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A LETTER FROM THE PUBLISHER

(under the age of 18 yrs. old) and bring them to the facility you have 
chosen. There are long term Residential Programs (sometimes a year and 
longer) as well as short term programs (30-90 days), there are Therapeutic 
Boarding Schools, Wilderness programs, Extended Living and there are 
Sober Living Housing where they can work, go to meetings and be 
accountable for staying clean.
Many times a Criminal Attorney will try to work out a deal with the court to 
allow your child or loved one to seek treatment as an alternative to jail. 
I know how overwhelming this period can be for you and I urge every 
parent or relative of an addict to get some help for yourself. There are 
many groups that can help you. There is Al-Anon, Alateen (for teenagers), 
Families Anonymous, Nar-Anon and more. This is a disease that affects 
the whole family, not just the parents.
Addiction knows no race or religion; it affects the wealthy as well as the 
poor, the highly educated, old, young-IT MAKES NO DIFFERENCE.
This magazine is dedicated to my son Steven who graduated with top 
honors from University of Central Florida. He graduated with a degree in 
Psychology, and was going for his Masters in Applied Behavioral Therapy. 
He was a highly intelligent, sensitive young man who helped many people 
get their lives on the right course. He could have accomplished whatever 
he set his mind out to do. Unfortunately, after graduating from college he 
tried a drug that was offered to him not realizing how addictive it was and 
the power it would have over him.
My son was 7 months clean when he relapsed and died of a drug 
overdose. I hope this magazine helps you find the right treatment for your 
loved one. They have a disease and like all diseases, you try to find the 
best care suited for their needs. They need help.
Deaths from prescription drug overdose have been called the “silent 
epidemic” for years. There is approximately one American dying every 17 
minutes from an accidental prescription drug overdose. Please don’t allow 
your loved one to become a statistic. I hope you have found this magazine 
helpful. You may also visit us on the web at www.thesoberworld.com.
We are on Face Book at www.facebook.com/pages/The-
Sober- World/445857548800036 or www.facebook.com/steven.
soberworld, Twitter at www.twitter.com/thesoberworld, and LinkedIn at 
www.linkedin.com/grp/home?gid=6694001
Sincerely,

Patricia 
Publisher
Patricia@TheSoberWorld.com

Dear Readers, 
I welcome you to The Sober World magazine. The Sober World is an 
informative award winning national magazine that’s designed to help 
parents and families who have loved ones struggling with addiction. 
We are a FREE printed publication, as well as an online e-magazine 
reaching people globally in their search for information about Drug and 
Alcohol Abuse.
We directly mail our printed magazine each month to whoever has been 
arrested for drugs or alcohol as well as distributing to schools, colleges, 
drug court, coffee houses, meeting halls, doctor offices and more .We 
directly mail to treatment centers, parent groups and different initiatives 
throughout the country and have a presence at conferences nationally.
Our monthly magazine is available for free on our website at  
www.thesoberworld.com.
If you would like to receive an E-version monthly of the magazine, please 
send your e-mail address to patricia@thesoberworld.com
Drug addiction has reached epidemic proportions throughout the country 
and is steadily increasing. It is being described as “the biggest man- 
made epidemic” in the United States. More people are dying from drug 
overdoses than from any other cause of injury death, including traffic 
accidents, falls or guns.
Many Petty thefts are drug related, as the addicts need for drugs causes 
them to take desperate measures in order to have the ability to buy their 
drugs. The availability of prescription narcotics is overwhelming; as 
parents our hands are tied.
Purdue Pharma, the company that manufactures Oxycontin generated 
$3.1 BILLION in revenue in 2010? Scary isn’t it?
Addiction is a disease but there is a terrible stigma attached to it. As family 
members affected by this disease, we are often too ashamed to speak to 
anyone about our loved ones addiction, feeling that we will be judged. We 
try to pass it off as a passing phase in their lives, and some people hide 
their head in the sand until it becomes very apparent such as through an 
arrest, getting thrown out of school or even worse an overdose, that we 
realize the true extent of their addiction.
If you are experiencing any of the above, this may be your opportunity to 
save your child or loved one’s life. They are more apt to listen to you now 
than they were before, when whatever you said may have fallen on deaf 
ears. This is the point where you know your loved one needs help, but you 
don’t know where to begin.
I have compiled this informative magazine to try to take that fear and 
anxiety away from you and let you know there are many options to 
choose from.
There are Psychologists and Psychiatrists that specialize in treating people 
with addictions. There are Education Consultants that will work with you to 
figure out what your loved ones needs are and come up with the best plan 
for them. There are Interventionists who will hold an intervention and try to 
convince your loved one that they need help. There are detox centers that 
provide medical supervision to help them through the withdrawal process,
There are Transport Services that will scoop up your resistant loved one 
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The first year of sobriety is incredibly stressful, and if you are 
maintaining sobriety you deserve all the self-praise you can muster. 
During this first year, you may struggle with roller-coaster emotions 
including many that are painful -- sadness, shame and anger, a 
sense of loss as you separate yourself from the people, places and 
things associated with addiction, fear of what the future will look 
like, fear of sex without drugs, and frustration adjusting to new and 
different relationships with family, friends and coworkers. Craving 
is common, expected, and learning to cope with cravings without 
relapsing is an important and difficult goal. It is also typical for 
people to want to rebel against instructions or suggestions given by 
others, such as persistence in counseling and psychotherapy, or 
participating in 12-step or other recovery self-help groups, and it is 
important to stick with recovery even if you resent people telling you 
what they think is best for you. You try to remain sober in a world 
soaked in drugs from beer commercials to friends or family who still 
use. In short, you, your body, your mind, and your soul are working 
non-stop on Mission I: Staying Sober. Not only is Mission I incredibly 
painful, it is exhausting. Regardless of how tired you are, you might 
toss and turn in bed as your mind refuses to wind down. “Will I ever 
sleep?” wonder so many people in the months after their last use.
When working this hard, it helps to eat and sleep well. You may 
have already learned the acronym “HALT,” which is shorthand for 
the risks to sobriety of hunger, anger, loneliness, and tiredness. 
Establishing the basic daily routines of life from rising, eating, 
working your body and mind, resting, and sleeping becomes an 
important tool for health and recovery. When our routines follow the 
natural cycles of dawn, daylight, nightfall, and night followed again 
by dawn, this tool becomes sharper and more powerful. As helpful 
as harmony with natural cycles is, adjusting to natural day-night 
cycles is very difficult, and insomnia is very common. Addiction and 
sleep have a complicated relationship: Children who cannot sleep, 
who have trouble calming themselves down, and who become 
frustrated easily have very high rates of addiction as they mature. 
Now, in your first year of recovery, those old problems may still be 
with you, complicated by years of alcohol or other drug use, and the 
chaotic experience of early recovery. 
Nighttime sleep in early recovery is difficult, to say the least. First, 
your brain and body are adjusting to a new chemical environment, 
and this takes time. Second, in active addiction, alcohol and other 
drugs can prevent deep, restful sleep and dream sleep, also called 
REM sleep. Later in this article, you will read about “REM debt,” 
the result of dreamless, shallow sleep. The disruptive effects of 
drugs on brain chemistry do not wear off immediately. When we 
are frustrated, tired, and impatient, time seems to drag and we 
can feel very hopeless about ever sleeping again. Third, humans 
are diurnal -- that is we are designed to “hunt” during daylight. We 
are designed to be cheetahs, the daylight hunting cat. However, in 
active addiction, people start their days when others are winding 
down. The active addiction lifestyle is nocturnal, a life of nighttime 
hunting. For shorthand, think of yourself in active addiction as 
having lived as a bat instead of the cheetah you are becoming. 
Jet-lag is a minor inconvenience compared to addiction-lag from 
living many years like a bat. Not only were you upside down, but 
your days and nights were too. Finally, if your life in active addiction 
was a mess, now in early recovery you might well have debts to 
pay, amends to make, relationships to repair, and the internal chaos 
of uncertainty and ambivalence about your sober future. At night, 
when we relax our defenses and have less to do, our struggles and 
conflicts come back as the thoughts that keep us up at night. My 
favorite song to remind me of this is “In the Wee Small Hours of the 
Morning.” Google it, if you’d like. 
Dreaming is another early recovery sleep issue. It is very common 
for people in early recovery to have vivid, dramatic, and frightening 
dreams. You might feel afraid that you are crazier sober than 

you were when you were using. You are not crazy or alone if you 
experience intensely disturbing dreams. These dreams are the 
result of your brain paying off a REM debt from years of dreamless 
sleep. 
It is important to know -- right now -- that your sleep will improve 
as time progresses from your last drink or other drug, and your 
brain and body will heal. Do not get caught in the all-or-nothing 
thinking habit of using the words “never” and “forever.” As well, 
remember how impatience is a quality that you might share with 
many other addicts in recovery and those still suffering from 
active addiction. It is difficult to practice patience when you are 
exhausted and not sleeping. Time crawls in the dark. Unfortunately, 
patience is required when it comes to sleep. It will not improve on 
your schedule; it will improve on a schedule determined by your 
individual biology and chemistry, and by the length of time and 
amounts you used, and not by your self-will. You might decide to 
consider sleep one of the first lessons in developing patience. In 
a way, powerlessness over our bodies’ schedules for healing is a 
powerful First Step. Even so, understanding powerlessness over 
our biology and chemistry is not the same as saying that we cannot 
practice recovery principles and make healthy choices that help us 
heal. That is the puzzle of all great First Steps.
So what can any of us do to develop harmony with the natural day-
night cycle and sleep?
Consider these 12 lessons from sleep science about the healthy 
choices we can make:
1. Wake up the same time each morning. We all look forward 

to days we can sleep in, but it is healthier to rise each morning 
at the same time. Anytime we establish a routine that puts us in 
harmony with natural day-night cycles, we are helping our sleep 
to improve.

