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Clinical Step Working Guide

Step 1: Powerlessness
For SUD and mental health counselors

"WE admitted WE were powerless over [alcohol/drugs]—that our lives had become
unmanageable."

Comprehensive training on Step One: the "WE" foundation, internal and external powerlessness,
internal and external unmanageability—helping you understand what your patients are
experiencing to better serve them at the level of their needs.

Introduction: Why This Matters for Clinicians

As addiction treatment professionals, we often recommend that patients attend 12-step
meetings, get a sponsor, and "work the steps." But how many of us truly understand what we're
recommending? Do we know what Step One actually means beyond the words? Do we
understand what patients experience as they grapple with powerlessness and unmanageability?

This comprehensive guide is designed to deepen your clinical understanding of Step One—not to
make you a 12-step expert, but to help you better serve patients who are engaging with this
process. Whether you personally embrace the 12-step philosophy or not, understanding it
thoroughly allows you to:

e Connect authentically with patients' 12-step work

« Facilitate meaningful engagement rather than vague referrals

« Integrate 12-step concepts with evidence-based clinical practice

« Address barriers that prevent patients from accessing this powerful resource
e Understand patient experience at a deeper level

Why Step One? Why Start Here?

Step One is the foundation of the entire 12-step process. It addresses the two core realities of
addiction:

Powerlessness

The inability to control substance use once started. Internal (obsession, craving, willpower failure)
and External (consequences, broken promises, loss of control).

Unmanageability
The chaos and destruction addiction creates. Internal (emotional chaos, shame, fear) and
External (financial, legal, relational, health damage).

The Clinical Significance: Until patients accept these two realities—powerlessness and
unmanageability—no other intervention will stick. They'll continue to believe they can control it,
that one more strategy will work, that willpower should be sufficient. Step One shatters these
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illusions and opens the door to genuine help.

The First Word is "WE" - Why It Matters

Notice that Step One doesn't begin with "l admitted | was powerless..." It begins with "WE
admitted WE were powerless..." This is the most important word in recovery.

The "WE" tells patients:

* You are not alone in this

e Others have walked this path before you

e Your isolation is over

* You belong to a fellowship of mutual understanding

« Connection is not just helpful—it IS the treatment

As Johann Hari wrote: "The opposite of addiction is not sobriety—the opposite of addiction is
connection." The "WE" of Step One operationalizes this truth.

Recommended Use: Spend 10-15 minutes daily with one topic. Read, reflect, and commit to one
action step. In a few weeks, you'll have dramatically deepened your clinical understanding of Step
One and strengthened your ability to facilitate patient recovery.

Clinician Resources

Understanding Step One deeply allows you to meet patients at the level of their needs—not
where they should be, but where they are. Remember: the first word is "WE" because connection
is treatment.

Recommended Reading
Alcoholics Anonymous "Big Book" - Chapter 3: "More About Alcoholism"

Clinical Training
12-Step Facilitation Therapy (TSF) - NIAAA/NIDA Evidence-Based Treatment
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The "WE" Foundation

The critical importance of connection and mutuality in Step One

Why the First Word is "WE"

OVERVIEW

Step One begins with "WE admitted we were powerless..." not "l admitted | was powerless." This
is not accidental. The first word of the 12-step program is "WE" because isolation is both a
symptom and a driver of addiction. Recovery happens in community. Your patients cannot
recover alone any more than they could stop alone.

KEY POINTS FOR CLINICIANS

« "WE" signals that isolation is over—the individual joins a fellowship
» Addiction thrives in isolation; recovery requires connection

« The "WE" offers immediate belonging before any work is done

« Patients often feel like the only person who thinks/feels this way

e The "WE" normalizes their experience and reduces shame

CLINICAL INSIGHT

Many patients resist connection precisely because it's what they need most. Years of addiction
have taught them that people are unsafe, unpredictable, and will eventually leave. The "WE" of
Step One offers a different experience—unconditional belonging based on shared experience, not
performance.

