
	  
	  
	  
	  
	  

 

Move beyond Addiction Conference  
Recovery 2.0 Interviews Dr. Gabor Maté 

 
 

Tommy Rosen: Welcome to the RECOVERY 2.0: Move beyond Addiction Conference. 
I’m your host, Tommy Rosen, and I am thrilled, as always, to be speaking with Dr. 
Gabor Maté. 
 
Dr. Maté is a renowned speaker and best-selling author who weaves together scientific 
research, case histories, and his own insights and experience to present a broad 
perspective that enlightens and empowers people to promote their own healing and that 
of those around them.  
 
As an author, Dr, Maté has written several best-selling books, including the award-
winning In the Realm of Hungry Ghosts: Close Encounters with Addiction. His works 
have been published internationally in twenty languages.  
 
Dr. Maté has received the Hubert Evans Prize for Literary Non-Fiction, an honorary 
degree in Law from the University of Northern British Columbia, an Outstanding 
Alumnus Award from Simon Fraser University and the 2012 Martin Luther Kind 
Humanitarian Award for Mothers against Teen Violence. He’s also an adjunct professor 
in the Faculty of Criminology at Simon Fraser University.  
 
Gabor, thank you once again for sharing your energy, your vision, your wisdom, your 
love with the Recovery 2.0 Conference. Welcome. 
 
Dr. Maté: Nice to be here again. 
 
Tommy: Gabor, I was wondering if we—we’ve now spoken many times together in this 
form and I’m wondering if we could take a look at various drug addictions that people 
are dealing with, and one by one go through them and look at some of the 
idiosyncrasies in terms of the way different drugs work on the brain, and the body, and 
the spirit and try to understand in a more broad way how a course of recovery might 
shift in small, but significant ways if we’re dealing with different forms of addiction, if that 
would be okay would you. 
 
Dr. Maté: Well, I don’t know where that will take us, but it’s an interesting journey.  
 



	  
	  
	  
	  
	  
Rosen: Well, let’s go on the journey together. So I want to start with alcohol which—as 
you know, in my book I wrote that alcohol is our society’s pressure-release valve. It 
seems to be embraced in every form of social gathering, from births to deaths to 
marriages, and everything in between, and so alcohol in the United States (here’s a 
statement) alcohol is related in 40 percent of violent crimes. Alcohol is involved in 40 
percent of violent crimes, and so that rate there is interesting to me. Can you speak to 
us from the medical perspective? What is alcohol doing to the brain and to the body? 
 
Dr. Maté: Well, alcohol disinhibits so that when people don’t have inhibitions the social 
interaction is an expression of what’s in them. The alcohol removes the inhibitions. So, if 
there’s a lot of aggression in them the alcohol wouldn’t remove the aggression, which is, 
I think, relates to the violence. At the same time, you wonder, if it wasn’t for alcohol, 
what would be going on? In other words, if people didn’t have that escape, how would 
they be living their lives? And it’s interesting, with alcohol, because it has been tied 
ceremonially to so many human events, throughout history. I mean, God is, you know, 
whether it’s peace treaties, or births, or deaths, or tribal events or—, people abuse the 
alcohol to sanctify the event. And the alcohol was also called a spirit, right? So there’s 
probably originally in the use of alcohol there was something spiritual about it. Why that 
word spirit? The alcohol spirits? So it all seems to reveal—and the Latins used to have 
this expression in vino veritas—in wine there is truth. [laughter overlap] So—and I know 
that Herodotus, the Greek historian, talks about a tribe where the elders would come to 
a decision when they were sober, but then they would get drunk and confront the 
decision. And, on the contrary, if they came to a decision when they were drunk, they 
had to sober up and confront the decision. They had to agree with themselves—both 
the drunken and the sober state had to agree with themselves in order to proceed with 
that decision. So there is something about alcohol that releases the truth in people. But 
if the truth is just a lot of suppressed aggression, then that’s what’s going to come out. 
 
Tommy: Yes. It’s interesting that we as a society, certainly—when you speak about the 
past, and past uses of alcohol or maybe original uses of alcohol that there is a 
sacredness to it and in some way, in many ways, at least as far as I’m concerned, I 
know, me, personally, as somebody who struggled with drugs and alcohol, I never used 
alcohol ceremonially. I never used it in a sacred way to get to the bottom of it all, to find 
the truth. I was interested in adventure. I was interested in escape to an extent and I 
was interested, later on, in killing my pain. Never was there a sacred thing, and I think 
on the level of society we maybe we’ve lost a connection with that altogether, when it 
comes to the use of alcohol.  
 
Dr. Maté: Certainly. Maybe we have to see that alcohol has a number of uses and one 
of them is—you said, the killing of pain. What do you say when somebody is drunk a 
lot? You say, He’s feeling no pain, you know. So this feeling of pain [phonetic: within us] 
[mumbling] There is the disinhibition aspect, where people who feel generally tongue-
tied and lack confidence but they’ll have a drink or two and all of a sudden they are not 
inhibited anymore Then it’s got the negative aspects, where the aggression that’s inside 



	  
	  
	  
	  
	  
people is not inhibited anymore. Their social constraints are removed, so now all of a 
sudden they express all the rage that’s in them, and hence the crime and the violence.  
 
Tommy:  [interposing]Yes. Do you, do you—?  
 
Dr. Maté:  So, there’s probably different aspects for different people at different times. 
 