2. Sunlight is medicine. I have a favorite song for this too, the 
Beatles “Here Comes the Sun,” maybe something else to Google. 
Our brains have internal clocks that respond to sunlight. If you 
like brain science, it is called the suprachiasmatic nucleus. It is 
located deep in our brains where the evolutionarily oldest parts 
of our brains lie. That means we had this brain-clock long before 
humans had the brainpower to find it or name it. Living and working 
indoors in artificial light that is disconnected to the natural day-night 
cycle confuses our brains and it is difficult to tell day from night. In 
contrast, when we expose our faces to the sun, keeping in mind 
to wear sunscreen and take whatever precautions our physicians 
recommend, we signal this internal clock, the suprachiasmatic 
nucleus, to prevent us from producing melatonin, the sleep 
hormone. This promotes daytime alertness and primes our brains 
to recognize twilight, when our brains should start producing 
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Mark Twain once famously said that, ‘truth is stranger than fiction.’ 
That pretty much sums up my thoughts on how we treat addiction 
here in the U.S. There are things about our healthcare that make 
me think I’m looking at our system through Lewis Carroll’s ‘looking 
glass’ where nothing is quite what it seems. It’s as if I’m in some 
strange parallel universe where everything is backwards. 
A perfect example of this is the way the U.S. Drug Enforcement 
Administration (DEA) and the Food and Drug Administration (FDA) 
classifies drugs. The Controlled Substances Act (CSA) of 1970 
established five different schedules or categories of controlled 
substances, numbered I–V, with I being the most dangerous and V 
the least. 
The criteria determining the different Schedules are based on three 
factors:
• Potential for abuse: How likely is this drug to be abused?
• Accepted medical use: Is this drug used as a treatment in the 

United States?
• Safety and potential for addiction: Is this drug safe? How 

likely is this drug to cause addiction? What kinds of addiction?
Seems straight forward enough, right? However, this is where truth 
and fiction collide and form a new surreal coexistence. 
In the early 70’s, Cannabis/Marijuana, Ibogaine and a host of other 
substances were designated as schedule one drugs. I always found 
this peculiar for a few reasons. First and foremost, Ibogaine has 
never been found to be addictive and cannabis is far less addictive 
than schedule 2 opioids. Moreover, comparatively very little research 
had been done at the time to determine if these substances held 
any medical value. And because they were categorized as schedule 
one substances – the most restrictive of all the drug categories – it 
became much more difficult for researchers to access and test the 
substances to see if they hold any beneficial qualities.
Humanity is blessed in that there have been dedicated and talented 
researchers, both here and abroad, who were undeterred by the heavy-
handed regulations. One of those pioneers is a doctor by the name of 
Debra Mash. Dr. Mash conducted the only FDA approved human study 
of Ibogaine in the mid to late 90’s. I was fortunate enough to be one of 
only a handful of experts invited to be part of the entire study.
Ibogaine is an organic plant-based medicine found in the root of 
the Iboga shrub that grows in west central Africa. It has been used 
safely for hundreds of years by locals for mental health issues, 
religious and rites of passage ceremonies.
Medically, Ibogaine is considered a hallucinogen. I suppose 
this could be due to a lack of a better description. Not only was 
I part of the three-hundred-person human study, but I’ve also 
personally experienced Ibogaine therapy. I can tell you firsthand 
that what is being referred to as a hallucination is more of a lucid 
wakened dreamlike state than what you think of as a hallucination. 
Everyone’s experience is unique; but most say that it is 
transcendent – they see themselves as a child and as an observer, 
watching themselves as they go through life. 
Almost all say they’ve found the cause(s) of their 
addiction in their dreamlike journey. 
People usually come out of the dreamlike 
state after about 8 hours claiming the 
experience was like years of therapy. 
Moreover, they have absolutely 
no withdrawal symptoms or drug 
cravings whatsoever. Ibogaine 
acts like an addiction interrupter. 
Although the exact mechanisms 
are not completely known, Ibogaine 
resets the brain chemistry to ‘pre’ 
addiction positions.  

The effects of Ibogaine therapy do not last forever. They can start 
wearing off anywhere from 30 to 120 days after treatment. This 
is why it is critical for everyone who has gone through Ibogaine 
therapy to get into aftercare treatment with an expert in Ibogaine 
right-a-way. In doing so, the patient maximizes their opportunity for 
a complete and full recovery. 
As promising as the FDA approved human trials of Ibogaine was, and 
with all the additional encouraging information provided by respected 
Ibogaine clinics worldwide, a sane rational person might think that 
heads of government agencies responsible for safe prescribing 
of opioids and addiction treatment might want to look deeper into 
the potential of Ibogaine to curb the raging drug epidemic we find 
ourselves in today. That would be a sane rational person who in 
this skewed Lewis Carroll type reality has no place calling balls and 
strikes. No, instead, the National Institutes of Health (NIH) funded 
research for Suboxone – an opioid that eventually became the 
replacement drug for heroin and other prescription opioids as part 
of the Medicated-Assisted Treatment (MAT) program – at the same 
time the Ibogaine study was concluding.
In this manipulated reality we live in today, the very people 
we’ve trusted our health to – in their infinite wisdom – think it 
best to extend a person’s addiction by moving them to a ‘new 
and improved’ opioid as opposed to treating the cause of their 
addiction.  
To the best of my knowledge, there has never been discussion 
among the powers to be regarding changing Ibogaine’s schedule 1 
status in an effort to help those afflicted with addiction. Years ago 
the state of Vermont was considering a pilot program but it was 
eventually scraped. 
The same holds true for cannabis, another plant based medicine whose 
medicinal values have been suppressed by individuals whose beliefs are 
built upon the soft underpinning of conjecture. The flowering herb has a 
long history of medicinal use that crosses many cultures and dates back 
thousands of years. It is believed by many experts that ancient cultures 
knew about the psychoactive properties of the cannabis plant and used 
it in religious ceremonies and healing practices.
Domestically, beginning in the late 1800’s cannabis extracts were 
sold in pharmacies and doctors’ offices throughout the United 
States to treat stomach problems and other ailments. It was also 
used recreationally until being criminalized in 1937 and designated 
a schedule 1 drug in 1970 by then President Richard Nixon.
Once again, it was groups of forward thinking scientists and 
researchers who are dispelling the myths surrounding cannabis, and 
are bringing it into the mainstream of western medicine. What they 
found was that cannabis is an effective chronic pain management 
therapy especially for people with cancer and going through 
chemotherapy. It also reduces the side effects of nausea and vomiting.
Cannabidiol (CBD) is one of 104 chemical compounds 
(cannabinoids) that are a naturally occurring constituent of cannabis 
initially thought to not hold medicinal value in the 70’s when it 
became a schedule 1 drug. However, progressive researchers have 

once again disproved this notion. It’s important to note that CBD is 
not psychoactive and is legal. 

The endocannabinoid system (ECS) is a specialized system 
within the human body that is involved in regulating a 

variety of functions including sleep, appetite, pain 
and immune system response. Endocannabinoids 

are neurotransmitters produced in your body that 
bind to cannabinoid receptors in your nervous 
system.
What scientists are discovering is that 
CBD interaction with the endocannabinoid 

Continued on page 19

PLANT BASED MEDICINES THAT CAN CHANGE ADDICTION TREATMENT  
AS WE KNOW IT

By John Giordano, Doctor of Humane Letters, MAC, CAP
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Beachway Therapy Center’s clinical campus comprises 
individual therapy offices, large group rooms, an arts 
and music studio room, and a modern cafeteria where 
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A short time ago I asked Patricia Rosen, Publisher 
of The Sober World, if an article on SMART (self- 
management and recovery training) might be in 
order. An introduction was suggested. So, this is an 
opportunity for some people to get to know SMART, 
for others it could be a review or a refresher. 
I will use Alcoholics Anonymous (AA) as the best 
example of the impact of 12-step recovery. AA has 
been a miracle for millions. It has had a profound 
impact on our culture. I was recently trying to help 
a person locate AA meetings in another country. 
Would you believe that there are eight weekly, English 
speaking AA meetings in the capital of Bulgaria? What 
more can be said? So, what’s the problem? 
The problem is that “ half of all clients 
completing treatment do not participate in 
recovery support groups after discharge, and of 
those who do, 40-60% discontinue participation within a year of 
treatment discharge” 
Experience tells me that the people who have their heels dug in the 
deepest against 12-step recovery have their heels dug in for one of 
two reasons, sometimes both:
1. 12-step recovery is religious (courts seem to agree)
2. labeling (my name is, “I’m an…….”
Many people will argue that AA is not religious and that labeling has 
a function, e.g. it develops humility.
But, that’s not the point. 
The point is that it’s either unethical or immoral to toss away the 
enormous number of people who will not engage.
A number of non-12-step mutual support groups are emerging, 
e.g. Lifering, Refuge Recovery. SMART appears to be the one 
that is attracting the largest number of people. Presently, there are 
1657 meetings in the United States, and 2,827 worldwide. Several 
treatment centers are offering in-house meetings. 
Whether you are a person in recovery and/or a professional in the 
field, it makes sense to become familiar with SMART. The best way 
is to go to www.smartrecovery.com. There’s a lot of information 
there, an opportunity to ask questions, articles and books to read. 
You can even go to an on-line meeting.
What I can do is introduce SMART from the perspective of a person 
who has been friends with Bill and Bob for a long time. We remain 
friends. The perspective is also from a person who has been an 
addictions professional for a long time. 
Perhaps, the most important differences between SMART and 12-
step recovery is that SMART: 
• is secular 
• does not encourage labeling
• places an emphasis on being “empowered” rather than on being 