THE PATIENT EXPERIENCE

What patients are thinking: "You don't understand what I've done. If people knew the real me,
they'd reject me. I'm different—worse—than other addicts." The "WE" directly contradicts this
shame narrative.

CLINICAL REFLECTION

How do you help patients transition from isolation to connection? What barriers to the "WE" do
your patients commonly present?

CLINICAL EXERCISE / ASSESSMENT TOOL

Assessment questions to explore "WE" barriers:

* "What would it be like to be in a room of people who truly understand your experience?"

* "What fears come up when you think about being honest with others about your addiction?"
* "When did you start hiding parts of yourself from others?"

* "What would you need to feel safe enough to be known?"
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ACTION STEP FOR YOUR PRACTICE
In your next session with a patient working on Step One, spend time exploring their relationship
to the "WE"—both their fears and their longings for connection.

Mutual Identification: The Healing Power of "Me Too"

OVERVIEW

Mutual identification is the therapeutic mechanism that makes 12-step programs work. When a
patient hears someone share their own story—complete with similar thoughts, feelings, and
behaviors—something shifts. They are no longer alone. They are no longer "the worst." Someone
understands.

KEY POINTS FOR CLINICIANS

e Mutual identification reduces shame faster than explanation

» Patients need to hear stories, not lectures

» The feeling of being understood is often more healing than insight

e "Me too" creates instant connection and hope

« Clinicians can facilitate mutual identification even in individual therapy

CLINICAL INSIGHT

As clinicians, we can explain addiction, validate feelings, and offer empathy—but we cannot
always say "me too." This is why peer support and 12-step programs are essential complements
to clinical treatment. Our job is to help patients overcome barriers to accessing this powerful
healing resource.

THE PATIENT EXPERIENCE

Patients often say: "l never thought anyone else felt this way. | thought | was crazy. When she
shared about waking up at 3am and counting her bottles, | almost fell out of my chair—that's
exactly what | do."

CLINICAL REFLECTION
How do you facilitate mutual identification in your clinical work? Do you utilize group therapy,
peer support, or 12-step referrals strategically?

CLINICAL EXERCISE / ASSESSMENT TOOL

Techniques for facilitating mutual identification:

e Use group therapy strategically—match patients who can identify with each other

* Share (appropriately anonymized) examples: "Another patient once described it as..."
* Assign 12-step meeting attendance with specific listening tasks
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* Have patients write about experiences, then share: "How many of you have felt..."
* Normalize universally: "Many people with addiction describe..."

ACTION STEP FOR YOUR PRACTICE
Identify one patient who is struggling with isolation and shame. Develop a specific plan to
connect them with mutual identification experiences (group, meeting, peer mentor).

Connection as Treatment: The Opposite of Addiction

OVERVIEW

Johann Hari famously wrote, "The opposite of addiction is not sobriety. The opposite of addiction
is connection." Step One begins with "WE" because connection is not just a nice addition to
treatment—it IS treatment. Patients cannot think their way into recovery; they must be welcomed
into it by others who have been there.

KEY POINTS FOR CLINICIANS

 Isolation is both cause and consequence of addiction

« Connection directly addresses the root of addiction

e The "WE" provides immediate remedy for years of loneliness

« Shame cannot survive shared experience

« Research supports social connection as a primary treatment factor

CLINICAL INSIGHT

Many treatment approaches focus on individual pathology while neglecting the relational context
of addiction. A patient can complete every workbook, pass every test, and still relapse because
they never truly connected. The "WE" of Step One is not preamble—it's treatment.

THE PATIENT EXPERIENCE

Patients often describe their addiction as their "best friend," their "only comfort," the "one thing
that was always there." The "WE" offers a replacement for this relationship—real humans who
understand and accept them.

CLINICAL REFLECTION
How central is connection in your treatment approach? Do you view 12-step or peer support as
adjunct or essential?