Tommy: Right. [noises] Exactly. I’m wondering if you have any insight into the use of 
alcohol by people who claim that they’re depressed. So they say, I’m feeling depressed, 
and I’m going—my solution for that is I’m going to have a drink and of course alcohol is 
classified as a depressant. It’s a downer. But yet, people who are in states of 
depression often turn to it. Why would you do that? I mean, it seems, it seems 
counterintuitive, you know, I’m depressed, so I’m going to go and take a depressant. 
 
Dr. Maté: Well, along with the, along with the feeling of depression there’s actually 
emotional pain, and I think the alcohol would suppress the pain, so they’re looking for 
immediate pain relief. I think the long-term effects are depressant but the shorter effects 
are not depressant. The shorter effects are—they can lead to sort of temporary elation 
and temporary release from the emotional pain associated with depression. 
 
Tommy: Yes. Yes. Now what about normal, like, [micro noise] quote, whatever that 
means, normal people I guess I just mean people who, when they drink, they don’t 
necessarily drink to excess and their lives don’t go into the toilet, in the way that an 
alcoholic would behave around alcohol. Is there anything wrong with people, [laughter] 
you know, drinking alcohol? I guess you could say it’s a toxic, it’s a toxic substance, so 
the body does have to process it. But is there anything—any reason why normal people 
shouldn’t drink [micro noise] whenever they feel like it? 
 
Dr. Maté: Look, from the—the street Buddhists will say you shouldn’t. They’ll say that, 
don’t take any intoxicants, you know, keep the mind clear at all times [micro noises]. But 
when we have something as deeply entrenched into human experience as alcohol 
seems to be, I mean, in all kinds of cultures, where people can actually use them to get 
together and have a good time, where there doesn’t seem to be any negative side-
effects—they just get more jolly, or more social. I can’t say [background voices] that 
there’s anything wrong with it. For me, personally, I don’t find joy in it, like, I don’t—
when I drink alcohol, it actually makes me feel depressed. Like, I don’t feel better for 
drinking alcohol.  
 
Tommy: [interposing] Yes. 
 
Dr.Maté: I never have. So another thing I have to say, it probably has different 
physiological effects on different people depending on how you’re constituted. 
 
Tommy: [overlap] There you go. Yes. 



	  
	  
	  
	  
	  
 
Dr. Maté: But for the average person to have a drink or two at a party, or a birthday 
party or a social event—and it also seems to be a natural aspect of—just meals for a lot 
people, I mean, it helps people digest. I don’t know if it’s a toxin. They even make an 
argument that a glass or two of wine may even be helpful to prevent heart disease, you 
know.  
 
Tommy : [interposing]Yes. 
Dr. Maté: I just think that it’s too broad an issue to come down with any one prescription 
for everybody.  
 
Tommy: Yes. Thank you. I’ve recently come upon a phenomenon that I’m to 
understand better in my own mind. It’s a phenomenon—it’s a behavior among parents 
whose children are struggling in some way with drugs and alcohol and the parents don’t 
know what to do. The kids are becoming sincerely unruly, in some cases violent or they 
may be stealing from their parents—lots of difficult behaviors to deal with, especially 
under your own roof and parents don’t know what to do and ultimately they’re led, at 
least here in the United States, they’re led ultimately perhaps to an interventionist or—  
 
Dr. Maté:[interposing] Tough Love. 
 
Tommy:—Tough Love or the rehab system and they’re genuinely looking and they 
don’t know what to do. What happens when their child goes to a thirty day treatment 
program, for example? It’s that the child is introduced to this sort of way of thinking, 
which is—generally-held sort of belief is that most treat centers are abstinence-based 
so we’re going to remove drug and alcohols altogether and that sort of how we suggest 
you live for the rest of your life. Now the phenomenon that I’m seeing is that the parents 
develop an incredible fear upon hearing this because—not that they’re worried that their 
child is not going to get better form the behaviors or—the parents actually want their 
children to be able to drink like a normal person. They don’t want their child to be facing 
a life of abstinence because that’s so foreign to the parents—it’s terrifying.  And I’m 
trying to get my mind around this, but I’m seeing this reaction widespread. Then when 
you get down to it and you talk to parents and their kids have just gone into some rehab 
center they’re like, I just want my kid to be normal. I don’t want him to be exposed to this 
AA thing, and then there’s this whole other world and a whole new philosophy. That’s 
very frightening for parents. I wonder if I could get some thoughts on that from you. 
 
 
Dr. Maté: Well, first of all, if we actually look at those kids, what’s going on? Why are 
they drinking? And why are they drinking to an excess? And why are the parents not 
able to transmit their values and expectations to the child? So what’s—something has 
happened in that parent-child relationship. And usually if you look at those families, 
what’s happened is that the children have transferred their allegiances and their 
attachment relationships from the parents to the peer group and it’s usually in the 



	  
	  
	  
	  
	  
context of the peer group that the kid will start drinking. So what happens is now we 
have a kid who was meant to be connected and attached to their parents and take their 
values from the parents, which is how nature intends it: that the image of creatures take 
their modeling and their cues from the elder, more mature generation—that’s how 
nature has always set it up. But what’s happening in our culture is that the relationship 
between parents and children has become so broken because the parents are not 
available for their kids. They’re busy at work. There’s not a village anymore, with 
children attached to everybody else. So Children—it’s like a duckling: a duckling 
hatches from the egg, imprints on the mother duck, follows the mother duck around but 
as the mother duck is not around, the duck can only imprint on whatever is around, 
including a mechanical toy. Now, that’s just a physiological instinctive attachment 
instinct that we have. We connect whoever is around. We have to. Nature intends the 
parents to be around. But the parents are not around. The kid will still imprint and 
attach, but to who? In our society it’s other kids.  
 