“powerless.”
When you stop and think about it, “empowered” and “powerless,” in 
this context, are not really that different. If you really felt “powerless,” 
why would you ever go to a meeting?
SMART is not anti-12-step. Negativity to other paths to recovery is 
not tolerated at SMART meetings. It’s not tolerated out of respect for 
those paths and for the people who have been helped by them.
SMART is an anonymous and confidential mutual support group 
that helps people establish and maintain abstinence from addictive 
behaviors. It is based on cognitive-behavioral principles coming from 
therapies such as Motivational Interviewing and Rational Emotive 
Behavior Therapy.
People who facilitate SMART groups participate in thirty hours of 

on-line training. On the one hand, thirty hours 
is not a lot, but it is continuously supported by 
ongoing education/participation. Personally, I was 
impressed with the quality of on-line training.
I often hear the criticism that a facilitator does not 
receive enough training or support given the impact 
that person can have on another.
Neither does a sponsor. 
Tit for tat doesn’t make an issue go away. 
It needs to be looked at. 
SMART is not “an alternative to AA” nor is “AA an 
alternative to SMART.” A therapist does not have 
to wait until a patient threatens to leave treatment 
before recommending SMART (it happens). 
It’s better to get to know a person’s belief system 

and then recommend a path. Can a person benefit from a spiritual 
and a cognitive-behavioral path? Of course, they can. “ ...... accept 
the things I cannot change and the courage to change the things I 
can...” sounds pretty cognitive to me. 
I also know that an organization that offers a SMART meeting is not 
necessarily an organization that is offering a SMART path. It’s not 
right to advertise a SMART path and continue to have the 12-steps 
on the walls or expect a person seeking a cognitive-behavioral path 
to work steps. 
It seems likely that the SMART Handbook will become to a SMART 
path what the Big Book and the 12 x 12 has been to a spiritual path. 
The Handbook emphasizes four areas to be addressed:
• Maintaining motivation to remain abstinent
• Coping with urges
• Managing thoughts, feelings and behaviors.
• Living a balanced life
There are exercises in each section that patients can do alone, with 
a therapist or a peer, in a group. 
Personally, I find the exercises under “Managing Thoughts, Feelings, 
Behaviors” most helpful. I find that I feel much differently about doing 
something when I “choose” to do rather than “have to” do it.
“I can’t drink” feels different than “I choose not to drink.” 
You may have guessed that in order to engage in exercises like the 
one described, people have to talk to each other. In SMART it’s 
referred to as “cross talk.” People who come to their first SMART 
meeting frequently find “cross talk” to be very different. The majority 
of most meetings is spent on people talking directly to each other. 
The job of the facilitator is to keep it manageable and on topic. 
In order for this to happen, meetings have to remain relatively small. 
A couple of different things can happen if a group gets large.
1. Split the group in two. Often, there’s more than one facilitator 

available
2. Work on tools from the Handbook
The most recent research that I’m familiar with indicates that regular 
participation in AA, Lifering, SMART, or Women in Recovery are 
equally effective means toward maintaining abstinence.
Is Fellowship the secret?
References Provided Upon Request
Dr. Weiner is in private practice at Lifespan Recovery. Professional 
interests include treating addiction and the elimination of stigma. 
Dr. Weiner has written for various publications on these topics, and 
is very passionate about helping people who are struggling with 
addiction. www.lifespanrecovery.com lifespanrecovery@gmail.com 
www.smartrecovery.org

SMART: RAISON D’ETRE AND AN INTRODUCTION
By Michael Weiner, Ph.D., MCAP

;:t SMART Recovery® 

HANDBOOK 
Tools and strategies to help you on 

your recovery Journey 
building and maintaining motivation 

coping with urges 

managing thoughts, feelings and behaviors 

living a balanced life 

3rd edition I ©2013 
www.smartrecovery.org 
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Like an alien spore oozing from a sci-fi film, krokodil has emerged 
as one of the worst drugs of abuse. Called “the Zombie Drug,” and 
“The World’s Deadliest Drug,” krokodil is the nightmare scenario 
that officials hoped would never happen. But, it has. And it is here. 
And it is bad!
Desomorphine (Dihydrodesoxymorphine) is an opiate analogue 
invented in the United States. The drug is a derivative of morphine, 
though more potent. According to writer Mary Bellis:
Krokodil or desomorphine began its history as a patented drug. 
US patent 1980972 was issued to chemist, Lyndon Frederick 
Small for a “Morphine Derivative and Processes” on November 
13, 1934. The drug was briefly manufactured and marketed by 
the Swiss pharmaceutical company Roche under the brand name 
of Permonid but was abandoned as a commercial product for its 
short shelf life and highly addictive nature.

Initially, the sedative was used pre-and post-operatively because of its 
calming effect on excitement and fear. Permonid was found to have a 
faster onset and shorter duration than morphine, with less nausea and 
respiratory depression. It was erroneously thought to be less addictive 
than morphine and some reports said that respiration depression was 
greater with permonid. Decades later, a dangerous homemade version 
of desomorphine has flooded the streets of Moscow.

Russian Far East
The Russian street name for homemade desomorphine 
is “krokodil” (crocodile), reportedly due to the scale-like appearance 
of skin of its users. Addicts who inject krokodil have experienced 
severe tissue damage, including destruction of internal organs, 
and gangrene. Human flesh turns grey, green and scaly. The drug 
ruptures blood vessels and rots the flesh around the injection site, 
exposing bones and connective tissue. One of numerous medical 
horror stories reported that:
Gangrene and amputations are quite common, and bone tissue – 
often in the lower jaw is eaten up by the drug’s acidity. The smell of 
rotten flesh permeates the room. Intensive treatment and skin grafts 
are required, but they often are not enough to save limbs or lives.

Compromised immune systems are highly likely to occur with 
IV krokodil abuse leading to susceptibility to infections including 
hepatitis C and other blood-borne diseases. Further consequences 
have included severe withdrawal, spread of HIV through the reuse 
of contaminated needles, and overdose death.  
Krokodil is 8-10 times more powerful than morphine, and like 
the opioid class in general, the drug has fast-acting effects of 
analgesia and sedation. Abuse of homemade desomorphine was 
first reported after Russia started a major crackdown on heroin 
production and trafficking, but in the past ten years the drug has 
spread throughout Russia and the neighboring former Soviet 
republics. Researchers believe it first appeared in Siberia and the 
Russian Far East around 2002. 
Since 2009, the amount of krokodil seized in Russia has increased 
23-fold, according to the head of the Federal Drug Control Service. 
In 2010, between a few hundred thousand and a million people, 
according to various official estimates, were injecting krokodil into 
their veins. Use has spread to other European countries including 
Germany, but Russia is, so far, the only country to see the drug 
grow into an epidemic. 
In part, due to its close proximity to Afghanistan, Russia has 
suffered a significant opiate problem. Krokodil emerged as an 
inexpensive heroin alternative after heroin become scarce or 
too expensive. Krokodil is roughly one-tenth the cost of heroin. 
The sedating drug is simply produced from codeine tablets, 
available without a prescription, combined with substances like 
gasoline, hydrochloric acid, iodine, lighter fluid, paint thinner, 

or red phosphorus. The clandestine manufacturing process is 
similar to that of methamphetamine, as both homemade drugs are 
highly impure and contaminated with various toxic and corrosive 
byproducts. Manufacturing of this drug is dangerous and, like 
methamphetamine, leaves several pounds of hazardous waste. 
The Russian government has considered some steps to curb this 
epidemic, including banning websites that explain how to make the 
opiate, placing codeine back into the prescription-only category and 
increasing enforcement with escalated confiscation. In 2012 the 
Kremlin introduced new restrictions for the sale of codeine-based 
medications, the prime opiate ingredient in the street drug.
The Russian epidemic has not gone unnoticed by the global press. 
According to a Time Magazine article titled “The World’s Deadliest 
Drug,” 
Krokodil, a cheap substitute for heroin, was one of the deadliest 
designer drugs ever to sweep through Russia. Appearing on 
the black market in the early 2000s, it wound up ensnaring 
hundreds of thousands of addicts across the country, and it spread 
especially fast in poor, industrial areas like Uralmash. 
Its appeal was simple: addicts could easily learn to cook it in their 
kitchens using ingredients purchased at local pharmacies and 
hardware stores, among them hydrochloric acid, paint thinner and 
red phosphorous, which they scraped from the sides of match 
boxes. For a fraction of the price of heroin, the drug produced a 
similar high and was just as addictive. 

“The most horrible drug”
Krokodil has been called “the most horrible drug in the 
world.” Reports of the drug have been found in scattered states 
including Arizona, Illinois, and Utah. 
After the United States cracked down on the sale of codeine in June 
of 2012, it became much more difficult to gather the necessary 
ingredients and users who knew how to prepare krokodil had a more 
difficult time making it. Still, it didn’t stop them from finding ways 
to purchase codeine on the thriving black market. Because of this, 
krokodil is still relatively easy to produce at home, and is not going 
away anytime soon. The drug is cheap and the krokodil high lasts 
approximately 11⁄2 hours longer that that produced by heroin. 
Officials first started seeing the flesh-eating “zombie drug” in Utah 
back in 2013. Health officials in the state indicate that there have 
been two cases in Utah they believe are tied to the drug. Doctors 
around the country are seeing more effects from the zombie drug, 
including a woman who was suffering from krokodil addiction. 
The woman lost a significant portion of her legs due to the drug. A 
2014 episode of the National Geographic Channel series “Drugs, 
Inc,” suggested the drug had reached the southwest. A significant 
drug bust in Utah revealed that along with 12 pounds of meth that 
was seized, two additional pounds of what was determined to be 
krokodil was also found. CNN reported that:

KROKODIL: “THE WORLD’S DEADLIEST DRUG”
Maxim W. Furek, MA, CADC, ICADC

Continued on page 22



11To Advertise, Call 561-910-1943

WHAT IS A LEVEL 4 TRANSITIONAL CARE HOUSE?
Sunset House is currently classified as a level 4 transitional care house, 
according to the Department of Children and Families criteria regarding 
such programs. This includes providing 24 hour paid staff coverage seven 
days per week, requires counseling staff to never have a caseload of 
more than 15 participating clients. Sunset House maintains this licensure 
by conducting three group therapy sessions per week as well as one 
individual counseling session per week with qualified staff. Sunset House 
provides all of the above mentioned services for $300.00 per week. This 
also includes a bi-monthly psychiatric session with Dr. William Romanos 
for medication management. Sunset House continues to be a leader in 
affordable long term care and has been providing exemplary treatment in 
the Palm Beach County community for over 18 years. 
As a Level 4 facility Sunset House is appropriate for persons who have 
completed other levels of residential treatment, particularly levels 2 and 
3. This includes clients who have demonstrated problems in applying 
recovery skills, a lack of personal responsibility, or a lack of connection 
to the world of work, education, or family life. Although clinical services 
are provided, the main emphasis is on services that are low-intensity 
and typically emphasize a supportive environment. This would include 
services that would focus on recovery skills, preventing relapse, improving 
emotional functioning, promoting personal responsibility and reintegrating 
the individual into the world of work, education, and family life.
In conjunction with DCF, Sunset House also maintains The American 
Society of Addiction Medicine or ASAM criteria. This professional society 
aims to promote the appropriate role of a facility or physician in the care of 
patients with a substance use disorder. ASAM was created in 1988 and is 
an approved and accepted model by The American Medical Association 
and looks to monitor placement criteria so that patients are not placed in 
a level of care that does not meet the needs of their specific diagnosis, in 
essence protecting the patients with the sole ethical aim to do no harm. 
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REGULATION OF DEPRESSION BY A NEW TYPE OF BRAIN 
STIMULATION IN ADDICTED PATIENTS: REDEEMING JOY

By Nicholas Dogris, Ph.D. and Kenneth Blum, Ph.D.

Depression is also known as clinical depression and major depressive 
disorder (MDD). This severe medical illness affects 15 million American 
adults every year or about 5-8% of the adult population of the US. 
Women are nearly twice as likely as men to develop major depression. 
The severe symptoms effect how you feel, think, and handle daily 
activities, such as sleeping, eating, or working. For a clinical diagnosis, 
the symptoms must be present for at least two weeks. It is well-known 
that when patients first attend chemical dependency treatment centers, 
clinical assessment measurers show 100% MDD, but upon completion, 
33% remain depressed. Some candidate genes are known to associate 
with risk variations (polymorphic alleles) for low dopamine function, 
and hypodopaminergic trait (DNA) occurs. Many articles, including 
“Psychology Today” featuring the work of one of us (KB) suggested that 
the “thrill is gone” based on an array of reward genes known to reduce 
dopamine function through a well- known cascade called “Brain Reward 
Cascade” (see figure 1). Most scientists would agree that in essence, 
MDD occurs especially in patients attending a chemical dependency 
program as a form of lack of experiencing pleasure from everyday 
activities (anhedonia) included as one subset of Reward Deficiency 
Syndrome (RDS). 

Figure 1 Brain Reward Cascade (BRC) 
Any intervention intended to alter nervous system function using 
energy fields such as electricity, magnetism, electromagnetic field 
or all the above has been defined as Neurostimulation. 
Neurostimulation 
Surprisingly, historical literature has described neurostimulation to treat 
physical maladies for over a thousand years. Its use for psychiatric dis-
orders became popular in the past century especially for overcoming 
depression (anhedonia). Since the 1930’s, Electroconvulsive therapy 
(ECT) was recognized as an effective treatment for severe depression, 
catatonia, and other mental health disorders. However, due to serious 
adverse side effects and poor treatment outcomes, the treatment came 
under scrutiny in the 1970’s. Anthony Barker, from the U.K., introduced 
repetitive transcranial magnetic stimulation (rTMS) as a replacement for 
ECT in the 1980’s. Repetitive TMS is considered a non-invasive form of 
neurostimulation, and lower intensity non-invasive treatment known as 
transcranial direct current stimulation (tDCS) was being investigated in 
European countries. Transcranial DCS uses the same type of energy 
as ECT (DC Stimulation), but although it was hundreds of times weaker 
(2.5-4 mA vs. 600-800 mA respectively), it was found to have a signifi-
cant impact on people with depression with fewer side effects. As a re-
sult, tDCS became an approved treatment for depression in Europe and 
is currently available to anyone without a prescription.
Over the past 20 years, a body of science has demonstrated that 
tDCS is a safe and effective treatment for depression. Evidence 

from a meta-analysis conducted in more than 20 universities and 
clinics globally showed no serious adverse side effects in over 1000 
subjects over 33,000 treatment sessions. Despite the overwhelming 
evidence in the United States, the FDA has not yet approved tDCS 
for the treatment of depression. However, the FDA is now consid-
ering new therapies that can reduce the symptoms of anxiety and 
depression in patients suffering from opioid addiction. 
Therapeutic neurostimulation and neuromodulation modali-
ties are causing real excitement amongst clinicians but have not 
been widely considered a front-line approach in chemical depen-
dency programs across the United States. Recent advances in 
quantitative electroencephalography (QEEG) brain mapping has 
allowed clinicians to identify and target specific brain regions that 
are deregulated and may lead to dysfunctional processing of in-
formation. QEEG brain mapping enables the clinician to measure 
the brain directly and match deregulated systems with observable 
behaviors. The resolution of QEEG mapping has improved so much 
that the results are a close match to the results obtained through 
Magnetic Resonance Imagining (MRI) analysis. 
One important reason for the increased interest in neurostimula-
tion is that tDCS can induce a relaxation response within a single 
treatment session by increasing the amount of the major inhibitory 
neurotransmitter, gamma-Aminobutyric acid, (GABA) that increases 
relaxation. This may occur by increasing the amount of GABA at 
the cathodal (the negatively charged electrode) stimulation point. 
It has also been suggested that tDCS causes global surges of 
sodium and calcium ions in the astrocytes which are star-shaped, 
specialized glial cells, that clear the spaces between the neurons of 
excess potassium, which the neurons release when they’re excited. 
The uptake and release of neurotransmitters are also regulated 
by astrocytes. These substances include adenosine triphosphate, 
or ATP, glutamate, alanine, aspartate, glutamine, and GABA. As-
trocytes store and produce glycogen, a sugar necessary for the 
proper functioning in the hippocampus and frontal cortex of the 
brain and play a role in memory and learning in the hippocampus- 
the area of the brain responsible for connectivity between feeling 
(limbic) and thinking (cortical) structures. In fact, resting state func-
tional connectivity (rsFCT) whereby one region of the brain talks 
to another region of the brain is so important that NIDA scientists 
believe that any reduction of this rsFCT will induce drug seeking 
behavior. This effect has been shown in the literature to increase 
performance, learning capabilities and the acquisition of new skills. 
The re-organization of large-scale networks has been shown within 
a single session of tDCS. By acting through mechanisms other 
than pharmacotherapy, Neurostimulation offers hope of treatment 
success where medications have failed. Since neurostimulation in 
contrast to medication has no serious, if any, side effects, it may be 
seen as being better tolerated, used alone or in combination with 
pharmacotherapy, psychotherapy or neurofeedback. 
A growing body of evidence suggests certain types of neurostimula-
tion might modify a broad spectrum of brain functions, giving rise to 
speculation about its potential to improve cognition or nonspecific 
symptoms in healthy individuals, thereby suggesting that similar 
gains might be achieved in depressed patients attending a chemical 
dependency residential program. 
The development and testing of a new treatment modality for co-
morbid chemical dependence, and Major Depressive Disorder
Understanding this excitement, one of us (ND), an experienced, 
licensed psychologist and neuroscientist practicing in South Florida, 
has developed and tested a new treatment modality for patients 
that have co-morbid chemical dependence and Major Depressive 
Disorder (MDD) [see figure 2]. 

Continued on page 20
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I have a beloved patient whose millennial daughter has proudly 
embraced her diagnosis of Borderline Personality Disorder stating 
that understanding this diagnosis has notably enhanced her self-
awareness and capacity for forgiveness both of herself and, yes, of 
others. I am one of the first to argue that one should never embrace 
a diagnostic moniker as a global identifier, yet, here is a young 
woman who argues that the title is somehow grounding. As the 
mother of a man who suffers from a long-standing struggle with 
mind-altering drugs, I have quietly wondered if my own child does 
not fall into the so-called Borderline spectrum as addictive behavior 
and emotional dysregulation are prominent features of his behavior 
and of the BPD diagnosis.
Because medical diagnosticians sadly painted addictive illness 
into a corner for fifty years, believing it to be a form of learned and 
“chosen” character defect, the individual with addictive illness often 
went without a psychiatric diagnosis of any kind as the clinicians 
waited for the confounding variable of addiction to be contained 
(i.e.: psychiatric diagnosis came only after a sustained period of 
total sobriety). Psychiatry only recently has begun to recognize 
and, yes, accept, that there are patients with co-occurring disorders 
ethically mandating that both categories of illness be addressed 
at the same time and not sequentially. Sadly, this being said, too 
few drug and alcohol treatment programs view addiction and, yes, 
Borderline Personality Disorder, as an illness. 
In the early 1980’s, when I began my internship in a busy 
medical school psychiatry clinic, if truth be told, there was a 
quiet, unannounced pattern of never telling our patients that we 
suspected that they had the “label” of Borderline Personality 
Disorder. The reason for such subterfuge probably lies with the 
unstated professional belief that the diagnosis was somehow 
shaming and sadly impervious to treatment. Not only did we 
clinicians fear inviting a patient “meltdown” understanding that 
the diagnosis was stigmatizing and alienating but perhaps, 
many therapists understood the danger of their own subjective 
confusion about the diagnosis. For better or worse, the diagnosis 
of BPD remains a continuous thorn in the side of clinicians. The 
standard question that haunts the treatment providers is often one 
that finds them in the obfuscation of Bipolar Disorder-Borderline 
Personality Disorder symptom overlap.  Even seasoned clinicians 
who readily know the nuances of the Psychiatric  Diagnostic and 
Statistical Manual (DSM5) continue to muddy the diagnostic field 
with these two “conditions.” 
You might wonder why this even matters but it matters very 
much. Let me explain why. First of all, personality disorders 
were not deemed responsive to biological interventions. As 
with addictive illness, personality or character (disorders) was 
seen to be the outcome of experience less than from biological 
roots or heritability. Freud took us down this dark, convoluted 
road blaming mothers and early child experience for the adult 
aberrant behavior and cognition. Alas, I am currently noting a 
form of replay of this Freudian philosophy when I hear clinicians 
arguing that all addictive illness or aberrant character is informed 
by childhood adverse events  (aka: trauma). That being said, it 
matters very much whether clients receive a biological psychiatric 
diagnosis because, frankly, it gives them more gravitas with 
their providers and more opportunity for medical intervention. 
Historically, patients with Borderline Personality Disorder and 
addictive illness were promptly dismissed from medical care and 
referred “out” to talk therapists. My own son, when receiving a 
medical assessment for Supplemental Security Income (SSI)) 
application was seen by the medical assessor for seven minutes. 
The addiction component in his co-occurring disorder immediately 
alerted the physician to his ineligibility for medical disability. 

