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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. 
The Sober World wishes everyone a Happy Thanksgiving.
We are on Face Book at www.facebook.com/TheSoberWorld/ or 
Twitter at www.twitter.com/thesoberworld, and
LinkedIn at www.linkedin.com/in/patricia-rosen-95521051/ or  
www.linkedin.com/groups/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 global magazine that’s designed to help 
parents and families who have loved ones struggling with addiction. We 
are a FREE online e-magazine reaching people globally in their search 
for information about Drug and Alcohol Abuse.
Our monthly magazine is available for free on our website at  
www.thesoberworld.com or you can have it come to your inbox each 
month by signing up on our website.
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 (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 
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Almost every day we hear about deaths caused by overdoses of 
opiates or opioids. (The word opioids include opiates.) The statistics 
for the general population are increasingly alarming as we watch the 
numbers of opioid deaths grow: in 2015 over 33,000 people were 
killed by opioids and current preliminary data indicates that more 
than 53,000 died in 2016 due to overdoses. In October 2017, over 
72,000 died from some form of opioid use. The statistics are so 
alarming that the opioid problem was declared a national epidemic! 
Lest we think that the opioid problem mainly affects adults, let’s 
consider the deaths of teens and young adults from opioids. In 
2016, 10.9 percent of adolescents and young adults aged 12 – 25 
reported misusing opioids over the past year. Between 2014 and 
2015 opioid deaths increased 15 percent for males and between 
2013 and 2015 they increased 35 percent for females. Most of 
these deaths were unintentional.
What can we do about this? Here are three suggestions:
1. Keep your teen from taking opioids unless it cannot be avoided 

medically.
2. Know the latest “party” trends and signs of opioid abuse.
3. Make a contract with your teen about how to manage pain and 

resist teen trends.
Keep Your Teen from Prescription Opioid Use Unless  

It Cannot Be Avoided Medically
 Research from the University of Michigan found that legitimate 
use of opioids (prescribed and taken as directed) that were taken 
before or during the 12th grade by adolescents who had little drug 
experience and who disapproved of illegal drug use including 
marijuana, predicts future opioid misuse after high school! This 
study’s further findings discovered that those who legitimately 
take opioids by 12th grade were 33 percent more likely to misuse 
prescription opioids after high school by age 23 than those with no 
history of an opioid prescription. 
These are astonishing findings that warn us about the power 
of what I call the “opioid quicksand effect.” By this I mean that 
opioids can hijack the brain without us even knowing it. They can 
lure us into dependency. We parents and caregivers must find a 
different way to help our adolescents with pain. We need to talk 
about physical pain with our children and reframe how we treat 
each of these. Did you know that researchers have found that non-
addictive, over-the-counter drugs relieved pain just as well (and 
in some cases better) as a trio of opioid pain medications widely 
prescribed for pain? 
Do away with the belief that pills not skills are the most effective 
treatment for pain. Find other ways to help your adolescent deal 
with aches and pain. Explore alternatives such as biochemical 
balancing, nutritional supplements, Yoga, Tai Chi, acupressure, 
Qigong, Reiki, chiropractic care, massage, physical therapy, 
Exercise Physiology, Hydrotherapy, Feldenkrais, and many more.

Know the Latest “Party” Trends and Signs of Opioid Abuse
Keep on top of the latest trends in adolescent and college student 
life. Two of the popular current way’s teens and young adults 
use, get high or get hooked on opioids are through Sharing and 
Pill Parties. Sharing is about giving opioids to others to help 
them relieve pain, or get high or feel good or as an expression of 
empathy. Pill parties involve bringing lots of prescription medication 
that is obtained by raiding the medicine cabinets of one’s parents or 
grandparents, going to open houses and stealing medications from 
the sellers, etc. Teens trade the pills with each other and often mix 
them with alcohol. These are deadly practices. 
So many of us parents wake up after our loved one has 
experienced life-changing dreadful consequences from their opioid 

use, abuse and addiction. Get ahead of the trends and save a life. 
Pre-empt your teen’s temptations. Pre-empt any peer pressure. 
Pre-empt group thinking. Remember that encouragement from your 
teen’s peers to “try” something new originates in the same type 
of developmentally immature brain that your teen has. Who would 
follow that? It is incapable of wisdom and forethought.
Be “on guard!” Memorize the signs of opioid abuse such as 
repeated failure to fulfill work, home or school obligations, 
withdrawal from social, occupational or recreational activities, 
personality changes such as irritability, unaccountable depletion of 
finances, sedation and disrupted sleep patterns, acting recklessly, 
depression and labile emotions.
Memorize the signs of withdrawals such as tearing up, muscle 
aches, agitation, trouble falling and staying asleep, excessive 
yawning, anxiety, runny nose, sweats, racing heart, fever, difficulty 
focusing on tasks, concentrating and making decisions.

Make A Contract with Your Teen About How to  
Manage Pain and Resist Teen Trends

Learn how to make a contract with your teen or young adult so 
they will know the family expectations about opioid use, pain 
management and opioid use teen trends. The idea might seem 
easy, but making a meaningful contract can be challenging. It 
needs to be creative. It needs to be meaningful to your teen. It 
needs to be short. Start with a conversation like: 
Mom: I’ve been hearing about some of the opioid games that have 
been going on in various high schools (colleges) and I’m going to 
be making a contract for our family about this topic. I want us to be 
on the same page, and taking opioids can be very dangerous.
Typical response from teen son or daughter: Whatever.
Mom: Well, what I have been hearing about the dangerousness of 
opioid use is really scary, so I’d feel I was being a good parent if we 
had a contract about this. I’m going to work on it and if you have any 
suggestions about how to make it better, I’d love to discuss them.
Place three horizontal columns on a piece of letter sized paper. 
Make a header at the top of each column. On the first column write 
“Guideline.” At the top of second column write “Duties.” At the top of 
the third column write “Consequences for Breaking Guidelines.”
For example, a guideline could be, “Our family uses Aleve, 
Ibuprofen, or Tylenol for treatment of non-emergency pain. When in 
pain, take one of these tablets as directed.” In the “Duties” column 
we might put, “To comply with the family practice that treatment for 
non-emergency pain will be Aleve, Ibuprofen or Tylenol.” In the third 
column one might write, “If teen takes an opioid for a non-medical 
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Anyone who has been in recovery knows that sustaining The 
Miracle of Recovery often carries with it a tremendous amount of 
work, sweat and tears. And to get to the point of recovery is often 
fraught with pain and struggle.
But what about the family?
Five years ago, the Mathesons came into family recovery. Their 
son was struggling mightily with heroin, their daughter with alcohol. 
Understandably, the parents were beside themselves, wondering 
when the nightmare would end and what they could do to help their 
once healthy children to return to an upright life.
“What’s wrong with you?” Mr. Matheson yelled. “I can’t take it,” his 
wife added.
The two young adults they had raised, hardly seemed like what a 
22 and 24-year-old should be like… Their daughter came home 
drunk at all hours of the night, and their son often stayed away for 
days at a time. Neither had finished college or held down a job. It 
was way past being too much for the parents to handle.
Finally, they figured out how to get their kids into treatment. Having 
spent years directing each child’s’ every move, the parents were 
shocked that the treatment center wasn’t looking for their daily 
reports on how happy or sad their children were in treatment, ways 
to improve the cooking, or how it would really would be better for 
their son to get a better roommate or counselor…
If you ask a treatment center what they think about a family like the 
Mathesons, you may hear something like, “Well, the family is often 
sicker than the person with the use disorder. They just need to step 
back and let us do our job with their loved one.”
If you ask the family member, you may hear something like, “We 
are lost. The treatment center is keeping us in the dark. We have 
no idea how to talk to our loved one anymore or how to help. They 
don’t seem to care about what we or our children think or feel...”
If you ask the person with the use disorder they may say, “My mom’s 
driving me crazy. Her worry and anxiety may take me under. She just 
keeps on top of me to such an extent that I feel like I can’t breathe. 
I’m here in treatment and she is still trying to control my every move.” 
The answer to this question of “What about the family?” is proven 
through research to be a critical piece of a loved one’s recovery 
puzzle. Yet, it has often been overlooked and rejected as irrelevant, 
partly because it seems so difficult to effectively address.
In my work over the past 11 years as a Family Recovery Life Coach, 
I have found that it is possible to solve the family puzzle through 
empowering families with Information, Transformation, and Support. 
This may seem like a simple formula, but actually, it provides 
families with an all-encompassing path forward to their own and 
hopefully their loved one’s freedom from use disorders.
In fact, these three components form the critical triad when it comes to 
helping families play a viable positive role in their loved one’s recovery.
Take the Matheson’s for instance. When the treatment center first 
introduced them to the information that they are always either 
contributing to their loved one’s use disorder or their recovery, they 
were sure they had always been helpful. After a few conversations 
on what it means to contribute to recovery, and what it means to 
contribute to the addiction, they saw that perhaps their constant 
bailing their son out of jail wasn’t helpful and that calling their 
daughter’s boss to get her out of trouble when she was late for work 
might NOT be the best approach... 
That was just the beginning, but enough of one to get them interested 
in learning more. Soon they stopped calling the treatment center to 
advocate for their daughter and son’s desires and began encouraging 
them to focus on their recovery rather than on their comfort...