CLINICAL EXERCISE / ASSESSMENT TOOL

Connection assessment for your caseload:
* How many of your current patients have meaningful recovery connections?
* What barriers prevent your patients from connecting?
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* What resources exist that you could better utilize?
* How could you restructure treatment to prioritize connection?
* What role modeling of connection do you provide in the therapeutic relationship?

ACTION STEP FOR YOUR PRACTICE
Review your caseload and identify patients who remain isolated despite treatment. Develop
specific interventions to address connection deficits.

The Fellowship: Structure for Connection

OVERVIEW

The "WE" of Step One refers specifically to the fellowship of recovering people—AA, NA, or other
12-step programs. This is not a casual support group; it's a structured program of recovery with
meetings, sponsors, step work, and service. Understanding this structure helps clinicians prepare
patients for meaningful participation.

KEY POINTS FOR CLINICIANS

e The fellowship provides consistent, available support (meetings happen daily)

e Sponsorship offers one-on-one guidance and accountability

« Service work creates purpose and contribution

e The fellowship is free and accessible anywhere in the world

e The structure addresses shame, isolation, and lack of coping skills simultaneously

CLINICAL INSIGHT

Many clinicians are unfamiliar with how 12-step programs actually work, leading to vague
referrals ("maybe try a meeting") rather than strategic integration. Understanding the
structure—meetings, sponsors, step work, service—allows for specific, actionable
recommendations.

THE PATIENT EXPERIENCE

Patients often have misconceptions or negative past experiences: "l tried AA and it didn't work."
Exploration usually reveals they attended one or two meetings without guidance. The "WE"
requires commitment and participation, not just attendance.

CLINICAL REFLECTION
How well do you understand the structure of 12-step programs? Have you ever attended an open
meeting? Do you know how to help patients find and engage with the fellowship?

CLINICAL EXERCISE / ASSESSMENT TOOL
Fellowship integration checklist:
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* Can you explain meeting types (open, closed, speaker, discussion)?

* Do you know local meeting schedules and locations?

e Can you describe what sponsorship involves?

* Do you understand the difference between attending and participating?
* Can you address common patient objections effectively?

ACTION STEP FOR YOUR PRACTICE

If you have not attended an open 12-step meeting, do so this month. If you have, attend a
meeting type you're less familiar with. Nothing replaces direct experience for understanding what
you're recommending.

Addressing Barriers to "WE": Why Patients Resist Connection

OVERVIEW

If connection is the answer, why do patients resist it so strongly? Years of addiction have created
powerful barriers: shame, trust wounds, social anxiety, and the belief that they are different or
worse than others. Clinicians must understand and address these barriers, not just recommend
connection.

KEY POINTS FOR CLINICIANS

« Shame tells patients they are unworthy of belonging

e Past betrayals make trust feel dangerous

« Social skills may have deteriorated during active addiction
e The "terminal uniqueness" belief insists they are different

e Fear of judgment, rejection, and vulnerability are universal

CLINICAL INSIGHT

Recommending connection without addressing barriers is like prescribing medication without
addressing side effect concerns—the patient won't take it. We must prepare patients for
connection by processing fears, building social skills, and gradually increasing exposure to safe
relationships.

THE PATIENT EXPERIENCE

Internal barriers patients experience: "What if they judge me? What if | say the wrong thing?
What if they find out what I've really done? What if | can't relate? I'm too broken for normal
people."

CLINICAL REFLECTION
What barriers to connection do your patients most commonly present? How do you address these
therapeutically?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Barrier assessment and intervention planning:

* Shame barriers: Process specific shame memories, normalize through psychoeducation
e Trust barriers: Explore trust wounds, start with low-risk connections

 Skill barriers: Role play introductions, practice small talk, rehearse meeting attendance
* "Terminal uniqueness": Assign specific listening tasks at meetings to identify similarities
e Fear of vulnerability: Start with sharing facts before feelings

ACTION STEP FOR YOUR PRACTICE
With your next patient resistant to group/meetings, spend the session exploring specific barriers
rather than arguing for benefits. Address the barriers directly.