So the real issue is not the drinking issue. It’s the attachment relationship. And of 
course, you know, that means that if the peers are drinking, the kid will drink in order to 
belong to the peer group. The problem is not the alcohol; the problem is the context in 
which the alcohol is introduced to the child, which is the unmitigated, undisciplined, 
peer-driven culture. And, secondly, the inability of the parents to put a limit on that, 
because the kids are not relating to the parents anymore. So, in those families, it’s not a 
question of sending the kid out to a rehab; it’s a question of how do we work with the 
family to reconnect the child to the parent, so the parent can then again be confident 
about transmitting his or her values to the child. That means that parents now have to 
look at much beyond the child’s or the teenager’s, the adolescent’s behavior and 
actually look at themselves and how we’re living our lives. Are we living our lives in such 
a way as to make ourselves available to our children? So, again, it’s a matter of 
relationship rather than one of simply substitutive behavior. 
 
Tommy: Yes. Thank you. With alcohol it’s the only— it’s one of the few detox 
procedures that is actually, I think, life threatening—to come off of alcohol addiction. 
Yes? 
 
Dr. Maté: Well, if someone is severely addicted and you go through withdrawal it can be 
life threatening. 
 
Tommy: Ok. And what do we know—what do we know about the treatment of people— 
in just a physical piece of it— in terms of the brain. So, what does happen in the brain 
when we become an alcoholic, for example? Are alcoholics different in the way that 
their brain handles alcohol than other people? 
 
Dr. Maté: You know, I’m ashamed to say, but I’d have to review my physiology to be 
able to answer your question right now. It’s not immediately available to me.  
 



	  
	  
	  
	  
	  
Tommy: [laughing] Please don’t be ashamed. 
 
Dr. Maté: But as a doctor I should know these things but at the moment, you know, I 
have to say that my grasp on that is just not sufficient for me to be able to answer. What 
I can do, what I can try—when somebody is very heavily into alcohol, the withdrawal 
can cause seizures that can cause death. So that’s the danger there is, you know. 
 
Tommy: Yes. There’s this widely-held belief which really began— 
 
Dr.Maté: [interposing] But it’s very rare.  
 
Tommy: Yes, you know, I understand that. The alcohol death from detox is a rare thing. 
But going back to this thing about the differences between people who are alcoholic and 
other people, I don’t know if there is any science here. I don’t know if there’s any, you 
know, peer-reviewed journal that we could look at that could say, this is how, you know, 
this exactly how a brain of an alcoholic is different than another person but I can tell 
you, whether it’s science or not, it’s a generally-held belief within Twelve-Step circles 
that people who have been alcoholic do, in fact, have some kind of bodily difference in 
the way their physiology handles alcohol from other people. Whether that’s true or not, I 
don’t know. It makes sense to me as a person who’s struggled so badly in that area. 
 
Dr. Maté:  I think there probably are differences in the way people metabolize alcohol. 
They find it hard to break it down and those differences probably are genetic, which is 
not to say that the genetics causes the alcoholism. We can have people with the same 
metabolism and one be an alcoholic and the other not be an alcoholic but it does mean 
that there must be some individual differences. It really goes to all drugs: it’s hard to get 
off of the drugs, and for some people it’s tougher than for others.  
 
Tommy: I’d like to talk about what I call the uppers. So, methamphetamine, and cocaine 
primarily and take a look now at those drugs and the way they’re affecting the brain 
obviously differently, I imagine hitting different parts of the brain, I imagine, than alcohol. 
Is that true? 
 
Dr.Maté: Yeah, they’d be different centers. Well, yeah, the immediate impact of alcohol, 
or so the immediate impact of the stimulants is very powerful to release or elevate the 
levels of available dopamine in the brain, dopamine being the incentive motivation 
chemical. So, according to one American expert who I heard speak a few years ago, 
something like crystal meth will elevate dopamine levels 120 percent and cocaine will 
elevate 300 percent. 
 
Tommy:  Twelve hundred percent?!  
 
Dr. Maté: Yeah. Twelve full increase. From a hit of crystal meth. Now, dopamine is the 
incentive motivational chemical that’s released in the brain in the nucleus succubus and 



	  
	  
	  
	  