Prior to engaging in these three components, family members 
are often clingy, anxious, angry, and completely lost. Once they 
begin to receive valid information about use disorders, how change 
happens, the family’s role and what to do and not do in order to 
contribute to recovery, these same family members look like a huge 
stone has been lifted off of their backs. Hope begins to return and it 
is evident in their eyes and posture.
Then comes the transformation. This is a change process that 
every person must go through in order to sustain the ability to see 
the world through new eyes and act accordingly. Essential to its 
success is the family’s development of healthy inner and outer 
awareness. In other words, a sense of peace, objectivity and non-
judgment replace the former sense of outrage and discouragement. 
The family members learn how to observe without hovering, see 
without judging, and the loved one may say things like, “For the first 
time you are really listening to me” or “Who took my mother?”
For the Matheson’s, this came when they began learning how to use their 
breath to calm down. Soon they were moving from reacting to breathing 
through upsetting news and then responding in a calm mindset. 
The third component of this process of helping families is called 
support and it can come in the form of group support, one-on-
one therapy or one-on-one coaching. The key is that it supports 
the new way of life the family member is striving to create. And 
support can be an amazing accelerator when both information 
and transformation are firmly in place just as information and 
transformation are powerful accelerators for support!
The weekly coaching groups at the treatment center helped 
the Matheson’s a lot. They were in class learning new recovery 
information, practicing new mindfulness activities at home, 
and sharing what they were going through with a skilled coach 
and other family members all of whom understood and could help 
them move to their next level of growth.
The key to this process of providing effective family recovery access is 
to remember all three: Educate parents with information. Provide 
transformational activities and exercises, a daily peaceful practice of 
mindfulness, for instance, to help them see the world through the eyes 
of love, connection, and peace. Be there with support so that they are 
ready and able to put into practice all they have learned.
Remember: Information. Transformation. Support. The Key to 
Helping Families Contribute to Their Loved One’s Recovery.
Beverly Buncher is known as the foremost Family Recovery Life 
Coach in the nation, is the Founder and CEO of Family Recovery 
Resources, LLC, and the BALM® (Be A Loving Mirror®) Training 
Institute for Family Recovery Services. (https://balmfamilyrecovery.
com)  The BALM® Program is designed for families impacted by 
substance use (SUD) and other use disorders, professionals who 
are called to help families affected by use disorders, and recovery 
treatment centers looking for a holistic family program to add to 
their facilities’ services. To learn more about inviting Bev to speak at 
your organization or facility, click here: https://balmfamilyrecovery.
com/beverlys-media-kit-page/

WHAT IS THE KEY TO FAMILY RECOVERY?  
INFORMATION, TRANSFORMATION, AND SUPPORT!

By Beverly Buncher, MA, PCC, CTPC
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Despite increased public awareness about the dangers of opioids, 
the epidemic continues in the US. What can we do to counter this 
deadly trend?
The numbers are striking.
• About 68% (more than 47,000) of the more than 70,200 drug 

overdose deaths in the US in 2017 involved an opioid
• 36% of those 47,000+ deaths were attributed to prescription 

opioids
• In 2017, the number of overdose deaths in the US involving 

opioids—prescription and illegal—was 6 times higher than in 1999
• On average, 130 Americans die every day from an opioid overdose
Increased attention to deaths related to opiate use has spurred 
action. Many states have developed mandates to intervene to 
prevent deaths. There also has been increased response to the 
need for more caution in the prescribing of opioids.
“We are in the middle of an epidemic, with hundreds of people 
losing their lives every day,” said Shelly F. Greenfield, MD, MPH. 
“But we are fighting each day to develop tools and policies that will 
stem the loss of life.” Greenfield is the director of McLean’s Alcohol 
and Drug Abuse Clinical and Health Services Research Program.
Improving Reaction to Emergencies
Public health advocates and clinicians have embraced the use of 
naloxone for opioid use emergencies. Trained laypersons can administer 
this opiates antidote. Partly through the intervention of the FDA, over 
time, prices for naloxone treatments have been greatly reduced.
Recently, distribution of intranasal naloxone to those struggling 
with opiate addiction—and to their loved ones—has become 
an overdose prevention strategy. Intranasal naloxone can be 
administered by anyone. This can revive an overdosed individual 
while formal medical treatment is sought.
Getting to the Root of the Problem
Intranasal naloxone is an important and potentially lifesaving 
intervention for someone who has overdosed on opiates. 
Nonetheless, it is not a substitute for addressing the underlying 
problem of addiction.
Hilary S. Connery, MD, PhD, is the clinical director of McLean’s 
Substance Use Disorder Division. She is working to enhance follow-up 
care for those who have received emergency treatment for opioid use.
“A lot of patients who get naloxone rescue don’t engage in follow-
up treatment,” she said. “Obviously, opioid use disorder is a 
lethal illness, but it’s a lethal illness for which we have very good 
treatment that will save lives. It’s time to create a community-wide 
collaborative where rapid response and rapid initiation of treatment 
are available to patients, post-overdose, for all who are willing to 
seek treatment and are open to that.”
Getting treatment for an opioid use disorder will hopefully in turn 
reduce the number of overdoses and deaths related to opioid use.
Treating Opioid Use Disorders with Medication
Many evidence-based treatments now exist. These include medication-
based and therapeutic approaches to treat substance addiction.
Methadone is one type of medication that can be effective for opioid 
use disorders. It stimulates pain-relieving receptors in the brain 
similarly to other opiates, such as oxycodone.
There’s an important difference between methadone and opioids that 
are often misused, like heroin. Methadone’s effect takes place more 
slowly and lasts longer. As a result, people in treatment with methadone 
typically do not experience a euphoric “high,” nor do they experience the 
cravings associated with the drug effect wearing off quickly.

