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The Feeling-State Theory of
Impulse-Control Disorders and 
the Impulse-Control Disorder Protocol

Robert Miller1

Abstract

Impulse-control disorders such as pathological gambling, sexual addiction, and compulsive shopping cause enormous suffering in 
people’s lives. The feeling-state theory of impulse-control disorders postulates that these disorders are created when intense 
positive feelings become linked with specific behaviors. The effect of this linkage is that, to generate the same feeling, the person 
compulsively reenacts the behavior related to that original positive-feeling event, even if detrimental to his or her own well-
being. This reenactment creates the impulse-control disorder. The therapy described in this article is the Impulse-Control 
Disorder Protocol (ICDP), which uses a modified form of eye movement desensitization and reprocessing (EMDR) to address 
these fixations. A case study of an individual with pathological gambling illustrates the application of ICDP.
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Impulse-control disorders (ICDs) are defined by the American 
Psychiatric Association (2000) as “the failure to resist an 
impulse, drive, or temptation to perform an act that is harmful 
to the person or to others.” Typically the “individual feels an 
increasing sense of tension or arousal before committing the 
act, and then experiences pleasure, gratification, or relief at 
the time of committing the act” (p. 609). ICDs include klep-
tomania, pyromania, pathological gambling, and trichotillo-
mania (American Psychiatric Association, 2000) as well as 
“sexual addiction” (Allen & Hollander, 2006). A diagnosis of 
ICD is not given when an individual has been diagnosed with 
another disorder, and the impulsive behavior is seen as a symp-
tom of that other disorder (e.g., attention deficit hyperactivity 
disorder, borderline personality disorder, pedophilia, substance 
abuse/dependency, etc.). The significant consequences of ICDs 
range from debt, bankruptcy, broken relationships, and illegal 
behavior to suicide (Dittmar, 2004; Petry, 2004; Schneider, 
2004).

Prevalence
The prevalence rate of pathological gambling in North America 
has been estimated at a lifetime rate of 1.6% and past-year rate 
of 1.14% (Shaffer, Hall, & Vander Bilt, 1999). No population 
studies exist of either compulsive buying or sexual addiction. 
Estimates of the rate of compulsive buying in the general popu-
lation range from a low of 2% to as high as 16% (Dittmar, 2005). 

Sexual addiction was estimated by Carnes (Schneider, 2004) 
to have a prevalence rate of 6%.

Treatment
Cognitive–behavioral therapy approaches have primarily been 
used in the treatment of pathological gambling and sexual 
addiction (Petry, 2004; Schneider, 2004). In a randomized 
clinical trial with 230 pathological gamblers, Petry, Stinson, 
and Grant (2004) found a significant reduction in gambling 
behavior after eight cognitive–behavioral therapy sessions 
that reinforced nongambling, with effects maintained at 1-year 
follow-up. Although no randomized controlled studies of sexual 
addiction treatment have been conducted, anecdotal reports 
suggest good outcomes following a cognitive–behavioral 
approach combined with 12-step work (Schneider, 2004). 
A case study described the successful application of eye move-
ment desensitization and reprocessing (EMDR) in treating 
sexual addiction by targeting traumatic experiences and relapse 
prevention (Cox & Howard, 2007).
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Etiology

Explanations for the etiology of ICDs range from the biological 
(Blum et al., 2000; Eisen et al., 1998) to the psychological (Cox 
& Howard, 2007; Petry, 2004). Scherrer et al. (2007) found that 
the number of traumatic events increased the risk for a gambling 
disorder and that serious childhood neglect was positively cor-
related with pathological gambling. Carnes (1991) noted that 
inpatients in a sexual addiction program reported histories of 
sexual, physical, and emotional abuse.

Schmitz (2005) proposed a biologically based theory of 
the etiology of ICDs or what he calls “behavioral addictions.” 
Behavioral addictions are hypothesized as using the same 
neurological reward/pleasure pathways as do substance-related 
disorders. These specific neurocircuits have been identified 
as part of the reward/pleasure pathways involved in the 
reinforcing properties of drugs of abuse and drug craving. 
The neurotransmitters dopamine, opioid peptides, glutamate, 
and gamma-aminobutyric acid (GABA) are integral parts of 
the reward pathways (Koob, 1992). Substances such as cocaine 
and alcohol stimulate the neurotransmitters in these pathways 
so that the individual experiences intense reward/pleasure. In 
the case of addictive behaviors, the reward-based behaviors 
have evolved to states of dyscontrol (Schmidt, 2005).