The Paradox: Alone Together

OVERVIEW

Here is the beautiful paradox of Step One: patients come together to admit what they could not
admit alone. The "WE" creates safety for the "admitted." In isolation, admitting powerlessness
feels like destruction. In fellowship, it feels like liberation. The same admission that would be
humiliating alone becomes connecting with others.

KEY POINTS FOR CLINICIANS

e Admission in isolation feels like defeat and exposure

« Admission in community feels like honesty and belonging

e The "WE" transforms the meaning of vulnerability

« Shared admission creates bonding, not judgment

« What cannot be borne alone becomes bearable together

CLINICAL INSIGHT

This paradox explains why patients can acknowledge their powerlessness in meetings while still
denying it in individual session—the container matters. Consider how you can create "WE"
experiences even in individual therapy through normalizing language and strategic group
integration.

THE PATIENT EXPERIENCE

The shift in experience: "l couldn't even say the word 'alcoholic' to myself. But when everyone

introduced themselves that way, when | saw all these people nodding and smiling, it didn't feel
shameful anymore. It felt like coming home."

CLINICAL REFLECTION

© The Recovery Files Page 8



Embrace, Empower & Evolve - Clinical resource Clinical Step Working Guide — Step 1: Powerlessness

How do you create containers of safety that facilitate honest admission? Do you use group
strategically for this purpose?

CLINICAL EXERCISE / ASSESSMENT TOOL

Creating "WE" containers in clinical practice:

e Group therapy: "We're all here because we struggle with..."

* Individual therapy: "Many of the people | work with describe..."

* Meeting preparation: "When you introduce yourself, you'll hear others say..."
* Family sessions: "Many families experience..."

* Normalizing language throughout treatment

ACTION STEP FOR YOUR PRACTICE
Evaluate your use of normalizing language in sessions. Practice framing patient experiences as
part of shared human/recovery experience.
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Powerlessness: Internal

Internal manifestations of powerlessness patients experience

The Obsession of the Mind

OVERVIEW

Internal powerlessness begins with the obsession—the relentless, intrusive thoughts about the
substance that do not respond to reason, willpower, or consequences. This is not normal wanting;
it's the mental phenomenon the Big Book describes as "the peculiar mental twist." Patients
cannot think their way out of thinking about using.

KEY POINTS FOR CLINICIANS

e Obsession differs from craving—it's mental, not physical

« Thoughts about using can be constant, intrusive, and exhausting

« Rational arguments do not penetrate obsessive thinking

« The obsession makes decisions before the person consciously chooses

« Understanding the obsession reduces self-blame and increases acceptance

CLINICAL INSIGHT

Many patients and families believe that the person "chooses" to use each time. The obsession
precedes and drives the decision. By the time a patient is consciously "deciding," the obsession
has already positioned them for use. This is not excuse-making—it's accurate description of the
phenomenon.

THE PATIENT EXPERIENCE

What the obsession feels like: "I'm at my son's birthday party and | can't stop thinking about the
beer in the cooler. I'm in an important meeting and I'm planning my route to the dealer. | wake up
determined not to use and by noon the only question is when, not if."

CLINICAL REFLECTION
How do you assess for obsessive thinking patterns with your patients? Do you understand the
difference between craving and obsession?

CLINICAL EXERCISE / ASSESSMENT TOOL

Obsession assessment questions:

* "Walk me through a typical day when you're trying not to use. When do thoughts about using start?
How often do they come?"

* "What happens when you try to distract yourself from thoughts about using?"

* "Have you ever decided firmly not to use and found yourself using anyway? Walk me through what
happened in between."

* "On a scale of 1-10, how much of your mental energy goes to thinking about using/not using?"
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ACTION STEP FOR YOUR PRACTICE
In your next assessment, spend dedicated time exploring the obsessive component of addiction.
Help the patient see that the obsession itself is evidence of powerlessness.