Studies have demonstrated that methadone treatment is associated 
with a lower risk of opioid misuse, death, criminal activity, and unsafe 
behaviors that can lead to infection with HIV or viral hepatitis.
Methadone use is highly regulated. It only takes place at specially 
licensed treatment programs that offer intensive treatment. This 
approach may reduce the risk of patients using medication for non-
treatment purposes. It can also be an obstacle to people who want to 
be treated, but don’t want to go to a methadone treatment program.
Buprenorphine was introduced, in part, to offer an office-based 
treatment option for patients. Like methadone, it stimulates the opiate 
receptor in the brain to reduce drug cravings. It also blocks the 
opiate receptor to reduce or eliminate the effects of misused opiates. 
Buprenorphine treatment has similar benefits to moderate doses of 
methadone, in terms of reducing opiate use and mortality rates.
Buprenorphine is commonly taken as a pill placed under the tongue. 
A new, long-acting version can be injected monthly to help individuals 
stick to the treatment and to maintain steady blood levels.
Unlike methadone, clinicians who have completed specialty training can 
prescribe buprenorphine. This allows people to receive a prescription in 
their community provider’s office. Many people find this preferable and 
more convenient than treatment at a methadone program.
About 68% (more than 47,000) of the more than 70,200 drug 
overdose deaths in the US in 2017 involved an opioid. 36% of 
those 47,000+ deaths were attributed to prescription opioids
A third medication option is naltrexone. It is a blocker of the opiate 
receptor. This means that it reduces or eliminates the effects of other 
opiates by not allowing them to stimulate the brain’s opiate receptor.
Naltrexone for opioid use disorder is most commonly administered 
as a long-acting, monthly injection. This helps reduce vulnerability 
to relapse when a person might skip a daily dose. Long-acting, 
injectable naltrexone treatment is associated with similar reductions 
in opiate use to those seen with buprenorphine treatment.
One challenge with naltrexone treatment is the need to establish an 
opioid-free period of 1-4 weeks before taking the first dose. This can 
be an overwhelming obstacle for many people struggling with opioid 
use disorder—unless they are provided with adequate support.
Inpatient and residential treatment programs can provide a 
structured setting for detoxification and stabilization before starting 
medication treatment. Residential treatment for opioid use disorders 
is associated with less use of heroin and other drugs, lower rates 
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Sometimes, it’s counting the minutes until you can leave. 
Sometimes, it’s a nervous tick that helps to maintain your calm. 
Sometimes, it’s a pressure on your chest that manifests into a full-
blown panic attack. Regardless, in every scenario, anxiety is the 
main driving force. However, despite these commonalities, anxiety 
disorder functions quite differently from person to person. Below 
is a brief but informative look at what anxiety is, how it operates in 
our lives, and what preventative tools one can use to respond to its 
direct effect in our lives.
What Is Anxiety?
The Mayo Clinic defines anxiety disorders as, “Disorders that 
frequently have intense, excessive and persistent worry and fear 
about everyday situations. Often, anxiety disorders involve repeated 
episodes of sudden feelings of intense anxiety and fear or terror 
that reach a peak within minutes (panic attacks).” Although anxiety 
disorders on the whole typically exhibit one or more of these 
symptoms, there remains great variation in the types of anxiety 
disorders that exist.
For instance, according to experts with the U.S. Department of 
Health and Human Services, anxiety disorders can be split into five 
specific categories: 
• Generalized Anxiety Disorder 
• Obsessive-Compulsive Disorder (OCD) 
• Panic Disorder 
• Post-Traumatic Stress Disorder (PTSD) 
• Social Phobia (or Social Anxiety) Disorder. 
Each of these respective categories not only require unique 
treatment, but can also be brought on by different life events 
unique to every individual. For example, PTSD can often manifest 
in individuals that have experienced things such as a personal 
assault, or even combat. 
How Does Anxiety Function In Everyday Life?
Experts across the board have established that anxiety is indeed 
a fear-based disorder. Rooted in this fear is often man’s ever-
present battle with the future. “When I see patients that struggle 
with anxiety, I always find that it is rooted in a state of being 
overwhelmed. This overwhelming feeling then builds to such 
heights that you’ve now got some pretty serious anxiety. And, 
what I have noticed is, 100% is rooted in fear of the future,” shared 
Clinical Specialist Paul Kurlancheek. 
This fear of the future often presents itself in the future tense 
of every anxious thought. For example, an individual struggling 
with Obsessive-Compulsive Disorder may think, “Something bad 
will happen if every square inch of my room is not spotless.” An 
individual battling Post-Traumatic Stress Disorder or PTSD, may 
experience extreme paranoia and is constantly thinking, “Is there 
the potential that a traumatic event will happen if I do this or that?” 
The fear that permeates the everyday life of an individual that 
struggles with anxiety disorder builds to such a point, albeit in very 
different ways for every person, that toxic habits begin to develop. 
For this reason, society must not shy away from raising awareness, 
seeking knowledge, or being open to treatment options. 
Prevention and Treatment Options
Psychotherapy: Just like there are many different kinds of anxiety 
disorders, there are many different forms of therapy. Psychotherapy 
teaches patients specific therapeutic techniques that they can 
utilize to overcome their anxiety. One of the most prevalent or 
popular forms of psychotherapy to treat anxiety is CBT or Cognitive 
Behavioral Therapy. This form of therapy teaches patients to 
respond differently in how they think, behave, and react to anxiety-