The reward deficiency hypothesis (Becker, 1999; Comings 
& Blum, 2000) posits that individuals with malfunctions in 
the reward/pleasure neurocircuits are not satisfied with natural 
rewards such as food and sex. Rather, they seek unnatural 
rewards such as illicit drugs and thrill-seeking to overcome the 
neurocircuit deficiencies. ICDs such as gambling are under-
stood to stimulate the same neurocircuits that illicit drugs and 
alcohol stimulate. For example, Schmitz (2005) stated that the 
ICD kleptomania is similar to substance-related disorders in 
that the irresistible urge to steal resembles the cravings associ-
ated with chemical dependency. In addition, he noted the thrill 
of stealing has been reported to be similar to the high of drugs 
and alcohol. Other ICDs that are also hypothesized as having 
their basis in the reward pathways are pyromania, compulsive 
buying, unmanageable Internet use, trichotillomania, binge-
eating disorder, and sexual compulsions (Schmitz, 2005). For 
treatment using this biological-based model, cognitive–behavioral 
therapy, 12-step support groups, medication, and even psycho-
surgeries are suggested.

Margaron (2004) argued that the biologically based explana-
tions are too reductionistic and that pleasure should be under-
stood as the result of complex mental processes involving the 
interaction of the body with the environment rather than a fixed 
biological predisposition. For example, if a person is tired, rest 
is pleasure; if one is hungry, food is a pleasure. In addictive 
behaviors, pleasure includes the thrill of the search for prohib-
ited substance and the sharing of emotional experiences with 
others. Addiction is considered the result of the interaction of 
the emotional context of the addictive behavior with the effects 
of the addictive substance itself. Relapse is caused by the 

memories of the addictive experience being activated by either 
internal or external conditions. Preventing relapse involves 
helping people integrate socially into a drug-free environment.

Whereas Margaron (2004) proposed a wide range of plea-
surable memories that could compose the memory of addiction, 
Boening (2001) narrowed this range of memories down to a 
memory of loss of control and a drug-specific memory of the 
substance’s effects. This particular memory is called the addic-
tion memory (AM). It is postulated to be an episodic type of 
memory, similar to that which Van der Kolk, Burbridge, and 
Suzuki (1997) describe as central to posttraumatic stress dis-
order (PTSD). The activation of the AM is thought to lead to 
drug-taking behavior.

EMDR treatment of the addiction memory was investigated 
in a randomized clinical trial with 30 patients addicted to alco-
hol (Hase, Schallmayer, & Sack, 2008). Treatment as usual 
(TAU) was compared with TAU plus 2 sessions of EMDR. The 
specific EMDR targets were the memories of relapse or memo-
ries of intense cravings as they are likely to be events that were 
activated by an AM. Alcohol dependency was measured by the 
Munchner-Alkoholismus Test (Feuerlein, Ringer, Kufner, & 
Antons, 1979) and the Mini-DIPS (Diagnostisches Kurz-
Interview bei psychischen Störungen; Margraf, 1994). Alcohol 
craving was assessed with the OCDS (Obsessive Compulsive 
Drinking Scale; Mann & Ackermann, 2000). At posttreatment 
and 1-month follow-up, TAU plus EMDR resulted in signifi-
cantly greater declines in craving and relapse.

The focus of the Margaron (2004), Boening (2001), and 
Hase et al. (2008) studies is on the association between memory, 
pleasure, and substance addiction. Margaron discussed how 
different behaviors can create pleasure whereas Boening and 
Hase et al. considered the AM to be like an episodic memory 
resembling the episodic memory of trauma. These theories of 
addictive behaviors propose that performance of the compul-
sive behavior will trigger cravings and urges to overindulge 
in that activity. Thus, managing and controlling behavior is the 
goal of treatment, with abstinence viewed as essential.

The Feeling-State Theory of Impulse-
Control Disorders
The feeling-state theory (FST) of ICDs was developed by 
this author. The theory postulates that ICDs are created when 
positive feelings, linked with specific objects or behavior, 
form a state-dependent memory. This state-dependent mem-
ory, composed of feelings and the event, form a unit called 
a “feeling-state” (FS). The FS is hypothesized to be the cause 
of ICDs.