 I have had a major epiphany regarding those diagnosed 
with Borderline Personality Disorder which might explain the 
shared phenomena of addictive behavior in both those with 
Obsessive-Compulsive Personality Disorder and Borderline 
Personality Disorder. Historically, we have envisioned these 
two very different types of brain wiring as linked with profoundly 
different types of people; those with high emotional regulation 
(the so-called anxious good citizen-obsessive compulsives or 
“farmers”) and those with high emotional dysregulation (the 
in-the-moment, strategic, quick to rage-Borderline “hunters.”)  
The obsessive-compulsive good citizens were seen as fearing 
breaking rules that would offend others. The Borderline 
patients were wrongly perceived to have few or no rules guiding 
their behavior. I fear that we clinicians failed to recognize 
that patients with Borderline Personality Disorder do indeed 
have high anxiety informed by perceived breeches of their 
rules. In fact, the Borderline patient suffers a higher level of 
perceived emotional distress over even small assaults to their 
rules system. The so-called “farmer” might experience a small 
amount of annoyance were a friend to arrive late to a lunch 
date whereas the “hunter” would be furious and punitive. 
So what is the  component found in addictive illness shared 
by both the farmers and the hunters? I have to argue that it is 
anxiety! Historically, we have failed to see or worse yet have 
ignored anxiety in those in the narcissistic spectrum. Because 
the individual falling into the narcissistic spectrum is so often 
a risk-taker too often throwing caution to the wind, we think of 
these individuals as lacking protective anxiety. You know, the 
kind of anxiety that we farmers know as our braking mechanism. 
That being said, the anxiety in those who struggle with 
emotional dysregulation is informed by a belief in one’s inherent 
unworthiness often masked by self-aggrandizement. Those with 
obsessive-compulsive behaviors know this same pain. They toil 
in the fields of perfection believing that their base commonness, 
their lack of perfection, makes them truly unlovable. However, 
believing in some form of future payoff, they embrace the Myth 
of Sisyphus pushing the rock up the mountain day after day as it 

THE INTERPLAY BETWEEN BORDERLINE PERSONALITY DISORDER 
AND ADDICTIVE ILLNESS

By Caroline Ridout Stewart, MA, MSW, LCSW
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From The Hearts of Moms

For the Families

I’m sending you this letter because I’ve read some of the articles in 
The Sober World and I think your magazine does a great service 
to the community. I recently read the article “Loving A Child with 
Addiction” and it stirred up a lot of feelings for me. I don’t know if 
you remember me, but we met a few weeks back, paying a Shiva 
call for someone that lost their son. 
I have three children. Two are addicts. All three had the same 
childhood growing up and the same parents (i.e. the same genes). 
My youngest daughter started using heroin around 15 years old. We 
lived in New York at the time. I used tough love with her, sent her 
into treatment in her early 20’s, and she has been clean for the past 
26 years- in spite of not going to meetings for the last 15 years. She 
is a single mom and works hard. She owns her own home and both 
her girls graduated from college and are doing well. I have another 
daughter who has never given me a moments grief in her whole life 
and is happily married. 
My son was my best friend, who I positively adored. He was in 
treatment numerous times, would accumulate some clean time 
and then relapse. He was helpful whenever I needed him, could fix 
anything that was broken and was a wiz with the computer. He helped 
me decorate my house including the landscaping when we moved 
to Delray from up north. He was a gentleman and very respectful. 
He never lived with us and always had his own place. He went to 
meetings intermittently. I’ve gone through all the drama that comes 
with loving an addict. We gave him rides when he was without a car 
or license, helped him with rent money and other loans when he 
needed it. He made attempts to pay us back from time to time, but 
usually somewhere along the way he would relapse and the whole 
cycle would start over again. He would lose his job and as a result, get 
evicted. This was a recurring situation about every year. We’ve been 
through overdoses, jail time, job losses, one heart attack (that 
we know of) resulting in two stents. We always welcomed 
him and his friends into our home. A few years ago, 
a roommate of his died of an overdose. He was 
so shook up, that for a few months it scared him 
straight, then he started to feel better and you 
know the rest. He was very handsome, smart, 
likeable and always got good jobs. I had to 
detach from him because I was making too 
many visits to the ER due to stress related 
symptoms. My health was deteriorating and I 
developed PTSD. I would check my cell phone 
every minute to see if he texted me in case 
he “needed” me for something. Every time the 
phone rang I would wonder if this was the dreaded 
call. I didn’t sleep many nights and woke up scared 
every morning. I didn’t want to go on vacation because 
I was afraid he would need me for something. I became 
totally addicted to my son. My husband and I took verbal abuse 
from him at times, in spite of the fact that we were the only two people 
helping him. He lost his license more than once and had several cars 
and motor cycles that were either repossessed or wrecked. He was 
diagnosed as Bi-Polar and was prescribed medication for it. We were 
never sure if he was taking it regularly or if it was helping him.  
I read what the doctors, the therapists, the CACs, the addicts and 
alcoholics and all the “professionals” write. It’s a crap shoot as to 
who stays sober and who doesn’t. Families are paying for lavish 

treatment centers, halfway and sober houses, and their kids keep 
on relapsing. Why do some people get it and some don’t?
Every time my son would call or text me with a request for money, 
a ride or a favor of some kind (while I was enjoying my life) I would 
panic, drop everything and run to help him because I thought I was 
helping to keep him alive. One therapist told me I could rescue him 
all I wanted, but I could never save him, only he could save himself. 
So, I stopped rescuing him and my life got a little better. I was still 
sad and missed him a lot, but my general health got better. 
Something else I learned from a therapist was, that behind 
every addict and alcoholic, is a lonely heart. To me, this means 
connection is the antidote for addiction.  
Some people in the 12 step meetings are getting too many pills 
from their doctors. They think they’re clean, but they’re not. I’m 
not saying people shouldn’t take medication that is prescribed for 
depression, anxiety and other diseases, but, people are taking 
pills “as needed” over the counter and for every little ailment and 
problem. This teaches them that a pill will solve the problem, take 
away the feeling ... escape from the feeling. 
My son was a resident in a “Sober House” for many months. While he 
was there, he died from an overdose of fentanyl mixed with cocaine. 
The detective on the case who came to my home in Delray to advise 
me of my son’s passing said my son had been dead for about 4 or 5 
days. What kind of sober house can this be that no one there knew 
he was dead? His alarm clock kept going off every day and they said 
that’s what alarmed them. What about the smell of a dead body? I 
don’t believe the residents were drug tested, or anything else that 
would normally take place in a “Sober House”. There were several 
bedrooms with each person having their own bathroom with a lock on 
the bedroom door. There was a community kitchen and a community 
living room. His landlord actually was the one who identified his body. 
Someone in the sober house had to call the landlord to come and 
unlock David’s door to get into his room. I wanted to see my son’s 
room and get his possessions, but the landlord said it wasn’t nice for 
me to see. He did bring my son’s computer, his clothes and some other 

personal belongings to my home. My son had an expensive 
bike and always had a backpack, but the landlord said 

he was behind in the rent so he kept those things in 
lieu of the rent he owed. REALLY?? I would have 

liked to have my son’s bike to give to his son. No 
toiletries were given to me and there was no cash 
in his wallet, nor did I get his medication back. 
I believe he also had a valid driver’s license at 
the time which I also did not find in his wallet. 
The landlord, a retired NYC policeman seemed 
to like my son and I was grateful he brought the 
number of things to my house that he did. When 

his phone was returned to me by the police, I 
got contacts from his phone of his job and some 

“friends” but no one wanted to talk to me. 
I have written this article so I could express how I 

feel and to hopefully help other families who are dealing 
with their addicted loved one. You must check out the sober 

living facility where your child is living. Some of these sober houses 
are money making businesses taking advantage of the suffering 
addict and people with emotional disorders. I have left a lot of 
information out of this memo to protect people’s anonymity. Why 
would it take someone 4-5 days to find my son? This is more like a 
boarding house than a sober living. Where is the oversite? There 
are many questions you need to ask, and make sure you check the 
place out yourself as well. Aftercare is the most important part of an 
addict’s recovery. 

“This was written by someone I met a few weeks 
back who prefers to remain anonymous..”

