, 1987; Sunderwirth & Milkman, 1991; Wise, 1996;
Betz, Mihalic, Pinto & Raffa, 2000).

Addiction research: Some conceptual problems

At this point a brief overview of some of the major problems in the field
is necessary. Evaluation of the literature in the field cannot be attempted
without taking into account the many problems (definitional, methodologi-
cal, conceptual) that characterize the area of addictive behaviours. Below
are some of the main problems that face the area. The list (adapted from
Griffiths, 2003) is not exhaustive but does contain some fundamental prob-
lems that need to be addressed.

e As is clear from the preceding review, addiction is multi-faceted and
not a unitary phenomenon. Treating all forms of addiction as equivalent
in terms of underlying motivations etc. may cloud the issue rather than
clarify it. For instance, can we really say that an alcoholic, a pathological
gambler, a ‘shopaholic’ and an Internet addict all have a similar underly-
ing psychology? This may have implications for intervention, prevention,
and treatment of these particular addictive behaviours.

e As mentioned previously, evidence suggests that addiction is more of a
syndrome than a single disorder. A syndrome is a cluster of signs and
symptoms related to an abnormal underlying condition. Not all signs and
symptoms are present in every expression of the syndrome, and some
manifestations of a syndrome have unique signs and symptoms (Shaffer
et al., 2004). Shaffer and Korn (2002) suggest a syndrome’s common
components (e.g. depression, anxiety, impulsivity) are shared with other
disorders (e.g. drug abuse), whereas unique components (e.g., chasing,
betting increased amounts of money) are specific to some addictions (in
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this case, problem gambling). Again, this may also have implications for
intervention, prevention, and treatment.

* Addiction is a behaviour that sometimes has to be viewed as part of a be-
haviour cluster rather than in isolation. For instance, a pathological gam-
bler who is also an alcoholic may be very different in motivational terms
from someone whose only problem is gambling. Comorbidity clearly has
implications for intervention, prevention, and treatment.

* Demographic differences may produce very different findings. Take the
example of gambling addiction and motivation to gamble. There may be
significant differences due to age (an adult pathological horserace gam-
bler cannot be easily compared to an adolescent slot machine addict),
gender (a male pathological horserace gambler cannot be easily com-
pared to a female bingo player), and culture (slot machine playing in the
UK cannot necessarily be compared to slot machine playing in the US).

e Addiction — like most other behaviours — has definitional problems.
What are the boundaries of addiction? As noted in the introduction, some
definitions of addiction only include those behaviours that involve the
ingestion of a psychoactive substance. Other problems arise when con-
cepts such as ‘social’ and ‘normal’ behaviour are defined. For instance,
‘normal’ and ‘social’ drinking and gambling are on a continuum and there
is always an arbitrary cut off point as to when these become excessive,
addictive and/or problematic (i.e. ‘normative ambiguity’). The definition
of addiction also suffers from the fact that there are so many words that
appear to be used interchangeably throughout the literature (e.g. patho-
logical, compulsive, dependent, addictive, habitual, impulsive, excessive
etc).

* Research into addiction suffers from the fact that there are so many differ-
ent screening instruments that findings on addiction in one study cannot
be easily compared with results from another study if a different measure-
ment tool was used. Furthermore, screening instruments for assessing
addiction may not be appropriate, valid and/or reliable for some groups
(e.g., adolescents).

e Addiction has a temporal dimension and is therefore not fixed or static
which has implications for prevention, intervention and treatment. This
may also affect research findings that examine addicts at different stages
of their addiction.

* Almost every branch of psychology has a perspective on addiction (e.g.
psychobiological, cognitive, behavioural, psychodynamic, psychosexual,
personality) which tends to narrow the focus of addiction research. The
same argument can be made about other disciplinary perspectives (ge-
netic, sociological, economic etc.). All of these insular perspectives have
implications for both research and treatment in the addiction field.
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Conclusions

It is clear that many research paradigms are insular and inadequate in ex-
plaining addiction. Addiction is a multi-faceted behaviour that is strongly
influenced by contextual factors which cannot be encompassed by any sin-
gle theoretical perspective. These factors include variations in behavioural
involvement and motivation across different demographic groups, structural
characteristics of activities/substances, and the developmental or temporal
nature of addictive behaviour. Research and clinical interventions are best
served by a biopsychosocial approach that incorporates the best strands of
contemporary psychology, biology and sociology.

Over 25 years ago, Shaffer and Gambino (1979) put forward some steps
towards a paradigm for the analysis of the addictions. They stated that:

* Individual differences must be considered and not ignored

* Individuals are self determining agents

* A taxonomy of situations must be developed that describes the vast
majority of contexts and conditions in which people use substances or
engage in habitual behaviours to alter their perceived experience

e Behaviours that are not completely self developed or understood by the
people themselves must be compensated for

* Drugs and habitual behaviours alter the perceived experience of the indi-
vidual

Despite a quarter century of further research, the addictive behaviours field
does not seem to be much further advanced and the quote by Shaffer and
Burglass right at the start of this paper still rings true. Unfortunately, this
paper has posed more questions than it has answered but such questions
need to be asked if the field is to move forward. In addition to Shaffer and
Gambino’s assertions, Griffiths and Larkin have suggested there are core
components of what a successful theory of addictions should contain (Lar-
kin & Griffiths, 1998; Griffiths & Larkin, 2004). A successful theory must
(i) synthesize pharmacological, cultural, situational and personality factors,
(i1) account for varying nature of addiction across cultures, individuals and
time, (ii1) account for commonalities between all addictions, and (iv) be
faithful to lived human experience.

Larkin and Griffiths (1998; Griffiths & Larkin, 2004) have also argued
the case for a complex systems model of addiction. ‘Complex’ for obvious
reasons, and ‘systems’ after Davies (1992), who argued that alternative ex-
planations for excessive behaviour require »the development of a ‘system’
within which drug use is conceived of as an activity carried out for positive
reasons, by people who make individual decisions about their substance
use, and who may take drugs competently as well as incompetently«
(p-163). Gambino and Shaffer (1979) have emphasized the difficulties of
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re-integrating research and practice in the area of addiction. On the basis of
Polkinghorne’s (1993) observations on the nature of such divisions, a more
flexible theoretical approach, such as the complex systems model, ought to
go some way toward bridging the epistemological gap.

The complex systems model corresponds well to the biopsychosocial ap-
proach to addiction (e.g., Marlatt et al., 1988; McMurran, 1994). It may also
be considered to be a descendent of previous multi-factorial approaches to
the addiction process (e.g., Wanberg & Horn, 1983; Zinberg, 1984). Obvi-
ously, from the perspective of the complex systems model, it is possible to
consider the interaction of both the common and the unique elements of any
specific individual’s situation. This includes psychological, physiological,
social and cultural factors that may be particular to any individual. It also
allows for consideration of the pharmacological properties of specific sub-
stances, or the reinforcing properties of certain kinds of gaming machines
(see Griffiths, 1995). It is important, therefore, to point out that this is not
a return to siting the property of ‘addictiveness’ as located within particular
substances (or within particular activities). However, it is necessary to be
aware of effects that may be common to certain kinds of substances or ac-
tivities, but not to others.

Hopefully what this paper has demonstrated is that addictions are a part
of a biopsychosocial process and not just restricted to drug-ingested behav-
iours. Evidence is growing that excessive behaviours of all types do seem
to have many commonalities and this may reflect a common etiology of ad-
dictive behaviour. Such commonalities may have implications not only for
treatment of such behaviours but also for how the general public perceive
such behaviours. Behaviourial addictions do exist, and should be treated no
differently from more established (chemical) addictions.
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