The term feelings used in this article refers not only to 
emotions such as joy or anger but also to the total complex of 
sensations, emotions, and thoughts. For example, when a person 
says, “I feel strong” there is a complex of physiological sensa-
tions as well as emotions that are linked to this thought. So for 
the purpose of this article, the term feelings is used to indicate 
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the totality of sensations, emotions, and thoughts related to 
a particular event.

The creation of a FS is proposed to be similar to the way in 
which traumatic memories are fixated. Because of the intense 
psychophysiological arousal that occurs during traumatic 
events, memories of events can be created that are not altered 
or processed as normal memories are. This fixation of feeling 
is a central part of the traumatic process (van der Kolk, 1996). 
“This capacity [of long term potentiation of memory traces] 
helps organisms evaluate the importance of sensory input in 
proportion to how strongly the associated memory traces are 
laid down” (van der Kolk, 1996, p. 291). Although van der 
Kolk is referring to sensory input from traumatic experiences, 
it is logical to assume that intensely pleasurable experiences 
would also be evaluated in proportion to their intensity level. 
In other words, it is not the positive or negative quality of the 
feelings that is important in creating a state-dependent memory 
but the intensity of the feelings.

Support for broadening the state-dependent fixation theory 
of memory to include memories and feelings, other than those 
associated with trauma, is given in a variety of studies. These 
studies include the state-dependent effects on memory in rela-
tionship to alcohol (Goodwin, Powell, Bremer, Hoine, & Stern, 
1969; Weingartner & Faillace, 1971), mood (Kenealy, 1997), 
and fear (Lang, Craske, Brown, & Ghaneian, 2001). The exis-
tence of state-dependent memory in other psychophysiological 
states means that trauma is not the only experience that can 
induce state-dependent memories. This being true, it is logical 
and reasonable to expect that the psychophysiological states 
induced by feelings such as excitement, joy, and wholeness, 
could also produce state-dependent memories.

Feeling-States
In the FST, the term feeling-state (FS) refers to the entire 
psycho-physiological arousal of the body and its connection 
with the memory of a specific behavior. In other words, the 
feeling-state is a unit that is composed of the feelings (sensa-
tions, emotions, and thoughts as described above) associated 
with the behavior plus the memory of the behavior itself. FST 
proposes that the FS unit composed of feelings and memory 
of the behavior leads to the impulse-control problems. For 
example, an FS composed of the complex of sensations, emo-
tions, and thoughts of the feeling “I’m a winner” and the mem-
ory of gambling could create a gambling compulsion.

The postulate that FSs are created through the interaction 
between a person’s psychological state and an event has several 
important consequences for the composition of FSs. One con-
sequence is that any feeling can be connected with any behavior. 
There is no specific relationship necessary between any par-
ticular feeling and any specific behavior. For example, an FS 
related to gambling might contain the feeling of “I’m a winner.” 
On the other hand, the FS might contain a totally different feel-
ing such as “Daddy is proud of me.” This means that one type 

of behavior, for example, gambling, can be the result of many 
different FSs. Another consequence of how FSs are created is 
that any behavior can become an ICD. Normal behaviors such 
as eating ice cream, shopping, playing video games, or virtually 
any behavior at all can be incorporated into an FS that causes 
an ICD. Still another consequence is that, once created, the 
FS continues to exist, with the same feelings and behavior as 
when the FS was originally formed. Thus, a 40-year-old person 
whose FS involves feeling like the “Big man on campus” when 
he spends money will still be acting like the adolescent he was 
when the FS was created whenever the FS is activated.

Although it may seem counterintuitive that a positive feel-
ing can be linked with an apparently negative behavior, it is 
important to understand that the behavior only becomes nega-
tive because of this fixated connection. For example, shopping 
is not a negative behavior. However, an FS composed of the 
feeling “I’m high status” with the behavior of shopping may 
well create a “shopping monster.” This fixated linkage between 
a positive feeling and a behavior can turn the most innocent 
of behaviors into an out-of-control behavior.