~Patricia
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A New PATH
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Changes

www.changesaddictionsupport.org
City of Angels

www.cityofangelsnj.org 
FAN- Families Against Narcotics
www.familiesagainstnarcotics.org

Learn to Cope
www.learn2cope.org

The Long Island Council on Alcoholism  
and Drug Dependence

www.licadd.org
Magnolia New Beginnings

www.magnolianewbeginnings.org
Missouri Network for Opiate Reform and Recovery

www.monetwork.org
New Hope

facebook.com/New-Hope-Family-Addiction-Support-1682693525326550/
Not One More
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PAL - Parents of Addicted Loved Ones 
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IMPORTANT HELPLINE NUMBERS

ALCOHOLICS ANONYMOUS WWW.AA.ORG
AL-ANON WWW.AL-ANON.ORG
 888-425-2666
NAR-ANON WWW.NAR-ANON.ORG
 800-477-6291
CO-DEPENDENTS ANONYMOUS WWW.CODA.ORG
 602-277-7991
COCAINE ANONYMOUS WWW.CA.ORG
 310-559-5833
MARIJUANA ANONYMOUS WWW.MARIJUANA-ANONYMOUS.ORG
 800-766-6779
NARCOTICS ANONYMOUS WWW.NA.ORG
 818-773-9999 EXT- 771
OVEREATERS ANONYMOUS WWW.OA.ORG
 505-891-2664
NATIONAL COUNCIL ON PROBLEM GAMBLING WWW.NCPGAMBLING.ORG
 800- 522-4700
GAMBLERS ANONYMOUS WWW.GAMBLERSANONYMOUS.ORG
 626-960-3500
HOARDING WWW.HOARDINGCLEANUP.COM
NATIONAL SUICIDE PREVENTION HOTLINE WWW.SUICIDEPREVENTIONLIFELINE.ORG
 800-273-8255
NATIONAL RUNAWAY SAFELINE WWW.1800RUNAWAY.ORG
 800- RUNAWAY (786-2929)
CALL 2-1-1 WWW.211.ORG
ASSOCIATION OF JEWISH FAMILY AND CHILDRENS AGENCIES WWW.AJFCA.ORG
 410-843-7461
MENTAL HEALTH WWW.NAMI.ORG
 800-950-6264
DOMESTIC VIOLENCE WWW.THEHOTLINE.ORG
 800-799-7233
HIV HOTLINE WWW.PROJECTFORM.ORG
 877-435-7443
CRIME STOPPERS USA WWW.CRIMESTOPPERSUSA.ORG
 800-222-TIPS (8477)
CRIME LINE WWW.CRIMELINE.ORG
 800-423-TIPS (8477)
LAWYER ASSISTANCE WWW.AMERICANBAR.ORG
 312-988-5761
PALM BEACH COUNTY MEETING HALLS

CLUB OASIS 561- 694-1949
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Compassion is ultimately the ability to completely understand and 
share in the feelings of another. It is a powerful tool that redirects 
blame and shame. Its intentions are to help the individual make a 
healthy connection to the problems that lay before them ultimately 
helping in the process of recovery. Compassion is the ability of 
being unconditional in a conditional world.  
Compassion should never be confused with sympathy. Sympathy is 
a misguided source of care. Sympathy is an intense manifestation 
of sorrow and pity, but lacks in the ability to discern between 
empathy and responsibility. Empathy and sympathy make strange 
bedfellows. While both are filled with good intentions; it is sympathy 
that enables the right to make excuses and to overlook personal 
responsibility; through empathy we have a deeper understanding 
and emotional connection to the struggles of another. While 
empathy has a number of positive attributes and characteristics; its 
intentions are flawed. Not unlike its counterpart sympathy; empathy 
has an ability of motivating the caring nature of an individual. It is 
through this caring nature that an individual will often feel motivated 
to carry someone else’s luggage rather than teaching that individual 
to carry his or her own luggage. While the intentions of empathy 
and sympathy are purely altruistic; it is through such altruism that 
we may allow harm to become prevalent in our own lives.  
Yale professor and psychologist, Dr. Paul Bloom discusses the 
common mis-leadings of empathy. He discusses how empathy 
can be limiting and ultimately allow harm to the individual providing 
care.  “By empathy I mean feeling the feelings of other people. So 
if you are in pain and I feel your pain - I am feeling toward you. If 
you are anxious, I pick up your anxiety. If you are sad and I pick up 
your sadness, I am being empathetic.” Empathy teaches us to take 
on the pain, the heartache, and the struggles of another. Thus, it is 
through an empathetic approach that we might prove vulnerable in 
our desire to provide care. Dr. Bloom’s argument is that we should 
consider a different pathway of care.  
Compassion instills all of the positive attributes and qualities of 
empathy, but it recognizes that we must teach others to carry 
the weight of their own burdens, struggles and sorrows. It is the 
ultimate empowerment and liberation of the psychological-self.  
It is through a compassionate heart that an individual is willing to 
go out of their way to help another, but with the clarity that they 
too must be mindful of their own needs. Compassion teaches us 
to show empathy and sympathy through a measured approach. It 
is neither self-serving or self-indulgent, rather it is concerned with 
the personal empowerment of others.  Essentially, compassion is 
concerned about helping others to alleviate and prevent harm.  

The compassionate individual has a desire to 
help in all perspectives of an individual’s life 
including the physical, mental and emotional. It is through this 
process of care that an individual should learn to be empowered. 
Empowerment is the ability to proclaim liberation, power, and 
authority over something. Empowerment is that ability of proving 
stronger, more confident and resilient. For an addict, it is claiming 
one’s right over the addiction. Empowerment is the ability to claim 
one’s right over any particular issue, as well as, accept personal 
responsibility of all aspects of one’s life. Empowerment is a platform 
for not only enabling an individual to resist past challenges and 
temptations, but to overcome the mindset of powerlessness and 
the lack of influence. Empowered individuals are unwavering 
individuals. Empowered individuals are tempered individuals 
who have been enabled to overcome, conquer and prevail 
over challenges in life. An empowered individual is capable of 
distinguishing the good from the bad.  Empowerment is not only key 
for overcoming, but it provides the individual personal awareness 
into his or her own role in this game called life.  
Compassion should strive to empower and show an unconditional 
spirit towards others. A compassionate heart is not limited by the 
recognition of those we know, but also includes those that we do 
not know. Whereas empathy is often limited to those that we have a 
personal relationship with; compassion drives home the notion that 
everyone is worthy of unconditional love, acceptance, approval, 
meekness, tenderness, and kindness. Compassion is the greatest 
ally, because it instills in the heart of the vulnerable a need to prove 
strong and personally resilient. When I am compassionate, I am 
acting out of the interest of another; whereas, when I am merely 
empathetic I may be acting out of my perceptions of morality and 
justice. 
The benefits of compassion are fourfold: it has the ability to share in 
the feelings of another; to offer unconditional comfort, support and 
love unto to another; it teaches us to recognize the pain of another 
without having us walk in the individual’s shoes; and to prove 
the ultimate accountability partner of another. While many of the 
positive attributes of empathy and sympathy are embodied into the 
concept of compassion; compassion is capable of recognizing the 
need to separate our lives from those that we serve.
Reflecting back, I recall making a common mistake of many of 
my fellow clinicians. I would take on my patient’s pain and sorrow, 
rather than trying to empower them to take on their own life’s 
struggles. As a parent, I still fight this battle of trying to eliminate 
my children’s pain and angst by carrying it for them, rather than 
teaching them to carry the weight of their own life challenges. 
Compassionate empowerment teaches another to be the captain 
of their own unique vessel. Addicts need a strong advocate to 
help them to prove personally resilient, uncompromising and 
unwavering. Addicts need to eliminate their excuses, blame and 
shame; and begin taking on the cloak of personal responsibility.  
An addict that is not empowered will find it difficult to overcome the 
challenges of life; but for the addict that is taught personal self-
empowerment, they will prove resilient. Compassion reminds us 
that we are capable of overcoming and facing life’s challenges. A 
compassionate heart is a sincere heart. 
Dr. Asa Don Brown, Ph.D., C.C.C., D.N.C.C.M., F.A.A.E.T.S. 
Website: www.asadonbrown.com 
References Provided Upon Request

LIVING BEYOND
By Dr. Asa Don Brown, Ph.D., C.C.C., D.N.C.C.M., F.A.A.E.T.S.

THE POWER OF COMPASSION IN ADDICTION
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PLANT BASED MEDICINES THAT CAN CHANGE ADDICTION TREATMENT  
AS WE KNOW IT

By John Giordano, Doctor of Humane Letters, MAC, CAP Continued from page 6

system opens the door to a plethora of non-toxic plant based 
remedies for common ailments. The publication Healthline 
published these examples:
• CBD oil may help reduce chronic pain by impacting 

endocannabinoid receptor activity, reducing inflammation and 
interacting with neurotransmitters.

• CBD oil has shown promise as a treatment for both depression 
and anxiety.

• CBD oil has even been used to safely treat insomnia and anxiety 
in children with post-traumatic stress disorder.

• CBD has also shown antidepressant-like effects in several 
animal studies.

• CBD may help reduce symptoms related to cancer and side 
effects related to cancer treatment, like nausea, vomiting and pain.

• Researchers believe that CBD’s ability to act on the 
endocannabinoid system and other brain signaling systems may 
provide benefits for those with neurological disorders.

• Recent research has linked CBD with several benefits for the 
heart and circulatory system, including the ability to lower high 
blood pressure.