	  
other brain centers, and if you take laboratory animals and you give them an infusion of 
a drug that will stimulate dopamine release, these laboratory animals will keep pushing 
that leverage to the point of exhaustion and even death. So there’s something about 
dopamine that we all love. Now dopamine is released whenever we’re highly motivated, 
whenever we’re seeking food, seeking a sexual partner. So, that also means that even 
the non-substance addictions are very much related to substances in the sense that for 
the gambler, or the sex addict, or the shopping addict, it’s the behavior that releases the 
dopamine. What they’re looking after what they’re looking for is the same change in the 
brain status that the cocaine addict is after. Except the behavior addict gets the 
dopamine release through the behavior. Now why they only get it through that behavior, 
why the sex addict depends on sex and the gambler depends on gambling to give them 
that dopamine effect that’s an interesting question and I don’t know if anybody has 
answered it, but surely looked at the brain scans and that was happening: they’re 
getting dopamine release and the centers of the brain get really excited. Now for 
specifically for the act that you mentioned—the crystal meth, the nicotine, actually, and 
the caffeine addict—they’re specifically looking for that hit of dopamine. And then you 
wonder why do they need that? Well, we know that dopamine levels have a lot to do 
with life experiences. For example, if you take people and put them into solitary 
confinement, that’ll—if you take monkeys and put them into isolation, that’ll repress the 
level of dopamine receptors. If you let them back into society, their dopamine receptors 
will elevate again just from social contact, so they will need less cocaine or they won’t 
need stimulants that much. Those monkeys that are bullied, their dopamine levels will 
stay low. In other words, dopamine is very much related to—not just to physiological 
effects in the brain but also to social relationships. And we know that early stress in life 
will reduce the level of dopamine receptors in the brain. So, quite likely, the people who 
find that they do crystal meth and cocaine, and all of a sudden they feel just great 
probably they had a lot of early stress in life, which already interfered with their 
dopamine levels and now that drug basically makes them feel like normal.  
 
Tommy: Let me ask you: once you have gotten on to a pattern of elevating dopamine 
levels artificially, either through a substance or a behavior, does the body lose its ability 
to produce dopamine at levels which we would normally consider normal? 
 
Dr. Maté: Yes, because what is happening is not so much that they lose the levels to 
produce it, but you’ve got this effect called tolerance and tolerance means you need 
higher and higher quantities of the same substance to give you the same effect. Now 
what that’s about is that if you get this artificial infusion of dopamine and the brain says, 
Oh, I’ve got too much I’ve got to reduce the number of receptors to reduce the level of 
dopamine activity. So let’s say that happens to you. Now you’ve got fewer receptors; 
that means you’ve got to use more and more dopamine energy drugs like cocaine to get 
the same effect. What happens if, all of a sudden, you stop using the cocaine? It will go 
[whistle] way down now you have to face withdrawal. That’s the tolerance effect, that’s 
the withdrawal effect. So now there’s a period where you have fewer receptors, you’re 
no longer using the substance. That means you’re irritable, you’re depressed, you’re 



	  
	  
	  
	  
	  
reactive, you’re aggressive, you can’t sleep—all these physiological effects and so 
that—It’s not so much that you lose the ability to produce it there’s less receptor activity, 
so that the amount that’s available just isn’t doing it for you anymore. 
 
Tommy: I remember I was in rehab and there was a kid who came in and he was—
when he arrived he was hallucinating and psychotic from the use of crystal meth and I 
was talking to a counsellor about this kid, ‘cause I was deeply concerned about this 
person—I myself am only two or three weeks sober at this point but I’ve got my sort of 
sundries [laughter] to an extent and my legs are underneath me, so to speak. So I’m 
watching this kid, and he’s come off of the drug, so he’s coming out of his hallucinations 
and he’s starting to drop into this—he’s starting to cry a lot, he’s starting to experience 
these huge, huge emotions and what’s accompanying these emotions on the first day or 
two is an unbelievable seeming humility: I’m ready to change, I can see the error of my 
ways. And the counsellor that I’m talking to is saying, In three days this kid’s probably 
going to leave. And I’m saying to the counsellor, Look, I know you’ve been around 
[laughter] longer than I have, but he really seems to be honest in his humility and in his 
willingness to change and the counsellor is, like, Will see. And this goes on another day 
and he’s still crying, crying, crying, crying and then almost like clockwork— I guess 
related to the level of dopamine in his brain, related to the drug really leaving his 
system—he gets up, he packs his bag and he announces that he’s leaving and he 
leaves. He walks out, on day four. And the counsellor was absolutely right. And it was 
then, in early recovery, when I realized, Wow—at least the message to me was—Wow, 
these people on crystal meth or on very high levels of cocaine use—especially crack, 
smoking cocaine, injecting cocaine—these people—I just don’t know how, how—I 
mean, we get sober but it seems to be very, very difficult, from the perspective of the 
brain for those folks. So painful.  
 
How is it different with the opioids? So, if we’re going to compare, or to sort of look at 
the opioid use, we obviously have an epidemic of opioid use in the Western world, I 
would say, certainly in the United States, a huge problem. And what we’re seeing, I’ve 
recently learned: the most likely person to die of an opioid overdose is a 42-year-old 
female—that’s who’s dying in the United States, mostly from opioid use—and it’s the 
stay-at-home mom who’s on prescription of Oxitone or some other opioid and they get 
out of control and they’ve got some benzodiazepines coming in there, and they end up 
dying from it.  So, what’s happening in the brain of somebody who’s turned to opium to 
deal with their pain, their issue?   
 