Risk Factors for Developing 
an Impulse-Control Disorder
FST postulates that a person’s psychological history has an 
important influence on the formation of ICDs. Although ICDs 
are thought to be created from positive events, they require 
an underlying negative belief for the creation of the ICD. For 
example, a person who believes he is a loser may have a very 
intense reaction to the experience of winning a large amount 
of money at poker. It is this intensified reaction that creates 
the FS that links the feeling of winning with the experiences 
of playing poker. So FST hypothesizes that the more a person 
desires a particular feeling, the more at risk he or she is to 
having an ICD. In other words, a person’s psychological back-
ground provides the reason and the energy to create an FS that 
results in an ICD. The FST is illustrated in Figure 1.

Once an FS is created, it can be activated by either internal 
or external factors. The sight of a poker table or a need to 
belong, for example, can trigger the urge to gamble (see 
Figure 2).

Beliefs and the Impulse-Control Disorder
The FST hypothesizes that there are three sets of beliefs associ-
ated with ICDs. The first set is the preexisting negative beliefs 
that laid the foundation for the creation of the FS—for example, 
“I’m a loser.” These negative beliefs may be difficult to identify 
before the FS is processed because they may be covered up by 
the positive feelings generated by the FS. The second set of 
beliefs is the apparently positive beliefs that are created during 
the positive events. For example, a gambler may form the 
belief “I’m a winner” from a large win. This positive belief 
is then embedded in the FS that causes the compulsive behavior. 
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A third set of beliefs are the negative beliefs created from the 
out-of-control behavior itself. For example, a person may 
develop the belief “I mess up everything” because of the prob-
lems his compulsive gambling creates.

Effect of Resolving a Feeling-State
It is proposed that when treatment resolves the FS, the com-
pulsive urge will be eliminated. The goal of treatment is not 
abstinence but normal healthy behavior. Clinical experiences 
suggest that when treatment eliminates the ICD and related 
compulsive urges, the individual can then engage in the behav-
ior without it triggering the compulsion. For example, a previ-
ously compulsive shopper could shop without activating the 
urge to shop compulsively. These changes occur in both the 
cognitive and behavioral dimensions.

Cognitive change. Clinical experience indicates that one of 
the consequences of a successful treatment is that the ratio-
nalizations and distorted thinking that people have used to 
justify their out-of-control behavior begin to disappear. It is 
hypothesized that once the fixated FS is reprocessed, the need 
for these thought patterns no longer exists. The previously 
resistant-to-change cognitive distortions appeared to be easily 
discarded once they are no longer needed to justify the com-
pulsive behavior.

Behavioral change. An important characteristic associated 
with ICDs is the destructive nature of the behaviors. Once the 
FS is processed, clinical experience indicates that these 
destructive behaviors usually disappear without further clinical 
attention and that the person automatically begins to seek more 
appropriate ways to obtain the desired feeling. For example, 
a person whose feeling of belonging is associated with the 
behavior of buying expensive clothes may seek out more 
appropriate relationships to satisfy this need when the FS is 
eliminated. The focus of therapy may then shift to learning 
new social skills or developing life-enhancing behaviors. FST 
further proposes that after resolution of the FS, abstinence 
is neither necessary nor desired.

Additional Treatment Targets

Clinical experience indicates that resolving the ICD will often 
uncover other psychological dynamics that gave rise to the 
ICD in the first place. These psychological dynamics then 
become the focus of therapy. There is always the possibility 
of another ICD being created if the reprocessing of other past 
events that may have contributed to the etiology of this disorder 
is not completed. The standard EMDR treatment protocol or 
other therapies can be used as appropriate throughout the course 
of treatment. Other treatment targets may include the psycho-
logical dynamics that may have been covered up by the com-
pulsive behavior. For example, resolving the ICD will not alter 
an individual’s avoidance or defensive dynamics. A person 
who has a bad day at work may have also used gambling to 
avoid feelings of anxiety—feelings that may have been covered 
up by the FS related to gambling. In this case, even after resolv-
ing the ICD, treatment would still be needed to assist the 
individual in developing more adaptive strategies to tolerate 
or reduce anxiety.

Impulse-Control Disorder Protocol
FST was used to develop a new treatment for ICDs, called the 
Impulse-Control Disorder Protocol (ICDP), using a modified 
form of EMDR. EMDR has been shown to be effective in the 
treatment of PTSD and other trauma-based disorders (Bisson 
et al., 2007)). EMDR treatment involves identifying the trau-
matic image, identifying the negative feelings and beliefs 
associated with the image, and the use of the Subjective Units 
of Disturbance Scale (SUDS), which identifies the intensity 
of the feeling on a range from 0 to 10. Eye movements are 
then used to process the image and feelings and install positive 
beliefs and feelings.