• Studies suggest that CBD may help people with schizophrenia 
and other mental disorders by reducing psychotic symptoms

And more relative to this story, CBD oils have shown promise in 
attenuating withdrawal symptoms. Although more research in humans 
is needed, researchers are encouraged by what they’ve seen so 
far and believe CBD oils will soon play a more substantial role in 

substance abuse treatment and treatment for mental health disorders.
These are just two examples of plant based medicines with far 
reaching medicinal values and low downside that have been 
locked up in a cupboard for the last fifty years in this upside down 
reality we live in today. There are other substances that hold great 
medicinal promise that are locked up as well. Fortunately, 31 states 
have legalized medical Marijuana, but it, along with Ibogaine, 
remain schedule 1 drugs. 
We need to encourage our lawmakers to rethink this backwards 
universe they’ve created. Between 1999 and 2016 over 600,000 
Americans died an avoidable death due to a drug overdose. In the 
same time frame, zero people died solely due to Marijuana or Ibogaine. 
On average, 115 Americans die every day from an opioid overdose; 
yet opioids (mostly schedule 2 drugs) continue to be handed out like 
lollypops by doctors and dentists across the country while plant-based 
medicines that can help curb this raging epidemic remain locked up on a 
dusty shelf as a schedule 1 drug. Truth is stranger than fiction.
John Giordano is the founder of ‘Life Enhancement Aftercare 
Recovery Center,’ an Addiction Treatment Consultant, President 
and Founder of the National Institute for Holistic Addiction Studies, 
Chaplain of the North Miami Police Department and is the Second 
Vice President of the Greater North Miami Beach Chamber of 
Commerce. He is on the editorial board of the highly respected 
scientific Journal of Reward Deficiency Syndrome (JRDS) and has 
contributed to over 69 papers published in peer-reviewed scientific and 
medical journals. For the latest development in cutting-edge addiction 
treatment, check out his websites: www.PreventAddictionRelapse.com 
www.HolisticAddictionInfo.com
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Continued on page 30

REGULATION OF DEPRESSION BY A NEW TYPE OF BRAIN STIMULATION 
IN ADDICTED PATIENTS: REDEEMING JOY

By Nicholas Dogris, Ph.D. and Kenneth Blum, Ph.D.
Continued from page 12

Figure 2 
This modality utilizes the NeuroField™ system, the first system 
that measures physiological responses to pulsed electromagnetic 
stimulation (pEMF), tDCS and transcranial alternating current 
(tACS) through EEG and heart rate variability (HRV). In order to 
help the readership to understand this analysis we have structured 
this article descriptive as follows:
Method: Patients entering into the program were brain mapped 
with QEEG and then given a neurostimulation protocol for five to 
seven days while they underwent a medical detoxification protocol. 
They were then brain mapped again and the data was analyzed to 
determine if depressive symptoms were reduced and to examine 
changes in the QEEG.
The treatment population: Briefly, a total of 86 addicted patients, 
65 males, 21 females, diagnosed with primary MDD at initial intake 
were provided with the NeuroField neurostimulation technique (no 
neurofeedback) for at least five days. Patients were asked to rate 
the level of depression and anxiety they felt, and their quality of 
sleep daily. Forty-five patients who also underwent detoxification 

procedures without neurostimulation (but did have neurofeedback) 
served as controls. 
Results: The outcome shows significant changes in the QEEG of the 
86 treated group as compared to the 45 controls who also underwent 
detoxification procedures without neurostimulation. Patients reported 
a significant reduction in symptoms of depression and improvement 
in sleep by day five of the detox procedure. No adverse side effects 
were noted by medical staff, and the treatment was tolerated well 
by all participants. Symptom ratings for depression and insomnia 
decreased significantly from the start of therapy until day five of the 
study. Significant changes in the stimulation group were observed in 
the delta, theta, alpha, beta, high beta and gamma frequency bands. 
The no stimulation control group had significant changes in the alpha 
frequency band only (see figures 3 -5 at right). 
On the other hand, Figures 6 and 7 (at right) represent the 
significant findings with neurostimulation group only. In figure 6, 
notice the brain map showing a reduction in delta frequency in 
post –treatment which is highlighted in figure 7 represented as an 
analytic graph. Also, notice that similar to the neurofeedback control 
group, alpha frequency was reduced as expected for benefiting a 
depressed patient (Figure 8 at right). 
Discussion 
Both groups were given detoxification medications which indicate 
that the stimulation group’s pre vs. post differences were associated 
with more than a medication effect. The literature suggests 
that elevated frontal alpha is associated with major depressive 
symptoms. It is also known that depression is also linked to high 
delta waves as well. Both groups showed a reduction in frontal 
alpha that was significant. However, the stimulation only group 
also showed reductions across the frequency spectrum (0.5-50 
Hz range) especially for both alpha ad delta frequencies which 
suggests that neurostimulation paired with medical intervention 
may have enhanced the outcome. The importance here is that 
neurostimulation caused more significant changes than the 
neurofeedback group in a faster amount of time than is normally 
observed in neurofeedback studies. This in by itself has potential 
therapeutic implications highlighting the real importance of 
neurostimulation in these depressed patients. 
In summary, unlike other neurostimulation paradigms, the selected 
adopted novel Neurofield technology utilizing very low intensity 
showed not only therapeutic advantage in these recovering 
depressed patients but provided a clear depiction of the Mechanism 
of Action (MOA) as measured by QEEG. More research is needed 
in this area to determine the long-term impact of neurostimulation 
on addiction and MDD. However, these first study outcomes 
as reported herein are compelling. Most significant is that our 
study patients are excited about their progress especially about 
“redeeming joy”!

Dr. Dogris is a licensed health Psychologist and Neuroscientist who 
practices in Santa Barbara, CA. Dr. Dogris is the Neurorehabilitation 
Director at the Florida House Experience in Deerfield Beach, FL. 
He is an expert in the field of psychology with board certifications 
in neurofeedback and quantitative electroencephalography 
(QEEG) analysis. Dr. Dogris developed the first, synchronized, 
neuromodulation and neurostimulation system that utilized normed 

referenced data and QEEG analysis for the treatment of multiple 
neurological problems. 
Kenneth Blum, B.Sc. (Pharmacy), M.Sc., Ph.D. & DHL; received 
his Ph.D. in Neuropharmacology from New York Medical College 
and graduated from Columbia University and New Jersey College 
of Medicine. He has published more than 550 abstracts; peer-
reviewed articles and 14-books.
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Continued on page 30

Figure 3. QEEG Brain Maps for Controls (left)
Figure 4. Graphic analysis showing reduction of Alpha in controls (above center)
Figure 5. Graphic analysis showing no change in Delta in controls (above right)

Figure 6.  Stimulation Only Group  (left
Figure 7 –Graphic representation showing reduction in delta frequency post neurostimulation 
treatment. (above center)
Figure 8 –Illustrating that post-neurostimulation treatment Alpha frequency is reduced similar to the 
neurofeedback control. (above right)

continues to fall back down. It is not such a stretch of imagination 
to see how any compulsive behavior (workaholism,  repetitive self-
harm, anorexia, hoarding, gambling and drug and alcohol abuse) 
could create predictability that is otherwise missing. Addiction is 
the hand-maiden of unpredictable reward. And, if I am not being 
too reductionist, for the many who suffer from an alcohol disorder 
or opioid disorder, these drugs are experienced as anxiolytic and 
bring true mental and physical peace for a few hours. 
In conclusion, the sad truth is that while both hunters and 
farmers share some of the same roots of addictive illness, 
the course of remission is not the same. Again, looking at the 
variable of prefrontal foresight, it is much harder to “recover” 
(harm reductionists would say “achieve remission”) for those 
whose brains essentially trap them in the present. Sadly, this 
is true of those with Borderline Personality Disorder who have 
not had the advantage of treatments designed to arbitrarily 
improve foresight such as Mentalization Therapy (UCLA) and 
DBT(Marsha Lanahan, PhD.) The farmers, on the other hand, 
can innately visualize a future payoff informed by abstinence 
and dedication to a new path of health. For most farmers, there 
is the memory of a prior level of high-functioning that preceded 
the decline into addictive illness and the promise of a return to 
this gratifying state. This is less true for the hunters who frustrate 

easily and who have no abiding belief or internalized visual 
reminder of the future rewards of present-day vulnerability such 
as mandated residential treatment. Clearly, clinically-informed 
drug and alcohol treatment programs must work harder to 
understand that their clients are not all cut out of the same cloth 
and require sensitivity to these real brain differences.  
Caroline Ridout Stewart recently retired from the UCSD 
Department of Psychiatry where she was a Clinical Instructor and 
Psychotherapist for over twenty years specializing in the treatment 
of anxiety and addictive illness. Caroline continues to be a harm 
reduction provider in her private practice where she enjoys working 
with those struggling with opioid misuse. She is the mother of a son 
who suffers from a co-occurring disorder and leads the local NAMI 
Co-Occurring Support Group for Family Members whose children 
suffer from both mental and addictive illness. Caroline has been 
the President of the board of A New PATH (Parents for Addiction 
Treatment and Healing). www.anewpath.org

THE INTERPLAY BETWEEN BORDERLINE PERSONALITY DISORDER AND 
ADDICTIVE ILLNESS

By Caroline Ridout Stewart, MA, MSW, LCSW
Continued from page 14
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“ Mens sana in corpore sano”
~ Roman poet Juvenal (c.55 – 127 AD)

“Those who are happiest are those who  
do the most for others.”

~Booker T. Washington (1856-1915)

WILL I EVER SLEEP? SLEEP IN YEAR ONE
By Stephen M. Lange, Ph.D.

Continued from page 4

melatonin in preparation for bedtime. Sunlight between breakfast 
and lunch will help you feel alert today and to sleep tonight. A 
bonus of sunlight is that it also acts as a natural antidepressant. It 
is one of nature’s buy one-get one specials. 

3. Our bodies and minds need daytime work. In order to feel 
healthy and to regulate our sleep-wake cycles, we need to work 
our minds and bodies. Before modern machinery, when our 
ancestors labored physically as well as mentally from sun-up to 
sundown, there were probably few people with insomnia. Now, 
many of us work with our minds, often sitting for long hours in front 
of screens, and do not get the moderate physical exercise we need 
to feel alert during the day and to signal our bodies when it is time 
to rest. Moderate physical exercise, especially between breakfast 
and lunch, will improve your alertness today and your sleep tonight. 
Like daylight, moderate physical exercise is another of nature’s 
great buy one-get one deals. It, too, is a natural antidepressant. 