inducing situations. Furthermore, according to the National Institute 
of Mental Health there are two helpful techniques often used side-
by-side, “Cognitive therapy and exposure therapy are two CBT 
methods that are often used, together or by themselves, to treat 
social anxiety disorder. Cognitive therapy focuses on identifying, 
challenging, and then neutralizing unhelpful or distorted thoughts 
underlying anxiety disorders. Exposure therapy focuses on 
confronting the fears underlying an anxiety disorder to help people 
engage in activities they have been avoiding.”
Medications: There is great confusion about what medications 
can be helpful when treating anxiety. However, there are some 
genuinely helpful medications that counteract the strong symptoms 
of anxiety disorder. “Beta-blockers are extremely helpful when 
treating anxiety. Their main function is to bring the heart rate down. 
With a decreased heart rate, it is impossible to feel anxious. I 
typically recommend this kind of medication to someone who has 
extreme highs or lows or needs to perform in front of people, as it 
starts working the minute you take it,” explained Dr. Aldo Morales. 
Address It Early: According to the American Psychological 
Association, 40 million adults, 18 and over, experience an 
anxiety disorder in any given year, and of those adults, three-
quarters will experience their first episode by age 21. As a 
society, we must be willing to discuss what makes us anxious, 
and to what extent. Anxiety disorder is treatable, there is hope. 
Therefore, it is encouraged that individuals address their anxiety, 
get diagnosed, and seek treatment, in order to experience a life 
of healing and peace. 
Ariana Lobo is the Managing Content Editor with Retreat 
Behavioral Health. She earned her Bachelor’s degree in Fine 
Arts from Elon University. Ariana is passionate about creating 
content that is challenging and thought-provoking. Previously, 
she worked at Shakespeare & Company in Lenox, MA, where 
she was responsible for all written, marketing and media content 
for their 2016 Summer season. 
Ariana also worked at her alma mater Elon University, as Diversity 
Coordinator for the Center for Race Ethnicity and Diversity 
Education. She worked directly with the Latino community to 
integrate diversity programming to help grow and assist the 
local community. Ariana was a featured speaker at the ALANAM 
Women’s Conference in the Spring of 2017.  
www.retreatbehavioralhealth.com 
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When we think of addicts, we seldom associate the word 
discrimination. Yet, there is clearly an undeniable association 
between discrimination and addiction. Although scientific research 
has proven that addiction is a chronic medical condition and not an 
issue of moral integrity; there remains a global perspective that an 
addict is morally weak or compromised. 
THE STIGMA
The stigma and acts of discrimination occur throughout our society. 
The stigma is most commonly associated with false information and 
impressions about addicts. Although issues of addiction impact all 
cultures, races, genders, ages, and economic categories; there remains 
an overall impression of the makeup of an addict. Addicts are… 
While addiction is prevalent throughout our society, there remains 
a perception of those who suffer from addiction. The common 
impression is that they are of a specific income level, and often, 
of specific racial backgrounds. The profiling of addicts is not an 
uncommon theme throughout our society. Addicts are not only 
profiled by race and economic standing, but they are also profiled 
based on gender, age, employment or lack therein, and the 
communities with which they reside. The profiling is so deeply 
ingrained into the minds of our society that images associated with 
addiction are gravely skewed. Rarely, would we ever consider a 
high profiled individual as having an addictive issue. 
Argumentatively, while the initial use of a substance may occur 
through an individual’s personal choice; the sad truth is, addiction 
hijacks the brain’s neural pathways. Thus, the addiction begins to 
take hold of an individual by the restructuring areas of the brain that 
are responsible for pleasure, memory, attention, motivation and 
critical decision-making. Due to the brain’s plasticity, the addictive 
substance restructures the brain’s neural circuits by reassigning 
meaning and value. As a consequence of the addiction, an addict’s 
brain begins to associate feeling “normal” with the substance. 
As a result of the restructuring of the brain, an individual’s moral and 
ethical integrity may be compromised. It may be associated with 
an individual making poor choices and decisions. It’s not to excuse 
behaviors, attitudes, perceptions, or criminal activity, rather it might 
explain why some individuals make poor choices and decisions. 
We have all heard about the celebrities who have struggled with issues 
of substance abuse. As we know, the media flocks to these individuals 
like vultures seeking to devour their prey. We have also heard about 
the prevalence of drugs, addiction, and drug dealers in specific ethnic 
and economic communities. Whether purposeful, or not, there has 
been created a caricature of the typical drug user. If you were asked 
to describe an addict, what images does your mind conjure up? Does 
this individual fit within the norm perceptive of an addict? Does the 
individual fit into the typical media profile of an addict? Are they living 
in squalor? Are they the typical image portrayed in the movies and on 
television? Have they abandoned their personal responsibilities and 
their children? Do they meet a specific ethnic profile? 
Sadly, the images that are often portrayed in the media are of 
specific cultures, races, genders and ages. The images are based 
on issues of classism and racism, but they continue to be fostered by 
miscommunication, misrepresentation and misinformation pertaining 
to the issues of addiction. The misinformation often portrays individuals 
living in squalor and having little regard for the safety of their children. 
Did you know that many addicts have children, and live in middle-class 
and higher middle-class neighborhoods? Did you further know that 
addiction crosses all racial, ethnic, and socioeconomic barriers? If 
anything on this planet could be called racially inclusive, it would be 
that of addiction. Addiction knows no allies, nor does it have a friend. 
Addiction is blind to race, age, gender, and class.  

PROTECTION 
The American with Disabilities Act (ADA), the Rehabilitation Act, the 
Fair Housing Act (FHA), and other laws have been designed to protect 
against discrimination. However, those with addiction often fall through 
the cracks of these laws. An individual struggling with a substance 
abuse disorder is protected under the law.  Also, an individual with a 
known history of addiction is also protected under the law. 
ENDING THE DISCRIMINATION 
While it is illegal under federal, state, and city law to discriminate 
against someone with a substance use disorder; the discrimination 
against individuals with addictions continues. Unlike someone with an 
obvious physical disability; those who suffer from substance abuse 
are less likely to garnish sympathy or receive compassion. Moreover, 
they are more likely to receive unfair treatment from employers, 
the judicial and legal system, as well as the therapeutic and social 
service communities. It is illegal for an employer or anyone else to 
discriminate against an individual who is currently receiving treatment 
or has received treatment for addiction. Yet, discrimination does and 
continues to occur, and it is not always through blatant acts. 
AWARENESS 
Be aware of the way with which you choose to communicate about 
drugs and addicts. The language with which we choose to use 
can be humiliating and dehumanizing to individuals suffering from 
addiction. Please remember that if you choose to call someone 
a “tweaker,” “crackhead,” “dopehead,” or “coke whore,” you are 
in essence discriminating against an individual suffering from a 
physiological and psychological condition. 
EDUCATING THE PUBLIC 
In regards to the general public, we have an uphill battle to fight 
when changing the minds and perspectives on addicts and addiction. 
Likewise, we must help guide and reorient the minds of those who 
control the media. The media must become more sympathetic and 
compassionate in regards to addicts and addiction. As with any 
form of discrimination, we must no longer tolerate it. Such acts 
of discrimination are no different than discriminating against an 
individual for being a particular race, gender, social class or age. 
Drugs and addiction impact all classes, genders, ages, and races. 
The issue of addiction has spread like wildfire and it is affecting 
every corner of this globe. We must advocate for those suffering 
from this egregious disease and bring awareness to those who are 
ill-informed. While there has been clear and ample evidence to show 
that addiction alters the mind and body; the misinformation continues 