Just as EMDR can process traumas, clinical experience sug-
gests that a modified form of EMDR can also be used in a brief 
treatment approach for ICDs. The FS is the target for therapy 
in the ICDP. Composed of the desired positive feelings and 
the memory of that behavior that is fixated with the feeling, the 
FS is processed through the use of eye movements. The most 
important modification of the EMDR protocol is the approach 
used in the processing of the beliefs related to the ICD. This 
change and its rationale will be explained later in this article.

As stated earlier, the FS that causes the ICD can be composed 
of any feeling and any behavior. Therefore, precisely identifying 
the exact behavior and the exact positive feelings embedded 
in the FS for any particular client is the key element of the ICDP 
therapeutic process. Identifying the exact behavior can be dif-
ficult because any behavior, for example, playing poker, consists 
of many different sub-behaviors such as putting the money on 
the table, making a bet, drawing cards, or winning a hand. The 
appropriate aspect of the target behavior to be processed is the 
one that generates the most intense positive feeling.

Intense Desire
Intense positive
Experience

Feeling-State

Figure 1. Creation of a feeling-state

Triggering Event

Compulsive
Behavior

Desired Feeling

Feeling-State

Figure 2. Activation of the compulsive behavior
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After the aspect of the target behavior that generates the most 
positive feeling has been identified, the precise feelings related 
to that behavior can then be identified. Examples of positive 
feelings include “I’m a winner,” “I feel safe,” and “I feel power-
ful.” The FST presumes that this positive feeling, not the appar-
ent object or behavior, is the real goal of the impulsive behavior. 
The feelings of excitement or pleasure that often arise when 
someone imagines doing the compulsive behavior are usually 
the result of the anticipation of doing the behavior but are not 
necessarily part of the FS itself. The feelings embedded in the 
FS are always normal, healthy feelings that everyone desires 
to feel. Identifying those feelings is a crucial element of the 
ICDP process. The complete protocol is given in Table 1.

Urges and cravings are usually associated with impulse-
control problems. FST, however, considers urges and cravings 
to be sensations that are created after the FS is activated and 
are not part of the FS. Therefore, because urges and cravings are 
the result of the activation of the FS, they are not an appropriate 
target for the ICDP. Clinical experiences suggest that urges 
and cravings will disappear when the FS has been processed.

Modification of the EMDR Protocol
Modification of the EMDR protocol in the ICDP is necessary 
because traumatic events typically targeted with EMDR are 
different from the positive events that generate the FSs associ-
ated with ICDs. Traumatic events involve shock and fear, and 
the events themselves can create negative beliefs. No prior 
negative beliefs are necessary. On the other hand, ICDs are 

thought to be created from positive events and require an 
underlying negative belief for the ICD to be created. So ICDs 
require the processing of three sets of beliefs in contrast to 
the one negative set of beliefs created by the trauma.

Another modification of the EMDR protocol is the use of 
the Positive Feeling Scale (PFS) instead of the Subjective Units 
of Disturbance Scale (SUDS). The PFS scale is used because 
the feelings linked with the behavior are positive feelings, not 
disturbing feelings. The PFS scale is a 0 to 10 scale with 10 being 
the most intense positive feeling. Table 1 gives an outline 
of the steps of impulse-control therapy.

A Case Study
The following case study illustrates the application of the ICDP. 
The participant described in this case study came to therapy 
specifically for his compulsive behavior problems. “John” was 
not interested in resolving issues concerning trauma or difficul-
ties from his childhood or even current events. Even when 
these issues arose during the course of treatment, he did not 
wish to pursue treatment for them. This particular case was 
chosen as an example precisely because it illustrates the effec-
tiveness of ICDP uncontaminated with treatment on any other 
aspect of his life or any other treatment modality.