Dr. Maté: Yeah, well, so, first of all, the opiates are the most powerful pain relievers that 
we have and we abused them for thousands of years in medicine and, thank God, you 
know, they do alleviate a lot of it sometimes. They alleviate not only physical pain, of 
course, but also emotional pain. So then, on brain scans, when people expec—
experience emotional pain, the same part of the brain will light up as it will light up as 
they experience physical pain. So, suffering whether it is from a physical or emotional 
source is experienced in the same part of the brain and the opiates are reactive in that 



	  
	  
	  
	  
	  
part of the brain. So then what we can say about—for all addicts, but specifically opioid 
addicts, is that there is a lot of pain in their lives, for whatever reason. And that’s why 
the mantra that I—you heard me utter before is the question is not why the addiction but 
why the pain. And—so, [ahemming] there’s pain there. Now the opiates are powerful 
substances and they are implicated in a whole lot of physiological functions in the body. 
So we have our natural, as you know, we have opiate systems in our body, otherwise 
the opioids wouldn’t be so nearly effective. So we have our own endorphin or 
endogenous morphine-like substance system and the endorphins are active in our 
immune system, in our guts. For example, when you have a constipation or certainly 
when you have diarrhea, what will they give you? They’ll give you an opiate, because 
the opiates slow down—similarly, when you go through opiate withdrawal, you’ll get 
diarrhea. So then, they are powerful in the gut, they are powerful in the immune system. 
But in the brain there’s three major functions: there’s the pain relief system that we’ve 
talked about; then there’s the pleasure-reward and so then when you’re experiencing 
elation, or joy or great pleasure it’s ‘cause you have a lot opiates activity in your brain, 
natural opiates, your own endorphins. And so—bungee jumping—if you measure the 
level of opiates of bungee jumpers the higher their opiates, the greater the elation from 
the jumping. So, it turns out it’s not the jumping they’re after; it’s the opiate release that 
they’re after that the jumping causes for them—that elation that happens. But there’s 
very powerful for human beings. And you can see how important it is for them, ‘cause 
life is very difficult and without elation and pleasure, just what would we do? So that’s 
the second other important function of opiates. And so the opiate addicts, after pain 
relief, after the normally desirable experience of pleasure, and reward, and elation and 
joy, and then, thirdly,—and this is really crucial— it’s the endorphins, along with oxytocin 
that also make love possible. So, without endorphins we have no love. So, little animals 
that don’t have endorphin receptors will not miss their mothers, will not cry for their 
mothers, which means they will die. So then the opioid apparatus is crucial to life. If 
something happens in a person’s experience that interferes with their opioid apparatus, 
naturally they will want to take artificial or external opiates to correct, whether it’s for 
pain relief, whether it gives them a sense of belonging, or love, whether it’s for pleasure 
and reward. 
 
Tommy: What’s the connection in the brain—or is there a connection between the 
endorphin system and the dopamine system?  
 
Dr. Maté: Well, these systems are all connected. Absolutely, they’re connected and you 
don’t have one without the other. They are not separable systems. They interact and, 
naturally, when you think about love, or pleasure or reward, there is a lot of motivation 
there as well, so—. 
 
Tommy: Yes. It seems like with the folks who, like me—I was more into stimulants than 
I was into opiates, although, later on, I needed the opiates to come down off of the 
stimulants—that’s what was happening for me. So, I’m someone—the stimulants seem 



	  
	  
	  
	  
	  
to be messing with the dopamine system and the opiates seem to be more, sort of, in 
the realm of the endorphin system. Is that true? 
 
Dr. Maté: Yeah, that’s basically true. But. At the same time— 
 
Tommy: There exists interplay. 
   
Dr. Maté: Let’s say you’re an addict and let’s say you’re looking for your heroine and 
you even think of a needle with heroine in it, your dopamine system will naturally get 
activated just because of the motivation. So, for a lot of addicts, they don’t even have 
to—they don’t have to use; they just think about using and their dopamine system gets 
activated.  
 
Tommy: Yes, I want to underline some of what you’re saying with just a story which I’m 
not all that proud of, actually, [laughter] but it’s just a part of my history: There was a 
young lady who was interested in me back in college and I was really in the height of my 
cocaine use and if I was with her and cocaine was not involved on a particular evening, 
everything sort of went as, you know, well, as normal, and we would connect, and 
maybe we would sleep together, and it would be nice, and there’d be a connection 
there, but the minute I started using cocaine there was, like, this, like a sort of inverse 
thing going on, where, all of a sudden, I was not interested, was less interested, less 
and less interested in the sexual act, more and more interested in cocaine, to the point 
where I actually couldn’t put it down, even if she was asking me to come to bed—it 
wouldn’t have been strong enough. 
 
Dr. Maté: [interposing] Did you talk about this in your book? 
  
Tommy: Yes, a little bit. I think I mentioned it in a couple of sentences. 
 
Dr. Maté: I kind of remember this story, I think.  
 
Tommy:  Yeah. So I’m assuming what’s happening there it’s I’d just gotten hooked on 
to a higher level of dopamine than I would get from the sex. 
 
Dr. Maté: It’s interesting, because that same American expert that I mentioned talks 
about dopamine levels: the crystal meth to 120 percent, the cocaine 200 percent, sex 
100 percent. So the sex gives you less of a dopamine hit than your cocaine use will. 
Maybe that’s what explains your story.  
 
Tommy:  Yes. And the body—I guess the body mind system sort of is aware of that and 
it’s, like, Ah, Tommy, you can’t get, you know, let’s just look at the mathematics: it’s not 
going to [laughing] get out for you.  
 
Dr. Maté: The maths were favoring the cocaine.   



	  
	  
	  
	  
	  
 
Tommy: Isn’t that incredible? Wow! What do we know these days— so we’ve had what 
I would consider an—well, I can’t say a completely unsuccessful experience but I have 
my qualms—and you and I have spoken a little bit about this when we talked about 
harm, harm reduction—but we’ve had a forty or fifty years sort of experiment with 
methadone in this country, talking about ways of getting people off of opiates and when 
I speak to most junkies, people who are addicted to or used to be addicted to heroin, 
and who are now addicted to methadone, long-term, they don’t seem to be happy with 
the situation, mostly. 
 