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

THE BRAIN, ADDICTION AND DISCRIMINATION 
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Opiate addiction, distinctly a healthcare problem, has grown 
into a national epidemic, the bounds of which have not yet been 
completely realized. HHS has stated that 3-4 % of the American 
population uses opiates on a daily basis, and 2 million Americans 
have a diagnosis of Opioid Use Disorder. Approximately 89% 
of patients in methadone clinics, began opiate use due to 
prescriptions for pain from physicians (NIH). There are over 130 
opiate overdose deaths per day in the country, and over the 
last two decades, 300,000 Americans have died secondary to 
opiate overdoses. Yet, until very recently, the Drug Enforcement 
Administration in Washington, has not responded to this crisis in a 
manner that was commensurate with a national healthcare crisis. 
The Drug Enforcement Administration allowed manufacturers to 
produce more and more opioids for a decade, even as deaths from 
the crisis spiked, the Justice Department’s inspector general said 
in a report released this month (USA Today). Diversion control was 
not investigated or enforced, physicians who prescribed inordinately 
large quantities of opiates were not suspended from practice, and 
drug manufacturers who produced large amounts of addictive drugs 
were not cited nor fined. Remember these companies made huge 
profits at the expense of the American public health.
Pharmaceutical giants like Purdue Pharma, the company that 
introduced OxyContin in 1996, made billions in sales, and was 
responsible for tens of thousands of deaths. They recently settled 
a billion-dollar suit from State Attorney Generals and families of 
those people who died. In August of 2019, an Oklahoma Judge 
ordered Johnson and Johnson to pay 572 million dollars for their 
role in the opioid crisis. In the past three years, the DEA said, 
it has cut production for the seven types of opioids most frequently 
abused. Opioid prescriptions have dropped by about 30 percent 
since President Donald Trump took office, the department (HHS) 
said recently (USA Today, October 2019).
The question that needs to be answered is, who bears the 
responsibility for the lack of governmental response to a national 
emergency. As an analogy, if a JetBlue 737 Airbus, crashed every 
day in this country, claiming 130 passenger lives, how long would 
it take the FAA to ground all these commercial aircraft, until the 
nature of the problem was discovered and remediated. There is 
insufficient oversight presently.
The DEA receives their mandate for action from policies written by 
the political ruling class in Washington. Diversion control, that is, 
the monitoring of opiates prescribed for a patient (that ultimately 
ends up in the hands of another person), is their mandate. State 
and federal politicians must address the inactivity of governmental 
agencies, to prevent abuses that contribute to a controllable opiate 
epidemic. The federal government must be diligent in prosecuting 
providers, healthcare organizations, manufacturers and retailers, 
who commit fraud and abuse in an organized and systematic 
manner (National Institute of Health).
With the emergence of the opiate crisis, detoxification and 
rehabilitation became a booming business venture particularly in 
South Florida, Arizona, Texas, and California. The warm weather 
and beachfront accommodations attracted urban-based addicts 
from the Northeast, the Midwest, and other focal points of opiate 
trafficking. These facilities quickly became big businesses, 
with large price tags, amounting to $2500 per day for inpatient 
detoxification and $30,000 per month for rehabilitation. Patients 
were isolated from their families, and not allowed to use cell 
phones or leave the premises for 30-90 days. The amount of 
actual medical treatment by a professional (MD/APRN) gradually 
diminished, to about 20 minutes per week. Filling the void were 
paraprofessional staff, caseworkers, group leaders, massage 
therapists, and technicians. Patients often lived in residences 
that were prime beachfront property, and were allowed to watch 
movies, walk the beach, socialize, and dine by a gourmet chef in 

the evening. Elite facilities were replete with Olympic size swimming 
pools, indoor water falls, low patient-staff ratios, and plenty of 
optional items that were non-contributory for recovery. Rather, 
these facilities were not engaged in the transition to permanent 
recovery, but rather to short-lived recovery and eventual relapse. 
In some cases, they did not offer the patients medication-assisted 
treatment (MAT), which diminishes relapse from 75% to 30% in 
the first year following treatment. The cost of partial hospitalization 
(PHP) was so high, and the treatment results so marginal, that third 
party reimbursement entities (i.e. insurance companies) began 
reduction of the length of stay and the amount of reimbursement 
per month. As this process has continued, multiple conventional 
rehabilitation facilities have closed their doors, no longer able to 
survive financially in the traditional, high cost mode of operation. 
Their overhead expenses eclipsed their income. 
The best example of this model of “runaway capitalism” applies to 
the addiction treatment industry, i.e. the rehabilitation paradigm, as it 
has been utilized. Patients receive long initial stays which generate 
high costs to the patient, and to the insurance companies, and 
ultimately the taxpayers. Although recovery is the intended goal, 
relapse happens, and when the relapse occurs, the insurance resets, 
to provide another costly round of inpatient/outpatient rehabilitation. 
This cycle will be repeated as many times as is permitted by the 
payer. It does not occur randomly, but rather frequently.
Medication assisted treatment facilities, either inpatient or 
outpatient, will eventually surpass their conventional counterparts 
in performance. Outpatient MAT programs are actually more cost 
effective, since all of the esthetic and gratuitous components have 
been eliminated, leaving the pure treatment of opioid use disorder 
as the only common denominator. The effective use of medications 
for opioid addiction such as Suboxone, Sublocade, and Vivitrol 
is well substantiated in peer-reviewed scientific publications. 
Medications, in combination with behavioral therapy, group therapy, 
and an abstinence program, form the basis for a holistic approach. 
Reduction in the relapse rate, return to productive activities such as 
employment, and diminished cost to the consumer, to the taxpayer, 
and to the healthcare industry are all realized with MAT. 
Medication assisted treatment is the antithesis of the profit model, 
because the medications which downregulate the reward center 
of the brain, reduce opioid cravings, which constitute the basis of 
relapse. Most of the ensuing costs are therefore eliminated, and 
following detoxification, the patient can receive all of the necessary 
services, from home, as an outpatient. 
There will be active resistance to this MAT model from the 
“Establishment within the Industry”, 12 STEP abstinence disciples, 
and businesspersons who now control costs in the marketplace. The 
abstinence contingent believes, erroneously, that all that is needed 

MONEY AND POLITICS: THE OPIATE EPIDEMIC
By Charles A. Buscema, MD
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To a person looking from outside in, self-portraiture in therapy could 
appear to reinforce egotism and narcissism. This is especially true 
in an age when appearance is deemed to be so important.
But Aristotle said, “The aim of art is to represent not the outward 
appearance of things, but their inward significance.”
Now, with over three decades of facilitating art, at various times 
for graduate students, psychotherapists, medical doctors, and 
clients,…. I have found that self-portraiture is one of the greatest 
tools in my repertoire of psychotherapeutic techniques.
Self-portraiture, no matter the technique used, can facilitate the: 
identification of self and affect (functional or not), establishment 
and strengthening of a recovery identity, foreshadowing of a 
deeper level of recovery and/or potential for relapse or violence 
(toward self or others), grieving, processing of addiction, trauma, 
physical illness, and chronic pain, processes for self-soothing, 
affirmations, and self-love, and a place to anchor positive 
visualizations for the future.
While there are many ways to draw the self, for therapeutic 
purposes, my favorite is one that was used by Elizabeth Layton, 
blind contour self-portraits.
Elizabeth Layton first began drawing at age 68, while depressed 
over the death of her alcoholic son. Just before the moment of her 
son’s death, the nurse “pushed” her out into the hallway, where 
Elizabeth waited, standing alone as her son died.
Through large portions of her life, Elizabeth had been in and out 
of psychiatric treatment (including 13 episodes of electroshock) 
for bipolar disorder with poor results. She had been married to 
an alcoholic and admitted to co-dependency. While grieving the 

