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ABSTRACT 

The fragmentation of addiction theory has long posed challenges for clinical coherence and 

outcome consistency. Competing models often emphasize narrow etiologies or philosophical 

frameworks, leaving clinicians and clients without a unified understanding of how addiction 

forms or how recovery unfolds. The Cascading Model of Addiction seeks to address this gap.  

By synthesizing the most functional aspects of six leading models - the Bio-Psycho-Social, 

Neuroscience, Cognitive-Behavioral, Learning/Habit, Social, and Spiritual models - this 

hybrid framework provides a multidimensional and actionable approach to treatment. This 

paper presents the Cascading Model as both an integration of theory and a bridge to 

practice, improving measurability, restoring agency, and enhancing recovery outcomes. 

INTRODUCTION 

Modern addiction science is rich with insight but fractured by specialization. Models that 

address biology, psychology, behavior, morality, or spirituality each provide compelling but 

partial explanations of addictive phenomena. The consequence is a theoretical siloing that 

too often translates into rigid treatment doctrines and philosophical rivalries. 

In response, the Cascading Model of Addiction offers a hybrid alternative: a system that 

draws from multiple domains and organizes them into a progressive, developmentally 

anchored framework. In doing so, it not only reflects the complexity of addiction but also 

provides a clearer pathway to recovery. 

CORE DESIGN AND THEORETICAL INTEGRATION 

The Cascading Model of Addiction (Figure-1 below) is based on the premise that addiction is 

not a static label or isolated condition but a dynamic, evolving interaction between risk, 

reinforcement, identity, and neuroadaptation. The model borrows strategically from six 

established and popular theoretical models: 

1. Bio-Psycho-Social-Spiritual Model: Serves as the structural backbone, with explicit 

emphasis on genetics (and epigenetics), psychological beliefs and behaviors, 

environmental conditioning, and social disorientation. These elements form the "Core 

Risk Factors" from which addiction cascades. 

2. Social Model: Frames both causal risk and disorientation within social environments, 

attachments, and relational meaning. Based on community inputs, a person forms 

beliefs about self and life which become guideposts for responding to life’s stressors.  
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These responses begin as (or look like) seeking pleasure but can shift into escaping and 

coping, eventually manifest as surviving instead of thriving. These response patterns 

quickly normalize as maladaptive habits. 

3. Cognitive-Behavioral Model: Established within the context of irrational thinking 

patterns and learned behaviors, this model provides a lens for understanding how 

maladaptive habits form into 

the typical addiction cycle of 

triggers, fantasy, ritual, acting 

out, relief, avoidance (denial) 

and despair. It also shapes the 

mechanisms for interrupting 

and restructuring maladaptive 

habit patterns through skill-

building, thought restructuring, 

trigger awareness, and relapse 

prevention. 

4. Neuroscience Model: Informs 

the bottom-left tier of the 

cascade, where desensitization 

drives tolerance and the brain is 

changed in structure and function through neuroplastic habituation. This brain change is 

a consequence of the addiction habit, not the cause, and leads to increased 

compulsivity, obsessive thinking, and the phenomenon of craving. 

5. Learning/Habit Model: Introduces the crucial transition from the adaptive cue-routine-

reward cycle to the maladaptive trigger-ritual-relief loop. This change is consistent with 

the Incentive Salience shift from liking to wanting (Berridge & Robinson, 2016), as well as 

Lewis’s (2017) “addiction is development” model, allowing for behavioral learning 

theory to be re-applied toward positive habit transformation. 

6. Spiritual Model: Embedded in the outer layer of the framework, spiritual disconnection 

and reconnection serve as both causes of despair and catalysts for wholeness. Recovery 

is framed as more than abstinence—it is a return to purpose and meaning. 

UNIQUE CONTRIBUTIONS AND CLINICAL UTILITY 

Where the Cascading Model excels is not just in what it includes, but how it organizes and 

operationalizes that content: 

Figure 1: The Cascading Model of Addiction 



An Addiction Meta-Framework Bridging Theory and Practice 

C o p y r i g h t  ©  2 0 2 5  N a r r a t i v e s  C o a c h i n g      P a g e  3 | 5 

• Narrative Identity as Integrator: The model situates "Life Narratives" and "Beliefs About 

Self and Life" as the interpretive filters that determine whether experiences lead to 

transformation or reinforcement of addiction. It uniquely leverages both Narrative and 

Positive Psychology to reframe identity as both a risk factor and recovery asset. 

• Agency and the Opportunity Space for Change: Rather than viewing agency as binary 

(you have it or you don't), the model introduces a scalable construct: the Opportunity 

Space for Change. This highlights the precise window between trigger and ritual where 

new behavior can be inserted and identity reshaped. This is also the space where 

‘stories’ live, are retold in unique ways, and can be reframed as assets to agency. 