Dr. Maté: [interposing] Oh, there’s nothing to be happy about. 
 
Tommy:  Yeah. They are stuck in a sort of a limbo. And so I’m just going to say that, 
because I love human beings, because I’ve always believed there’s a possible way 
through it, I’m generally, I’m against long-term methadone use. I’m also against, 
generally speaking, long-term buprenorphine use, Suboxone use. I’m also against long-
term Vivitrol or Naltrexone use, although I do admit that these things might be helpful in 
the short term, just the same way I believe that something like an Iboga or Ibogaine 
experience could be helpful to people in the short term, but I don’t see these protocols 
playing out well in people’s lives, long term. I’d love to get your thoughts about—how do 
we get—if you’re going to write the script on how we treat our opiate addicts looking for 
those who want to change, what’s the protocol, medically speaking, pharmacologically 
speaking, if at all, of getting somebody off of opiates? 
 
Dr. Maté: Well, first of all, methadone is nothing morally or chemically superior what 
methadone to heroine. It’s simply another opiate. Methadone is not of medical value 
over heroine. What it really is it’s a legal question: methadone is legally and is available 
under prescription. Heroine is illegal. The very fact that heroine is illegal and methadone 
is legal is a completely arbitrary decision. There’s nothing superior about one to the 
other. Number one:  So that if there is a value in methadone it’s only because of the 
legal restrictions on heroine. So that the value of methadone is that you can use it by 
mouth, so you don’t have to inject it—that’s a value, because you don’t have to use 
needles and so on, and none of its complications— number one. Number two: For many 
people you can use it once a day, ‘cause it’s a long act. So that’s an advantage; and 
number three: it’s legal, so you don’t have to pay a lot in order to get it. But a lot of 
heroin addicts will tell that it’s not as nearly as satisfying as their heroine is because 
they don’t feel right with it and they would rather use heroine if they possibly could, but 
they can’t. And they feel very controlled because they have to go once a day to the 
pharmacy [mumbling]. So, what can I say? Methadone has a value in the sense of, 
again: ingestible; once a day; legal. So that’s its value. It’s not an intrinsic value; it’s just 
a relative value. But it does not solve the problem of addiction, because it is no less 
addictive than the heroine is; in fact, it’s even more difficult to come off of it than the 
heroine. It’s more difficult to get somebody off of the methadone than it is to get them off 
of the heroine. If I had to withdraw somebody, I’d rather have to deal with somebody 



	  
	  
	  
	  
	  
with heroine withdrawal than with methadone withdrawal, you know. So the thing is so 
important. Let’s those of the medical facts, those are the strictly physiological facts. 
Now, many people that started on methadone can never stop it, because they haven’t 
dealt with their addiction. They’re still addicted; it’s just now they’re addicted to 
methadone instead of the heroin. So no wonder people are unhappy. We need to look 
at why they got addicted in the first place. Now, most methadone programs simply 
prescribe the heroin—sorry—simply prescribe the methadone, but they do nothing 
about the person’s relationship to addiction. Most physicians are not trained in trauma; 
in fact, they don’t know anything about trauma; they see addiction as simply a biological 
problem, a brain disease, and the methadone is kind of like an insulin that you give to a 
diabetic, you know, like a diabetic does not manufacture their own insulin, you give 
them insulin to keep their sugar levels from getting too high. And that’s the same when 
we give an addict methadone. You know, this person is stuck on this particular opiate, 
nothing we can do about it, let’s just keep them on it. But why they got addicted, what 
happened,—in other words, what I’m saying is, addiction programs need to look at the 
whole human being. And the methadone needs to be—if I’m going to get somebody on 
methadone, that’s fine, but let’s just agree that’s just the first step and in itself it does not 
solve the addiction problem. To solve the addiction problem that person needs 
psychological and spiritual support, perhaps support with job skills, perhaps support 
with all kinds of emotional counselling, a really holistic, integrated, long-term program, 
where he isn’t demeaned, where he isn’t judged, where he isn’t treated like a stupid little 
kid that needs to be controlled.  So there needs to be a holistic, loving, respectful, 
supportive, long-term, patient, forgiving program. Very few heroin addicts get exposure 
to those kind of programs. In methadone clinics, in and out, you do your piss test, you 
get your prescript, come back next week. How is that going to help anybody, given the 
complex trauma-related nature of addiction itself? So, that’s where the problem is.  So, 
when you say you don’t like people seeing, you don’t like seeing people on methadone 
for a long time, well, I’d say that’s an individual question. If a person says with the 
methadone I can function, I can keep my job, and I can, you know, well then, why not? 
Why not have them use methadone for the rest of their lives, you know? But you and I 
both agree: that’s not a solution for their addiction; it’s just a way of making the addiction 
manageable. So at the very best, methadone, if it works, makes the addiction 
manageable. I’m sorry, not at the very best. At the very, best methadone will be a first 
step towards a comprehensive, holistic, humane, spiritually-informed, Twelve-Step-
informed, if you like, emotionally-supportive, compassionate addiction program. Ok. At 
the second level methadone could be replacing an illegal addiction with a legal one, so 
the person can keep functioning. Well, Okay. Why would I be against that? But let’s not 
pretend that the methadone is the answer to additions. No. 
 