loss of her beloved son, and the circumstances of his death, with 
her sister’s urging, she took a drawing class.  Elizabeth studied 
and practiced a blind contour drawing technique, commonly 
used in most college level art programs, and unknowingly, 
spontaneously, she incorporated a form of free association. 
Her first drawing was of herself standing alone in the hospital 
corridor. This first drawing by Elizabeth is reminiscent of the 
painting, The Scream by Edvard Munch.
Free association is a technique that was practiced and made 
known by Sigmund Freud. Ludwig describes free association and/
or stream of consciousness writing in the following manner, “write 
down, without any falsification or hypocrisy, everything that comes 
into your head” (Wikipedia, Feb 12, 2015).  As a certified expressive 
arts therapist, I would add that for this process, a student or client is 
to write, draw, paint, act, sing, or say everything that crosses your 
mind without editing, no matter how seemingly insignificant.
By focusing on sorrow and loss in her drawings, Elizabeth created 
paintings that were authentic, painful, and powerful. After six 
months of painting autobiographically daily, she was relieved of her 
lifelong experience of depression. Her depression never returned, 
and thanks to the tireless work of journalist Don Lambert, she 
exhibited her artwork at the Smithsonian Museum as well as a 
multitude of galleries and other museums.
Her drawings chronicle her growth and awakening. At first, her 
art is despairing and very personal. Then her art began to take 
on global topics such as the Jonestown mass murder, coupled a 
deep awareness and concern for mankind. Later, she approaches 
allegedly taboo subjects with a great amount of humor. One 
painting that comes to mind is an image of her, a senior woman, 
in a pink see-through negligee. Through the negligee you can 
see sagging breasts, sun spots, wrinkles, and you can also see a 
twinkle in her eye as she gleefully dances away from her husband’s 
outstretched hand. In these paintings she welcomes aging with 
acceptance, compassion, and joy.
In the mid-1990’s, I spoke with several cognitive and 
neuropsychologists. My question had to do with the effects of 
the hand-eye coordination and motor skills used to paint a self-
portrait, while not looking at the paper (blind contour process). 
I asked if there was any chance that this drawing process 
mimicked EMDR, a well- known trauma treatment modality. I 
asked this question because of the positive results I was seeing 
in my clients. All of the neuropsychologists agreed with me, that 
yes, this is likely a non-traditional “internal” form of EMDR. That 
said, quantitative medical researchers need to follow up with this 
hypothesis to be sure it has merit.
It is important to note that Elizabeth’s success was fostered by art, 
but also by her high level of motivation and determination. By her 
report, she painted one painting a day for the rest of her life, as if 
a prescription. As stated previously, Elizabeth had experienced 
electroshock as a form of mental health treatment. Maybe that 
experience, the experience of electroshock, was what fueled the 
fire underneath her motivation.
Art can heal, yet to heal from art, you must paint authentically, 
and you must paint authentically – monthly, weekly or daily. 
While you can paint on your own time and receive benefits, the 
guide of a licensed and certified art therapist will deepen and 
enhance your experience.
E. Hitchcock Scott has been in the Trauma and Addiction Services 
for 34 Years, “FELLOW” for The International Society for the Study 
of Trauma and Dissociation, Planning Chair for the Creative and 
Expressive Arts Therapy Educational Track for the WCSAD 2018 
and 2019. www.artspeaksoutloud.org, ehitchcockscott@me.com 
310-880-9761

SELF-PORTRAITURE
By Ericha Scott, licensed as E. Hitchcock Scott, PhD, LPCC917, ATR-BC, REAT
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THERAPEUTIC BLIND CONTOUR SELF-PORTRAIT DRAWING 
Handout by Ericha Scott, licensed as E. Hitchcock Scott, PhD, LPCC917, ATR-BC, REAT

Items Needed for the Exercise. 
1) A face mirror on a stand, or a mirror may be held up or propped 

up so the artist can see his or her face clearly. 
2) A lead pencil, a charcoal pencil, or very soft and very dark 

pencil will be best.
3) Large drawing paper (about 22” by 28”), acid free is preferred. 

Taping the paper down to a drawing board or table top prevents 
shifts and distraction. Remember that the goal of the exercise is 
to focus on the image in the mirror, not the paper. This helps one 
bypass known in-formation that may be “stereotypical symbols 
of reality” (Ault, 1989). It is important to draw only what you see, 
and not what you think. (Isn’t this the point of therapy, to help 
people see reality more clearly?) NOTE: Betty Edwards, and 
most academic art programs, borrowing from artists such as 
Rodin and Picasso, use the blind contour drawing technique in 
traditional beginning art classes. 

4) A full set of colored pencils (no eraser). 
The initial directives given to Elizabeth by Pal Wright, art 
teacher for Ottawa University. 
1) Draw honest and definite lines.
2) Don’t erase, if you make a mistake, if your line strays a bit too 

far, make it work for you.
3) Make your drawing fill the sheet of paper, go to the edge.
Elizabeth suggested that while looking in the mirror;
1) You draw the edges or the outlines that you see in your face.
2) You draw VERY slowly and creep along those edges with your 

eyes (in your mind).
3) Draw every little jiggle. Begin with; your eyes, then nose, then 

mouth. Next fill in the outline of your face and the details that 
you missed. Last, fill in all of the background of the drawing with 
coloring and shading. 

“Elizabeth Layton had gone through the whole course of 
modern psychiatry over 30 years and it hadn’t really changed 

her life. Then she takes up drawing and cures herself.”
~Bob Ault
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AMERICA’S OPIOID EPIDEMIC 
AND TEENS – SAVE A LIFE