The Phenomenon of Craving

OVERVIEW

Once a substance enters the body, the phenomenon of craving takes over. This is the physical
component of powerlessness—the way the body responds to the first drink or hit with an
overwhelming demand for more. This is why patients say "l can't have just one." Their bodies
literally cannot.

KEY POINTS FOR CLINICIANS

« Craving is physical, triggered by initial use

e "One drink" activates a cascade that demands more

e This phenomenon does not exist in non-addicted people
e Craving explains "loss of control" after first use

« No amount of willpower overcomes active craving

CLINICAL INSIGHT

Patients need to understand that their experience of craving is different from normal desire.
When a non-addicted person has one drink, they might want another or might not. When an
addicted person has one drink, their body initiates a demand cycle that feels irresistible. This is
neurobiological reality.

THE PATIENT EXPERIENCE

What craving feels like: "After the first drink, something switches. | couldn't tell you what happens
exactly, but suddenly | NEED more. My body is screaming for it. Everything else disappears. I've
walked out of my daughter's wedding reception to get more."

CLINICAL REFLECTION
How do you explain the physical phenomenon of craving to patients and families? Do they
understand why "just one" is not an option?

CLINICAL EXERCISE / ASSESSMENT TOOL

Craving psychoeducation conversation starters:

e "Tell me about your experience with 'just one""

* "What happens in your body after the first drink/hit?"

* "Have you ever been able to successfully control your use after starting?"
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* "How does your experience with craving differ from how non-addicts describe wanting a drink?"

ACTION STEP FOR YOUR PRACTICE
Develop a clear explanation of the craving phenomenon you can use for patient and family
education. Practice it until it's natural and compelling.

The Defeat of Willpower

OVERVIEW

Patients come to treatment having tried willpower—repeatedly. They have promised, sworn,
committed, white-knuckled, and failed. Internal powerlessness means that willpower alone is not
sufficient to overcome addiction. This is not weakness; it's the nature of the disease.

KEY POINTS FOR CLINICIANS

« Willpower is a legitimate strength—but insufficient for addiction

« Repeated willpower failures create shame and despair

e The disease is cunning, baffling, and powerful—stronger than individual will

« Acknowledging willpower's limits is not giving up—it's getting smart

« Recovery requires resources beyond individual determination

CLINICAL INSIGHT

Most patients and families still believe addiction should be controllable by willpower. Each failure

deepens shame and hopelessness. Helping patients understand that willpower's defeat is not
personal failure but disease characteristic can be profoundly relieving.

THE PATIENT EXPERIENCE

The despair of willpower failure: "l have more willpower than anyone | know. | built a business
from nothing. | ran marathons. | survived combat. But | cannot stop drinking. What is wrong with
me? | must be fundamentally defective."

CLINICAL REFLECTION

How do you reframe willpower failure from personal defect to disease characteristic? Do you help
patients inventory their other life strengths?

CLINICAL EXERCISE / ASSESSMENT TOOL

Willpower inventory exercise:

* "List three things in your life you've accomplished through determination and effort."

* "Now describe your attempts to control your addiction through willpower."

* "What does it mean to you that the same willpower that worked elsewhere doesn't work here?"
* "If willpower worked, how long ago would you have stopped?"
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ACTION STEP FOR YOUR PRACTICE
With a patient caught in willpower-shame cycles, facilitate this inventory. Help them see that
willpower failure indicates disease, not defect.

The Insanity of Repeating

OVERVIEW

The Big Book defines insanity as "doing the same thing over and over and expecting different
results." Internal powerlessness includes this inability to learn from experience—the belief that
"this time will be different." Despite overwhelming evidence, the patient genuinely believes they
can control it "this time."

KEY POINTS FOR CLINICIANS

e The disease alters perception of past experience

« Patients minimize, forget, or distort negative consequences

« "This time will be different" feels genuinely true in the moment
e This is a symptom, not stupidity or stubbornness

« Recognition of this pattern is part of Step One acceptance

CLINICAL INSIGHT

This "insanity" is frustrating to families and clinicians—"How can they possibly believe it will work
this time?" But the addicted brain genuinely distorts memory and prediction. The patient is not
being deliberately irrational; their brain is misfiring.