Tommy: Thank you so much. I’m not sure, I’m not sure that I know too many places 
that fit the description, the holistic prescription that you just put forward, which is a 
beautiful one, for dealing with the problem of addiction in general I just, I don’t know too 
many of these places and it would be exciting to begin to create them. [ahemming]  That 
would be [ahemming] a real revolution. 



	  
	  
	  
	  
	  
 
Dr. Maté: Well, yes. And I think that the health system doesn’t understand addiction. 
The medical system doesn’t understand addiction. Doctors are poorly trained in 
addiction. Even the addiction—and especially the addiction doctors are poorly trained in 
addiction, because they have this vision of it as this brain disease that is so unrelated to 
people’s lives and, unfortunately, most methadone programs—they’re strictly, as I see 
it, very mechanical, often very demeaning, controlling, suspicious of the addict. How are 
you going to help people, how are you going to help people that way? So, that’s the 
nature of methadone program in northern America, particularly in the United States, but 
quite often in Canada as well. So I think methadone could be used in a humane way 
and in a forward-looking way, but that would take a totally different view of addiction. 
The same as Suboxone, you know, and the Suboxone was supposed to be in the short 
term but it turns out to be as dependence-forming as methadone is. Now, it might be 
more pleasant for people, so okay, I’m not against that, but by itself—there are no 
biological solutions of addiction, per se. The able game where it can help it’s not legal in 
the States but it can help people not to have to go through withdrawal. So you could be 
a heroin addict for ten years but if you were in that program for three days you will not 
have heroine withdrawal. It would not solve your emotional problem because you will 
have still to deal with all the emotion, and the emotional issues that made you addicted 
in the first place. But it doesn’t mean you’re going to go on methadone. It doesn’t mean 
you’re going to go on Suboxone. It means you have a window of opportunity to deal with 
those other issues. But again it’s a theoretical discussion, ‘cause it’s available for people 
if you wish to leave the United States and go to a different country if you’ve got the 
means to do so. How many people have that kind of money? 
 
Tommy: Exactly. Well, I just want to finish with everyone’s crowd favorite. Everyone’s 
favorite is this thing called marijuana, which is interesting in this day and age, where 
we’re experimenting with legality around in the United States. It turns out that marijuana, 
as you have taught me, it helps the hyperactive brain; it helps to calm the hyperactive 
mind. It does some great things for people and it also turns out that it’s got some 
challenges as well around it. What are your thoughts around the physiology of what’s 
happening in the brain and body in addiction around marijuana? 
 
Dr. Maté: Again, it’s illusory to thing that marijuana is not addictive, you know, like. I 
think we’ve established that all these substances like stimulants they all have positive 
uses. The opiates have positive uses. Possibly, alcohol has positive uses. So marijuana 
may have positive uses as well and people have been increasingly finding— you know, 
like I—when I worked in palliative care and looked after terminal people some of us 
found that the marijuana was really helpful to people’s nausea, doing chemotherapy or 
even to people’s pain. And people are finding certain strains of marijuana helpful in 
calming psychotic thinking. Other types of strains of marijuana will worsen psychotic 
thinking. So I think, again, we’re looking at a really complex plant, with complex effects. 
It can certainly relieve some symptoms, and for other people it causes symptoms. And it 
can certainly be addictive. I know people who have been addicted. I don’t care what 



	  
	  
	  
	  
	  
anybody says, that marijuana is not addictive. Anything in the world is addictive, as far 
as I’m concerned, given the right [phonetic:envisual]. And I’ve seen people increasingly 
depressed, increasingly unmotivated, lethargic and so on. So, what question am I 
answering? 
 
Tommy: Well, you justhave answered a lot of them right there. But just what does 
marijuana actually do in the brain? Is it, is it you know, we’ve looked at the opiates work 
in the brain, we’ve looked at the dopamine system of the stimulants—how they attack 
that. What’s marijuana do in the brain?   
 
Dr. Maté: You know, Tommy, here’s my memory problem. I would have had to look that 
up that question before we talked. Have you talked with Mark Russo Mark Laruso at all? 
 
Tommy: [laughing]Not in this particular format, but I’ve talked to him before. 
 
Dr. Maté: Well, he’s the guy who’ll tell you all these physiological things. I’d have to look 
them up for you. I forget precisely at this point what system in the brain I know, I think 
that mark says that it what does it do? 
 
Tommy: What’s the classification of marijuana?  
 
Dr. Maté: Well, we have, we have our own kind of void system, we have a kind of void 
system in our brains, and marijuana seems to instigate that system. But I’m kind of 
reaching out write now. 
 
 
Tommy: Yes, that’s fine, I love it. We’ll run from there. Essentially, what we’ve been 
able to do, what I’m trying to do in my discussion with you today is to cast a vision for 
people that—a couple of things: number one, addiction is you have, again, spoken on 
so often that drugs are not inherently addictive; that it takes a susceptible individual to—
and if you add an addictive behavior or a substance to a susceptible individual, the thing 
that’s going to happen in the brain that could addict somebody can then take place. 
 