By Ann Schiebert, Psy.D.
Continued from page 4

emergency, then teen and mom will attend a lecture – read a book 
together – have a discussion with their physician, minister etc. 
about opioid use, its dangers and its addictive qualities.” (Usually, 
teens hate to go to lectures, read books, etc. with their parent(s), so 
while this might sound like a “lame” consequence, it is one that a 
teen might do anything to avoid. 
In the same contract, one can address the opioid games. Column 
one—Guidelines: “It is our family value that we do not abuse opioids 
and we do not participate in teen parties where they are being used.” 
Column two—Duties: “To not participate in such dangerous games 
and to not take pills from anyone other than your physician or parents.” 
Column three—Consequences for Breaking Guidelines: “Attend a Pills 
Anonymous group with a parent.” Again, consequences can be kind 
and outside the box. Education is a great consequence. 
Your teen/young adult does not have to agree with or sign the contract 
although having them join in creating it and having all family members 
sign it can increase family happiness, cooperation and mutual respect. 
In my experience with hundreds of patients, I know that contracts 
work. Protect your teen from opioid use, abuse, addiction. Talk about it. 
Express your concerns about opioid use in our culture. You don’t have 
to make it personal. Save a life. Make a contract.
References Provided Upon Request
Dr. Ann Schiebert has spent the last 21 years treating adolescents, 
young adults and adults in the area of chemical dependency, 
trauma, codependency, relationship challenges and family 
reconstruction. She works in the mental health clinic and the 
emergency department of a major HMO. 
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of heroin dependence, fewer injection-related health problems, 
reduced involvement with crime, and improved overall health. There 
is also strong scientific evidence of benefit from particular forms of 
talk and behavioral therapies delivered by well-trained clinicians.
Policy around the country regarding treatment is starting to change. 
In Massachusetts, for example, collaborative efforts between the 
Baker Administration and state legislators have increased patient 
access to residential treatment. It is important for people struggling 
with opioid use disorder to recognize that they may now be able to 
access treatment with insurance support.
Struggling with Multiple Conditions
People with opioid use disorder are at very high risk of suffering from 
depression—five times more than people without opioid use disorders. 
They are also at increased risk of death by suicide. This is partly due 
to the very high occurrence of depression and other mental health 
conditions seen among those with opioid use disorders.
Clinicians offer a broad array of options that have been proven to 
help with these common but serious conditions. These treatments 
may include different types of medications and therapy.
Overcoming the Stigma of Addiction
Effective interventions are too frequently underutilized. This is often 
related to a belief that addiction represents a failure of willpower or 
a flaw in character.
Most genetic studies of drug and alcohol use disorders reveal that 
at least 50% of the risk for these conditions is heritable. This means 
that it can be passed on in families, like eye color or diabetes. This 
argues for a strong biological basis for these chronic diseases, 
calling for clinical treatment based on best medical practices.
People do not die of character flaws. They die of illnesses. If you or a 
loved one is struggling with addiction to drugs or alcohol, speak to your 
own or your loved one’s physician, or consult one of these resources:
•	 National Institute on Drug Abuse: Information for patients 

and families
•	 SAMHSA’s Behavioral Health Treatment Services Locator
•	 McLean Hospital addiction treatment programs
•	 SAMHSA’s National Helpline: 1.800.662.HELP
Rocco A. Iannucci, MD, is the program director of Fernside, a 
McLean Hospital Signature Addiction Recovery Program. He 
is also an instructor in psychiatry at Harvard Medical School. 
Dr. Iannucci specializes in the treatment of people with severe 
substance use disorders and those with multiple mental health 
conditions. He has published on the treatment of addiction in 
residential programs, and on cocaine misuse.

LIVING BEYOND
By Dr. Asa Don Brown, Ph.D., C.C.C., D.N.C.C.M., F.A.A.E.T.S.
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to disparage this knowledge. Furthermore, if the mind is altered, then 
we also know that the psychological makeup of an individual has 
been altered as well. Thus, the issue of an addiction is a comorbid 
issue which must be addressed by a team of practitioners. We 
desperately need for the medical and psychological communities to 
begin working from a collaborative approach of treatment. 
If addicts are to overcome the stigma of addiction, professionals 
and nonprofessionals must educate the public. The ideas of the old 
guard who swore that addiction was an issue of moral weakness 
and integrity; must be laid to rest. An individual’s history of addiction 
should have no bearing on an individual’s ability to obtain or 
maintain a job. We know that the discrimination is not limited to the 
workplace. We have all heard about a child not being returned to 
the custody of their parental caregiver based on a past addiction. 
We have all heard about an individual being denied access to 
particular treatments because of a past issue with narcotics. 
The past issues of an individual should have no bearing on an 
individual’s ability to live a healthy and productive life. We must 
also remember that addiction is not limited to substances, rather 
addiction is prevalent throughout our technological society. 
The stigma associated with addiction is often experienced when the 
addict is most vulnerable and searching for help.  
Reference Provided Upon Request
Dr. Asa Don Brown, Ph.D., C.C.C., D.N.C.C.M., F.A.A.E.T.S. 
Website: www.asadonbrown.com
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Happiness is like a sack of gold coins. It is the highly prized 
barometer gauging our status in the world in the most personal 
of terms. We define ourselves as to how much we possess and 
compare our happiness to that of others. We look at the handsome 
couple, holding hands and radiating smiles, concluding that they are 
happy. We see the successful businessman in his expensive suits 
and luxury cars, assuming that this person personifies happiness.
But looks can be deceiving. Numerous studies show that wealthy 
individuals are not happier that the rest of us. Financial psychologist 
Brad Klontz notes that many of us erroneously believe that more 
money leads to greater happiness. But research shows that the 
correlation between money and happiness is illusionary and not 
what the majority of us believe, he says: 

Poverty, with all of its profound stressors, is clearly a cause for 
unhappiness. However, studies show that there is no significant 
correlation between money and happiness above a household 
income of $50,000 per year. Moreover, the significant economic 
gains experienced by Americans in the past few decades have 
not been accompanied by a rise in life satisfaction and are 
actually associated with increases in distrust and depression.

That distrust has fostered an innate fear that many rich individuals 
harbor. They believe that they are being befriended only because 
of the money that they have. They are distrustful of potential ‘gold 
diggers’ who are looking for a quick score or grifters working a scam. 
Graeme Wood, staff writer for The Atlantic, reported in his article 
‘Secret Fears of the Super Rich,’ the results of an interesting 
Boston College study. Here, 120 super rich individuals, all with a 
net worth of $25-million or more, were asked to reply in writing to 
questions about love, work, and family. According to the article:

The respondents turn out to be a generally dissatisfied lot, whose 
money has contributed to deep anxieties involving love, work and 
family. Indeed, they are frequently dissatisfied even with their 
sizable fortunes. Most of them still do not consider themselves 
financially secure; for that, they say, they would require on 
average, one-quarter more wealth than they currently possess. 

There is never enough wealth and never the sweet taste of 
satisfaction. It is a sad plight repeated from tony mansions to 
exclusive yacht clubs. The lives of the rich and famous are 
consumed, perhaps doomed, with maintaining status and keeping 
up with their neighbors, negotiating pre-nuptial agreements, war-like 
multi-million-dollar divorce settlements, and hiding from mendacious 
individuals who throw themselves upon the vulnerable and detached 
super wealthy. For some, wealth is a curse that promises only pain 
and suffering, a ball and chain cast in gold and silver.
Ours is a nation driven by rampant consumerism, an attempt 
to fill the gaping holes of our emptiness with what we think will 
be happiness. It is a quest to accrue more clothing, cars, and 
accouterments, things that provide immediate comfort and 
gratification. But it is never enough. The thrill is gone even as we 
rip the plastic wrap from our latest acquisition. It is a brief, rapidly 
extinguished quick fix. It lasts only until the next purchase of more 
stuff. People who have things tend to want even more, like the 
heroin addict craving another hit of the drug. We have developed 
tolerance, plain and simple. 
Experts agree with this depressing view of materialism. 
Psychological lecturer Steve Taylor believes that, what he calls our 

‘Modern Materialism,’ is driven by a nagging voice of discontent: 
Our appetite for wealth and material goods isn’t driven by 
hardship, but by our own inner discontent. We’re convinced 
that we can buy our way to happiness, that wealth is the path to 
permanent fulfilment and well-being. We still measure ‘success’ 
in terms of the quality and price of the material goods we can buy, 
or in the size of our salaries.