• Developmental Arc: Paired with the 12 Dimensions of Recovery (Appendix A) the model 

defines recovery not by abstinence alone but by growth, reintegration, accountability, 

and purpose. It reframes relapse as a developmental delay, not a moral failure, and a 

data point which is useful for learning and making adjustments. 

• Clinical Measurability: Each zone of the cascade (risk, causality, neuroadaptation, 

behavior, and narrative) can be mapped to specific interventions and tracked for 

progress, enabling more tailored, modular treatment plans. 

CONTRAST WITH OTHER MODELS 

Unlike the Disease Model, which may foster passivity, or the Moral Model, which may 

induce shame, the Cascading Model treats addiction as both highly conditioned and highly 

transformable. It avoids false dichotomies such as ‘disease vs. choice’ or ‘biology vs. 

behavior’, embracing the idea that addiction is sequential, cumulative, and multivalent. It 

also avoids the abstraction of the Public Health Model by retaining individual responsibility 

and therapeutic direction with sovereignty. 

CONCLUSION 

The Cascading Model of Addiction represents a next-generation synthesis of addiction 

science, human development, and identity psychology. By hybridizing the best of what each 

major model offers and sequencing them into a coherent, developmental pathway, it 

improves our ability to treat the whole person without historical stigma. It restores agency, 

clarifies intervention points, and offers a roadmap for clinicians seeking to produce more 

consistent, measurable, and meaningful recovery outcomes. 
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APPENDIX A: THE 12 DIMENSIONS OF RECOVERY (GENERICALLY) 

These twelve dimensions represent a developmental arc, not a fixed sequence. They are 

emergent milestones in the process of recovering agency (self-will), purpose, and identity. 

Each dimension stands on its own, but taken together, they offer a panoramic view of what 

full recovery can entail. Each of the 12 Dimensions represents a form of recovery capital. 

1. Recognition and Acceptance – This is the catalytic moment when a person becomes 

willing to admit there is a problem. Often prompted by crisis or loss, this dimension 

marks the psychological shift from denial to awareness and from resistance to 

readiness. 

2. Immersion in Supportive Community – Recovery rarely happens in isolation. This 

stage emphasizes connection with a safe, affirming peer group or recovery network 

that offers accountability, empathy, and shared experience. It re-establishes 

belonging. 

3. Physical Separation from Substance or Behavior – Creating physical and 

environmental distance from the addictive pattern is essential early on. This may 

involve detox, residential treatment, moving, or changing routines to reduce 

exposure to triggers. 

4. Detox (if needed) – For those with physiological dependence, medically supervised 

detoxification is crucial. It manages withdrawal symptoms and prepares the body 

and brain for stabilization and learning. See Appendix A for more information. 

5. Stabilization of Sobriety – As initial withdrawal subsides, this stage focuses on 

building daily structure, sleep hygiene, nutrition, emotional regulation, and learning 

how to tolerate cravings without relapse. It’s the beginning of functional recovery. 

6. Cleaning Up Messes – Addiction often leaves behind a trail of disruption. This 

dimension is about facing consequences, whether legal, financial, or relational, and 

beginning to take responsibility for past actions. 

7. Learning How Not to Make New Messes – This is the skills-training phase. Clients 

begin developing tools for managing emotions, relationships, setbacks, and 

responsibilities. It’s the proactive counterpart to Dimension 6. 

8. Making Amends and Restitution – Emotional and moral repair begins here. This may 

involve direct apologies, repaying debts, rebuilding trust, and extending 

accountability to those harmed. It’s tied deeply to regaining personal dignity. 
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9. Future Goal Setting and Planning – With stabilization in place, recovery pivots 

toward purpose. Individuals begin to dream again, setting vocational, educational, 

spiritual, or relational goals that give life direction and momentum. 

10. Identity Reconstruction – Recovery is no longer about ‘not using’; it becomes about 

becoming. This stage involves shifting from an addict-based identity to a strengths-

based, values-driven self-concept that supports long-term flourishing. 

11. Processing Trauma and Resolving Root Issues – Many people use substances or 

behaviors to manage unresolved pain. This dimension allows for safe therapeutic 

work on past trauma, abandonment, adverse experiences, or systemic harm, without 

destabilizing sobriety. 

12. Freedom into Wholeness – Recovery is now integrated. The person no longer lives in 

fear of relapse nor defines themselves by their past. Instead, they are rooted in 

agency, contribution, and well-being. Recovery is a chapter in their story, not the 

title. 

This model accommodates abstinence, moderation and harm reduction, making room for 

spiritual, behavioral, or medical progress. Not every recoveree requires each step; this is a 

learning and development process like any other – take what you need and leave the rest. 
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