4. Naps are sleep killers. We have a budget of how many hours 
we sleep in any 24 hour period. If we nap during the day, we 
deduct this time from our nighttime sleep. We also stray from 
the natural day-night cycle which can leave us feeling off-
balance, and can confuse our bodies and brains. Do not spend 
your daily allotment of sleep during the day by napping. 

5. Use insomnia to learn about yourself. After a sleepless 
night, think for a moment, “What was I thinking about when I 
was trying to fall asleep?” You may have been thinking about 
a conflict you need to solve, a relationship you want to repair, 
or other unfinished business. If you have not shared these 
struggles with your counselor, sponsor, therapist, or Higher 
Power, maybe you should. Struggling alone is tough, especially 
at night. Consider your nighttime thoughts a gift of important 
insights about your struggles that “keep you up at night,” and 
that you might want to work on during the following day. 

6. We need darkness at night. Just like our ancestors performed 
hard, physical daily work and experienced sunlight during the 
day, they had the gift of darkness at night. Before Thomas 
Edison, the day ended when the campfire burned down to 
embers, a candle burned down to its base, or a lantern emptied 
of oil. Whether under a night sky or in a shelter, home was 
dark. Just like daylight signals our brains to rise, stay alert and 
awake, darkness signals our brains’ clocks to produce melatonin 
and make us drowsy. As the sky darkens, we should gradually 
darken our homes until we head to bed in a dark room. 

7. Cool down. As the sun went down on our ancient ancestors, the 
air cooled. Our brains and bodies adapted over millennia to sleep 
in a cool environment. In the 21st century, this means that we need 
cooler temperatures and cooler activities at night. If you need to 
argue – think of that as a “hot” activity -- save it for daylight. If you 
like video gaming, watching the news, or anything else stimulating, 
limit these hot activities to daylight. At night we need “cool” 
activities like listening to restful music, reading something calming, 
or doing something repetitive like knitting. Don’t laugh – knitting 
is therapy. Our body temperatures need to cool as we approach 
sleep too, so a hot shower before bedtime and a cool, dark room 
to sleep in can help. Use evening, the time following dinner, to cool 
down physically, emotionally, and mentally. 

8. Avoid caffeine. Caffeine and other stimulants, including the 
nicotine in tobacco, are sleep killers, especially after mid-
afternoon. If you do not feel alert during the day, substitute a 
healthy snack, a change of task, sunlight, or a walk to enhance 
alertness. Especially avoid “energy” drinks. The only sources 
of energy our brains and bodies use are foods that provide 
calories. This means that beverages like milk and orange juice 
provide energy – calories -- while “energy drinks” provide 

caffeine intoxication. This can feel stimulating, and like so many 
highs, you will eventually crash. Then you will crave. And if you 
repeat the cycle, you will crash again. And then crave, and so 
on. You know too much about intoxication to want anymore. 

9. Use your bed for sleep and sex. Using your bed to work or play, 
especially with electronics, conditions us to remain alert in bed. 
Keeping our bed as a space for sleep and sex conditions us to 
sleep and have sex when we climb into bed. Not a bad trade-off!

10. If you have been in bed 20 minutes and have not fallen 
asleep, get up. There are few things more frustrating than 
lying in bed not sleeping. There are few things that kill sleep as 
powerfully as frustration. If you cannot fall asleep, sit in a chair 
and read, pray, meditate, journal, listen to restful music, knit, or 
otherwise relax until you feel so sleepy that you wonder if you will 
make it back to bed. Then lay back down. Repeat as necessary.

11. Practice spirituality as a cooling evening activity. Prayer is a 
great nighttime ritual, if it is part of your belief system. If it is not, think 
about rituals that are in harmony with what you do believe. Anytime 
we establish evening routines that are times for contemplation, 
and are times for reflection and gratitude, we are creating spiritual 
spaces, whether or not we believe in G-d or another Higher Power. 

12. Know that you are becoming healthier every day you are 
sober, and that your sleep will slowly improve. Slowly 
means that we count time in months, not days. However slowly 
that might seem, avoid a bad case of “never” or “I can’t!” 
Optimism is medicine, too!

Steve Lange is a grateful family member of amazing women in 
recovery. He is also a psychologist who works with those in active 
addiction and recovery. Steve has appeared on radio and in print as 
an expert in mental health, addiction, and child development. He is an 
avid admirer of Bill and Lois W., and Dr. Bob. smlangephd@gmail.com 

KROKODIL: “THE WORLD’S 
DEADLIEST DRUG”

Maxim W. Furek, MA, CADC, ICADC
Continued from page 10

Although it’s not clear how widely used the drug is in the US, 
reports show that the use is rising, and the fact that it could be 
hitting closer to home in Utah is especially of concern. The fact 
that krokodil is cheaper than heroin and can be easily cooked up 
in someone’s home much like meth makes it easier to create than 
some other drugs. Further, mortality rates are high among users. 
Medical help is often only sought after users are in the late stages 
of their addiction and end up with severe mutilations, rotting gums, 
bone infections, decayed structure of the jaw and facial bones, 
sores and ulcers on the forehead and skull as well as rotting ears, 
noses and lips and liver and kidney problems. 

Around 2013, the Delaware Valley Intelligence Center, one of the 
first agencies to sound the alarm about the drug, warned that a 
regular krokodil addict’s life expectancy is shockingly only two to 
three years. That horrific report is the strongest anti-drug message 
ever created. krokodil will kill you slowly and painfully, and the 
user will suffer the most grotesque and torturous manner of death 
imaginable. This is the one substance that drug users need to stay 
away from and this warning needs to be heeded.
Maxim W. Furek has a rich background that includes aspects of 
psychology, addictions, mental health and music journalism. His 
book Sheppton: The Myth, Miracle & Music blends facets of the 
miraculous and supernatural into a psychological profile of survival. 
Learn more at shepptonmyth.com
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Florida Law Firm, 
Beighley, Myrick, 
Udell + Lynne, 
P.A., Finds Solid 
Niche in Drug 
and Alcohol 
Treatment Space
- Written by Valerie Gotten

South Florida law �rm – Beighley, 
Myrick, Udell + Lynne, P.A. (BMULaw) 
– a legal consultancy �rm with a 
growing niche practice within the 
substance use disorder treatment 
provider space, recently served as 
lead counsel on behalf of national 
treatment provider, Banyan 
Treatment Center, in the acquisition 
of the well regarded Behavioral 
Health of the Palm Beaches.

“The transaction was more 
complicated and complex than 
originally presented. Aside from the 
corporate acquisition, the existing 
licensing, insurance contracts, 
intellectual property, and real estate 
required us to dig deep into the well 
to get the deal closed quickly and 
smoothly,” Je�rey Lynne, Chair of 
the �rm’s Drug Treatment Industry 
Provider Group, says.

“Our unique expertise in this space of 
working with treatment and housing 
providers allows us to o�er the full 
suite of services, from real estate 
and zoning, to corporate, regulatory 
compliance and marketing,” Lynne 
says.

Eric Oakes, COO, Banyan Treatment 
Center, said that they have used 
BMULaw to navigate the industry’s 
many complexities that impact 
Banyan’s ability to deliver services 
within this critical sector.

“Their array of services have provided 
solid guidance several times when 
operational questions have been 
posed,” he says.

For example, during the acquisition 
process, BMULaw provided the 
necessary contract skill and 
knowledge to be e�cient and 
expeditious.

“Once the process of purchase/sale 
gets underway, everyone wants to 
ensure fairness, accuracy and rapid 
resolution,” Oakes says. “The �rm’s 
cadre of professionals responded to 
meet those goals in ways �rms not 
familiar with our industry could not. 
The �rm has positioned itself well 
to provide concierge service to our 
industry, with multiple access points.”

Lynne has become recognized as 
the “go-to” attorney and consultant 
in this space because of his in-depth 
knowledge of industry practices 
that other �rms may not have the 
background and experience to 
understand.

The �rm just recently expanded its 
service o�erings to include highly-
regarded Sam Winiko�, Esq., whose 
practice focuses on revenue cycle 
management and health insurance 
litigation, ensuring clients are fairly 
reimbursed for the services they 
render.

“We continue to see health 
insurance companies violating 
fundamental norms for payment 
of health care services, simply 

because the health care provider is 
an addiction treatment program. 
This discrimination is illegal and 
immoral, particularly as we continue 
to navigate through the opioid 
epidemic gripping our country,” 
Winiko� says.

Lynne explains that the �rm will 
continue to expand their services to 
meet all of their clients’ needs.

“We’re committed to helping those 
who help others sustain sobriety 
within the South Florida Recovery 
Community,” he says. “We’re also 
committed to working with our local, 
state and federal partners to make 
sure our clients and the communities 
where they exist are treated fairly and 
ethically.”

About Beighley, Myrick, Udell & Lynne P.A.:

In business for more than 20 years, BMULaw’s 
hands-on and deal-oriented approach helps 
ensure that their clients’ goals are achieved 
professionally, ethically, e�ciently and cost-
e�ectively. With locations in Palm Beach, 
Broward and Miami-Dade counties, the �rm’s 
scope of services extends across the State of 
Florida and nationally.

For more information, visit: www.bmulaw.com 
and check out the postings on Lynne’s blog 
about emerging legal and business trends in 
behavioral health care treatment, housing, and 
marketing practices at: www.soberlawnews.com.

To learn more about Je�rey Lynne or Beighley, Myrick, Udell & Lynne, P.A. contact 561.549.9036 or email jlynne@bmulaw.com
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medical or health related advice from your health care professional because of something you may have read in this publication. The Sober World LLC and its publisher do not recommend nor endorse any advertisers in 
this magazine and accepts no responsibility for services advertised herein. Content published herein is submitted by advertisers with the sole purpose to aid and educate families that are faced with drug/alcohol and other 
addiction issues and to help families make informed decisions about preserving quality of life. 