Compulsive Hoarders
Our search for joy can lead to curious, compulsive behaviors. 
Hoarding is an illness that drives individuals to scavenge and 
collect more and more. The International Obsessive-Compulsive 
Disorder Foundation estimates that one of every 50 people deal 
with issues of severe hording and one in four people with OCD are 
also compulsive hoarders. 
Despite this sad compulsion, the public salivates for a further 
glimpse, fueled by TV programs such as A&E’s  Hoarders and TLC’s 
Hoarding: Buried Alive. Because compulsive hoarders develop an 
emotional attachment to their possessions, they refuse to get rid of 
them. They feel that stacks of magazines or a house filled with cats, 
provide comfort and value to their empty lives. The behavior begets a 
continuous cycle of anxiety, fear, hoarding, and isolation. In his article 
“The Psychology Behind Hoarding,” Gregory L. Jantz says: 

Hoarding both relieves anxiety and generates it. The more 
hoarders accumulate, the more insulated they feel from the world 
and its dangers. But of course, the more they accumulate, the 
more isolated they become from the outside world, including 
family and friends. Even the thought of discarding or cleaning out 
hoarded items produces extreme feelings of panic and discomfort.

 Those panicked individuals are driven to collect stacks of yellowed 
newspapers and uneven settings of broken china and crystal ware. 
Alone behind drawn curtains, they suffer from a tortured emptiness 
of the soul. Some believe that love, or the lack of it, fosters this 
feeling of emptiness. 
Those who dwell in a world of emptiness want to be happy but 
have lost their way, their lives dependent upon external forces and 
not themselves. Powerless, they have abdicated their authority, 
replacing it with dusty collections of discarded junk and dreams of 
large stacks of money. 
The God of Materialism
George Lorimer (1867-1937), Editor of the Saturday Evening 
Post, viewed money as an intricate duality. He said, “It is good to 
have money and the things that money can buy, but it’s good too, 
to check up once in a while and make sure you haven’t lost the 
things money can’t buy.” That bit of sage advice encourages us to 
determine what is really important and not become a slave to the 
God of materialism and monetary temptations.
The maxim, Money can’t buy you happiness, invites discussion and 
begs for clarification. Although money can’t buy true happiness, it 
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“And again I say unto you, It is easier for a camel to go 
through the eye of a needle, than for a rich man to enter 

into the kingdom of God.”
~Matthew 19:24 King James Version (KJV)
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is the commitment to the 12 STEP approach for sobriety. That is only 
effective in a minority of opiate use disordered patients. However, 
the majority of this population requires chemical stabilization of their 
brain disorder, which is analogous to stabilizing high blood glucose 
with insulin in diabetes mellitus. Combining MAT with abstinence 
models would result in optimal recovery rates. Once the stigma for 
treatment with medications in opiate use disorder is dispelled, and 
the statistics reveal comparative success with these techniques (from 
the scientific community), this will become the preferred modality of 
addiction treatment in the United States. 
This is but a synopsis of the intricate web of graft, excess, and 
corruption which has plagued the healthcare industry and the 
rehabilitation of addicted individuals, resulting in diminished 
treatment efficacy, higher costs, and substandard results. When 
opiate addiction is treated for the purpose of generating a 
profit, rather than placing the clinical needs of the patient as the 
primary goal, overdoses and death result in its wake, due to often 
preventable treatment failures.
Dr. Charles A. Buscema is CEO and Medical Director of Alternatives 
For You, in Palm Beach Gardens, Florida, an outpatient MAT 
facility which operates under the mandate of the Federal Suboxone 
Program for Opioid Dependence. This is a pioneer facility in utilizing 
the principles of Medication Assisted Treatment on an outpatient 
basis. The outpatient office addresses the issue of detoxification and 
rehabilitation from opioid medications principally with buprenorphine 
and also the stabilization of any underlying co- occurring psychiatric 
disorders which interfere with the transition process.  
https://mat-alternatives.com/ 
Dr. Charles A. Buscema graduated from the six-year biomedical 
program, affiliated with the Albany Medical College of Union 
University, in 1974, with a B.S. in Biology and an M.D. degree.
Dr. Buscema was appointed the first Chief of Psychiatry at St. 
Peter’s Hospital in Albany, N.Y. in 1980, a position that he held 
for almost ten years. In 1983 he achieved board certification in 
the specialty of General Psychiatry from the American Board of 
Psychiatry & Neurology.
In 1995, Dr. Buscema graduated from a two-year Forensic 
Fellowship at SUNY Upstate Medical University; subsequently, 
in 1999, he was named Associate Director of the Forensic 
Residency at SUNY Upstate and in June 2001, he was certified in 
the subspecialty of Forensic Psychiatry by the American Board of 
Psychiatry and Neurology.
Dr. Buscema was Acting Clinical Director of Central New York 
Psychiatric Center from 1998-2000, and was subsequently named 
Director of Psychiatry of CNYPC and all of its prison satellite units, 
a position that he held from September 2000 until February 2003.
Dr. Buscema has authored & presented numerous forensic & 
correctional topics to a wide array of audiences nationally, and has 
published a book with co-author Dr. William Glazer, (July 2002, 
McMahon Medical Publishing Inc., New York, N.Y.), titled “Treating 
Schizophrenia in the Correctional Setting: The Forensic Algorithm 
Project 2002”. This clinical practice guideline is the first published 
algorithm for the treatment of schizophrenia in the correctional 
environment and is being utilized by state health care delivery 
systems throughout the country. https://mat-alternatives.com/ 

can provide a soothing balm for the family struggling with mortgage 
payments, bills, and the unending needs of growing children. Many 
are hard pressed to make ends meet. Some are forced to work 
several jobs leaving them exhausted and unable to properly nurture 
and care for family members. 
Money can make our lives a bit easier and less stressful. Money, in 
the form of a financial windfall or good paying job, provides us with 
the bounty of leisure time that can be spent on hobbies and family 
affairs. Money, in that regard, provides an opportunity to improve 
our quality of life. 
Despite its allure, money should never be placed at the top of our 
priorities, as other, more important variables, reside at our center. 
Those who are self-aware, soon realize that proposition. Life coach 
Stefan James believes that people with a positive mindset, “make 
happiness their top value in life. They engage in a process of self-
reflection, learn how to master their emotions, and find peace within 
themselves, which in turn, allows them to experience inner happiness.” 
True happiness is not the byproduct of materialism but radiates from 
what Dream Gliding purports to be a collage of positivity surrounding 
healthy relationships, satisfying occupations and hobbies, and an 
awareness of a Higher Power. In the end, we decide what really is of 
value and determine if we want to pay the price.
Maxim W. Furek has a rich background that includes aspects of 
psychology, addictions, mental health and music journalism. His 
book The Death Proclamation of Generation X: A Self-Fulfilling 
Prophesy of Goth, Grunge and Heroin explores the dark marriage 
between grunge music and the beginning of the opioid crisis. Learn 
more at www.shepptonmyth.com 
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