John’s Story
John was a 35-year-old successful broker with a long history 
of gambling problems. Over the course of 10 years, John had 

Table 1. Outline of the Steps of Impulse-Control Therapy

First session
  1.	 Obtain history, frequency, and context of compulsive behavior.
  2.	 Identify the specific aspect of the compulsive behavior that has the most emotional intensity associated with it.
  3.	 Identify the specific positive feeling linked with the compulsive behavior, along with its rating on the PFS.
  4.	 Locate and identify any physical sensations created by the positive feelings.
  5.	 The client combines an image of performing the (a) compulsive behavior, (b) the positive feeling, and (c) physical sensations.
  6.	 Eye movement sets are performed while the client focuses on material (e.g., memory, feeling, image, sensation, thought) that was 

elicited during the prior set.
  7.	 When the PFS is ≤1, identify the related NC and use the PC, SUDS, emotions, VOC, and body location according to the standard 

EMDR protocol (unlike the standard protocol, no specific memory is identified and no visual image is used).
Homework
  8.	 Between sessions, homework is given to evaluate the progress of therapy and to elicit any other positive feelings related to the 

compulsive behavior.
Second session
  9.	 In the second session, the compulsive behavior is reevaluated for both the feeling identified in the first session as well as identifying 

other positive feelings related to the ICD.
10.	 If necessary, Steps 2 to 8 are performed again.
11.	 Continue the reevaluation and processing in further sessions until the person’s drive toward the compulsive behavior has been 

eliminated and the behavior has changed.
12.	 When it appears that all the FSs have been processed, the negative belief that was created as a result of the compulsive behavior is 

determined. Use the standard EMDR protocol for processing.

Note: PFS = Positive Feelings Scale; NC = negative cognition; PC = positive cognition; SUDS = Subjective Units of Disturbance Scale; VOC = Validity of 
Cognition Scale; EMDR = eye movement desensitization and reprocessing; ICD = impulsive-control disorder; FS = feeling-state.
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lost more than $1,000,000 playing poker. In and out of Gam-
blers Anonymous and different rehab centers, he had been 
unable to stop gambling. He was deep in debt, had lost his 
marriage because of his gambling, and had intense episodes 
of depression.

When John played poker, he would often play well for a 
few hours. He would make appropriate bets and not chase a 
losing hand. Then something would happen and, suddenly, he 
could not stop himself from playing losing hands. His betting 
would go out of control. After losing all his cash, he would go 
to the ATM for more money and lose that as well. If he won, 
John continued to play until he had lost all he had won and 
more. He would often play poker all night. At the beginning 
of treatment, John was still gambling.

Case Conceptualization
During the first session, John identified two different FSs. 
When asked to imagine playing poker, John stated that his first 
feeling was excitement. When the therapist asked what he was 
excited about, he said, “winning.” He then recounted a time 
when he had won $16,000 with three queens. The memory was 
so powerful that his face became flushed. From his reaction, 
it became clear that his excitement was the excitement of win-
ning. The PFS level was a 10. Because John remembered the 
exact event that created the FS, that specific memory and the 
winning feeling were used as the target.

Identifying the event that created the FS is not necessary. 
What is necessary is that the person connects the feeling embed-
ded in the FS with the compulsive behavior. Whether the 
visualized event is the first experience or the one most easily 
experienced, is not important. In this case, John visualized 
himself playing poker and experienced that “winning” feeling 
while performing eye movements. After three sets of eye move-
ments, the PFS level dropped to 2. At the end of this process, 
when asked how he felt, John said that he didn’t feel any dif-
ferent; he just wasn’t as excited about gambling. He wasn’t 
even sure that anything had really changed—a common reac-
tion after the first session.

After each session using the ICDP, homework is given with 
the purpose of triggering the compulsive urge. Activation of 
the FS is necessary to evaluate what needs to be processed. 
John’s homework was to continue to play poker and note any 
changes both in behavior and feelings.

In the second session, 1 week later, John reported that he 
was gambling fewer hours but still had a strong urge to play 
poker. He felt something had changed because leaving the table 
was easier. John was again asked to imagine playing poker and 
to identify how he felt. He rated the excitement of winning 
with a PFS level of 5. Three sets of eye movements reduced 
the PFS level to 0. At this point, the focus of treatment shifted 
to identifying the negative beliefs associated with his “win-
ning” FS. When John was asked why winning was so important 
to him, he disclosed that whenever his father was mad at him, 

he had called him a loser. He described the negative belief 
underlying the “winning” FS as “I’m a loser.” The emotion 
was shame. A SUDS rating indicated distress of 9. After pro-
cessing, the SUDS decreased to 1. The positive belief installed 
was “I can succeed.” (VOC [Validity of Cognition Scale] 
increased from 2 to 7). Once again, the assigned homework 
was to play poker and note his behavior and feelings.