Dr. Maté: And I would say that susceptibility has two sources: there’s probably a genetic 
basis to it, but it’s a big mistake to think that a susceptibility is the same as a 
determination; in other words, a predisposition is not the same as predetermination. So, 
susceptible just means that under the wrong circumstances you’ll be more likely to 
become addicted; it doesn’t mean that you will be addicted. And I do think that if we 
need to look at, if we want to look at what is it that actually creates  susceptibility. It may 
be genetic predisposition for some people, coupled with life experience. And our life 
experience—although we didn’t talk about it much today, I mentioned it a few times—
has to do with trauma and loss. So it’s that susceptibility, coupled with trauma and loss, 
it’s that genetic sensitivity, coupled with trauma and loss that creates susceptibility and 
I’m saying that, for a lot of people, you don’t even need the genetic susceptibility. Add 



	  
	  
	  
	  
	  
enough trauma and loss in their lives, and there’s a [phonetic: tempt aid] for addiction. 
And so you can predictably look at certain populations like [phonetic: Calamari] 
population, the Maoris in New Zealand, the Aboriginals in Africa, the Native 
Americans—there was an article in the New York Times, front page, this week—I 
should say late last week, of suicides in the Naya reserve in South Dakota and 
overdoses in Canada. I’m going to a reserve called the Blood Tribe reserve in Alberta 
next month to do a program for them. They’ve had overdoses with opiates. Now if look 
at what happened to the first nations people, the Aboriginal people in North America—
historical trauma, loss of lands, livelihood, forbidding of their spatial rates, the sexual 
abuse of the children over multiple generations in residential schools, and so what I’m 
saying is that’s the population where you are going to find the most addiction, 
predictably, and that’s also where you’ll find them in practice. So when you get these 
overdoses and suicides in these native reservations all because they relate to drug use, 
what you’re looking at is not genetic susceptibility; what you’re looking at is trauma, 
upon trauma upon trauma and that’s where I talk about the need for a compassionate, 
emotionally-informed, spiritually alive, holistic program to treating addictions, in addition 
to whatever substances like methadone and so on we may use. That’s what I’m talking 
about. So I don’t think we need the genetic factor. If you’ve got enough trauma, you’re 
going to get preponderance of addiction. You ‘ve got to sort out what the population is. 
 
Tommy:  Well, Gabor, thank you so much. You know, I, so many people— you’re 
beloved. You need to know that, if don’t already know that. You’re a beloved presenter 
and speaker and author and I think a lot about you, actually, as I read a lot of what you 
write and I look at a lot of your videos on a regular basis and some of my reflections are 
that you have infused compassionate ideas into this process of moving beyond 
addiction and I think it’s so critical, your work, and I’m excited that, it’s—I know it’s going 
to continue and I’m excited, I know you’re working on a book. That’s very exciting, we’ll 
get another incredible book coming out. Can you speak to—at all I know we’re way 
early in your writing process but, generally speaking, what’s the book about?  
 
Dr. Maté: Can I say something else first? 
 
Tommy: Sure. 
 
Dr. Maté: Yeah. That thing of being beloved, you know: Ultimately the person that 
needs to love me is me, you know, and I’m still working on that. Finding that internal 
source of love, which is maybe not even internal; maybe it’s spiritual, maybe it’s just the 
nature of the universe, but connecting to that love source—I just find that so hard, you 
know.  So that sometimes when people tell me how loved I am, it’s actually great 
sadness for me, because, because I do want to be true on one hand. On the other 
hand, unless I connect to it internally— 
 
Tommy:  [interposing] It won’t matter. 
 



	  
	  
	  
	  
	  
Dr.Maté: —It won’t matter, you know. That I think has to do with the nature of the 
addictive mind, that empty- that void that we’re trying to fill from the outside. So I’m just 
trying to say that I haven’t resolved that issue for myself yet. So even when you said 
that just now, it brought out for me a certain degree of sadness. I just want to own that, 
because it’s my ongoing process. That’s my personal ongoing process. Now, as to the 
book, the title is Toxic Culture, and what it has to do with? It is precisely how the society 
we live in deprives us of that internal source of love, that connection, and then makes us 
compensate in ways that make us sick. So that we live in a society where a lot of 
people, the majority of adults have some kind of chronic illness. Why do they have a 
chronic illness? Because they’re trying to compensate for something that someone has 
taken away from them by the very nature of the culture that we live in. So I’m saying 
that this culture makes people sick. Hence the title Toxic Culture. 
 
Tommy: I don’t think you’re going to get too many arguments on the premise, to put it 
that way. [laughter] 
  
Dr. Maté: Sometimes I think that all I need to do is to publish the title with an empty 
notebook and everybody can just fill in with their own story. 
 
Tommy: [laughter overlap]That’s right. [laughter] That’s actually right. That’s actually—
that’s interesting. Well, Gabor, I’m going to say something that it’s going to possibly 
sound codependent, but I’ve been that before as well. But I’m thinking: my happiness is 
carried in the hearts of other people; that, for some reason that I can’t fully explain, that 
actually, my wholeness in part, it depends upon me being of service to and also 
benefitting from the wisdom and the love of other people. And somehow, for me, I’d just 
simply say I genuinely love you, and I appreciate your work, and I recognize you as a 
human being, I recognize myself as a work in process and I’m just glad that we get to 
be in the same sphere together and to do this work and I have learned so, so much 
from you, it has empowered me. You also were also gracious enough to write the 
forward to my book. I’m so grateful to you for that. So, all I can say is I love you, thank 
you for lending your honesty, your voice, your spirit to the Recovery 2.0 Conference yet 
again. So one of these days I know we’re going to collaborate in a—[phonetic: out in 
offline] in offline somewhere. Until then, be well. Thank you. 
 
Dr. Maté: Thank you. I’m also very grateful for your friendship. Thank you. 
   
Tommy: All right, Gabor.  
 
	  
	  