Two weeks later in the third session, John reported that for 
the first week he did not even go to the card club and only 
thought occasionally of playing poker. The second week, how-
ever, he started really missing going to the club and being with 
the guys. He would go to the club for four hours each night 
but this time his focus was more on the people rather than 
winning at poker. The feeling he identified was a sense of 
belonging, associated with the camaraderie of being with other 
men. So this FS was composed of the behavior of playing poker 
and the feeling of belonging. The PFS level was rated at 7. 
Four sets of eye movements later, the PFS level dropped to 1. 
The homework was to play poker and note any changes in 
behavior and feelings.

Two weeks later in the fourth session, John reported that 
he had played poker twice, winning one night and losing the 
other. “Whether I won or lost, I still got up from the table and 
went home. No more chasing the money for me.” The PFS 
level of the desire for camaraderie had stayed at 1. Then John 
articulated the negative belief underlying the desire for cama-
raderie as “No one wants me.” The emotion was fear (SUDS 
decreased from 9 to 0). The positive belief that was installed 
was “I’m likeable” (VOC increased from 3 to 7).

The fifth session took place 4 weeks later. John reported 
that he was playing poker only once or twice a week and while 
he continued to enjoy playing poker, he no longer felt the strong 
urges he previously had. In this session, the therapist asked 
John about his negative beliefs about himself that had devel-
oped as a result of his compulsive gambling. He identified two 
beliefs: “I’m no good,” with an emotion of shame (SUDS 
decreased from 9 to 1) and “Nothing I do works out,” with an 
emotion of despair (SUDS decreased from 7 to 0). The positive 
beliefs installed were “I’m really okay” (VOC increased from 
2 to 7) and “I’m successful” (VOC increased from 3 to 7).

Because John was gambling during treatment, the effect of 
the treatment was easy to perceive. The number of hours he 
played poker went from 40 or more per week to less than 8. 
John no longer chased losing hands and was able to leave the 
table after a set number of hours whether he had won or lost. 
If he lost the money he had started with, he left the game rather 
than get more money from the ATM. What surprised John the 
most was that he discovered he really enjoyed playing poker 
and that he was a good poker player.

Follow-up
A follow-up interview was conducted by telephone call 
3 months later. John reported that his poker compulsion had 
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not returned. He stated that he felt that his life was in pretty 
good balance, enjoying his twice a week poker nights but also 
doing well with both his job and his marriage.

Discussion
John’s case study illustrates how FSs and therefore compulsive 
behavior can be created. The use of the ICDP resolved John’s 
gambling behavior in five sessions. After the treatment, John 
reported that he could gamble without being triggered into his 
previous compulsive behavior. Even though traumas and other 
psychological problems surfaced during the therapy, John did 
not want to work through them. Nevertheless, his pathological 
gambling behavior had not returned at the 3-month follow-up.

A fundamental difference between ICDP and cognitive–
behavioral therapy is that the ICDP focuses directly on a dif-
ferent source of the compulsive behavior, the positive FS versus 
a negative affect. Cognitive–behavioral techniques can be used 
to manage or control the compulsive behavior but leave the 
underlying state-dependent memory unprocessed. The conse-
quence of these approaches is that the compulsive behavior 
may become out of control again. John’s case study illustrates 
a different approach.

A fundamental difference between ICDP and standard 
EMDR is that although both approaches target the fixation of 
feeling and cognitions related to intense events, EMDR focuses 
on traumatic events and feelings whereas ICDP focuses on 
positive events and feelings. EMDR targets events and feelings 
that people want to forget; ICDP focuses on events and feelings 
that people like to remember and feel. This means that the 
processing of ICDs with ICDP is easier to process than trau-
matic events because clients have less resistance to remember-
ing positive events and feelings. Clinical experience suggests 
that psychological dynamics such as dissociation and splitting 
are not factors in the processing of the ICD.

One of the strengths of the ICDP approach is that, because 
clients are not asked to control their behavior, client retention 
may be easier. There are no manuals to work through and no 
affirmations to write. The approach works with the clients’ 
needs for quick results with minimal effort. Consequently, even 
people who are less motivated can receive help.

As noted in the literature review, there is a strong correlation 
between ICDs and past traumatic experiences. Research indi-
cates that the more traumas and neglect a person experiences 
in his life, the higher the risk for pathological gambling disorders 
and sexual addiction (Carnes, 1991; Petry & Steinberg, 2005; 
Scherrer et al., 2007). The FST proposes that trauma and neglect 
contribute to the formation of ICDs because they create negative 
beliefs and feelings (Shapiro, 2001). Negative beliefs such as 
“I am powerless,” “I’m a loser,” and “Nothing I do makes a 
difference” provide the intense desire for the opposite/positive 
feeling that is the basis of an FS. Clearly, a person who has 
more intense negative feelings may feel the opposite/positive 
feeling more intensely when an event occurs that fulfills that 

need. These more intense positive feelings may then compose 
the FS that creates the ICD. The FST of ICDs, therefore, sup-
ports the existing research that indicates that both trauma and 
neglect are risk factors for the development of ICDs.

The similarity between AM and the FST is that both theories 
postulate that the memories of addiction are an episodic type 
of memory that becomes fixated in the brain. The difference 
between the AM and FST is that AM is postulated to be com-
posed of only the feelings of loss of control and the memory 
of the drug effects. On the other hand, the FST postulates that 
the memory is composed of the specific desired feelings (e.g., 
“I’m a winner” feeling) and the behavior that occurred when 
that intense feeling occurred. The feelings that the AM therapy 
focuses on are the feelings of urges and cravings. The ICDP 
specifically avoids targeting the feelings of urges and cravings. 
Urges and cravings are considered to be only the feelings of 
drive caused by the feelings that underlie the urges and crav-
ings. In ICDP, resolving an ICD requires identifying and pro-
cessing the underlying positive feelings that compose the FS.

The adaptive information processing (AIP) model (Shapiro, 
2001) postulates that EMDR works by integrating more adap-
tive or realistic information than was previously inaccessible 
to the client. The AIP model is also useful for understanding 
both the FST and ICDP. However, instead of a target related 
to a traumatic event, the target is associated with an intensely 
positive event. The hypothesis regarding ICDs is that the inten-
sity of the experience creates a state-dependent memory that 
is blocked from interacting with other more adaptive informa-
tion. This isolation of the memory network explains why people 
with impulse-control problems can understand how destructive 
their behavior is and yet continue the behavior. Clinical experi-
ence with the ICDP shows that clients with impulse-control 
problems experience the same kind of transformation as those 
receiving EMDR for traumas. Thus, the AIP model provides 
an explanation of why irrational beliefs and thought processes 
are automatically changed as the FS is processed.

Limitations of the Case Study
The limitations of this case study are numerous. No standard-
ized measurement was taken, the therapist was the assessor, 
the case study may not generalize to other people with gambling 
problems or other types of impulse-control problems, no objec-
tive behavioral assessments were conducted, and a longer term 
follow-up is necessary to determine if the impulse-control 
problems return.

Recommendations
Performing research on the ICDP has the advantage, similar 
to EMDR’s approach to trauma, that the therapy can be con-
ducted in relatively few sessions (three to five). In addition, 
clinical experience indicates that there are significant changes 
in both feelings and behavior in compulsive gambling, sexual, 
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and shopping behavior, which makes evaluation of these 
changes easier. However, of the ICDs, only researchers in patho-
logical gambling have developed the necessary standardized 
measurements such as the Addiction Severity Index Gambling 
Subscale or the Timeline Follow-Back (Petry, 2004) that have 
been used in treatment research. The studies of other ICDs 
such as sexual and buying compulsions are still in the begin-
ning stages. The use of the ICDP for pathological gambling 
could be studied by using a subject group and a control group, 
using one of the standardized measurements pre- and 
posttreatment.

Summary
The FST proposes that the loss of control over normal behaviors 
is the result of a desired feeling becoming fixated with the 
memory of a particular behavior. This fixated linkage between 
feeling and behavior is referred to as an FS. An FS is composed 
of any desired feeling linked with any behavior. This accounts 
for the variety of ICDs and the difficulty in extinguishing them. 
The new treatment protocol, ICDP, based on a new formulation 
of the etiology of ICDs, offers the possibility of a significant 
remediation of these difficult-to-treat disorders. Because ICDP 
therapy usually requires only three to four sessions per FS, this 
approach will be easy to evaluate.
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