THE PATIENT EXPERIENCE

The sincerity of "this time": "I know it sounds crazy, but | really did believe I could just have a
couple. I wasn't lying when | said I'd be different. | know I've said it before. | know my track
record. But something in me believed it would work this time."

CLINICAL REFLECTION
How do you work with patients around the "this time will be different" phenomenon? Do you
understand it as symptom rather than dishonesty?

CLINICAL EXERCISE / ASSESSMENT TOOL

Insanity inventory questions:

* "How many times have you believed you could control it and been proven wrong?"

* "What did you tell yourself right before your last relapse about why this time would be different?"
e "Looking back, what was the evidence that it WOULD be different versus the evidence that it
wouldn't?"

© The Recovery Files Page 13



Embrace, Empower & Evolve - Clinical resource Clinical Step Working Guide — Step 1: Powerlessness

* "If a friend had your track record, what would you tell them about 'this time'?"

ACTION STEP FOR YOUR PRACTICE
Help a patient document their "this time will be different" history in writing. Having concrete
evidence counters the distortion when it arises again.

The Forgetting: Euphoric Recall

OVERVIEW

Euphoric recall is the selective memory that remembers the relief and pleasure of using while
forgetting the destruction. This is internal powerlessness—the patient's own memory cannot be
trusted. They genuinely remember using as better than it was and consequences as less severe.

KEY POINTS FOR CLINICIANS

e The brain preferentially encodes positive drug experiences

* Negative consequences are minimized or forgotten

« Euphoric recall intensifies during stress or extended sobriety

« Patients may genuinely not remember consequences that seem obvious to others
« Written records help counter this memory distortion

CLINICAL INSIGHT

Families are often baffled: "How can they not remember the night they got arrested?" or "How
can they think drinking was ever fun?" Euphoric recall literally edits memory. The patient is not
lying—their memory is corrupted by the disease.

THE PATIENT EXPERIENCE

The seduction of euphoric recall: "When | think about drinking, | don't picture the DUIs or the
divorce or sleeping under the bridge. | picture warm summer nights with friends laughing, feeling
free and confident. That's what comes up. The bad stuff feels like it happened to someone else."

CLINICAL REFLECTION

How do you help patients combat euphoric recall? Do you use written tools to anchor accurate
memory?

CLINICAL EXERCISE / ASSESSMENT TOOL

Euphoric recall interventions:

* Create a "First Drink/Last Drink" document: how it started vs. how it ended
» Write detailed consequence lists with sensory detail

* Record video testimonials during acute consequences for later viewing

e Develop a "play the tape forward" practice
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* Use photos or letters from the worst times

ACTION STEP FOR YOUR PRACTICE
With a patient early in recovery, create a detailed "Remember This" document while the pain is
fresh. This becomes crucial later when euphoric recall kicks in.

Internal Unmanageability: Emotional Chaos
OVERVIEW
Internal powerlessness includes the inability to manage emotions without substances. Years of

chemical coping have left patients without adequate emotional regulation skills. Even in sobriety,
emotions feel overwhelming, dangerous, and unmanageable.

KEY POINTS FOR CLINICIANS

e Substances were the primary emotional regulation tool

e Without substances, emotions feel raw and unbearable

« Emotional dysregulation is both cause and consequence of addiction

« Patients may not even recognize emotions—just discomfort that needs fixing

« Sobriety requires building skills that substances prevented developing

CLINICAL INSIGHT

Many patients used substances from adolescence—they never developed adult emotional

regulation skills. Asking them to "just cope" without substances is like asking someone to run a
marathon without ever having learned to walk.

THE PATIENT EXPERIENCE

The terror of emotions: "Without alcohol, | feel everything—too much. Anger that scares me.
Sadness that feels bottomless. Anxiety that makes me want to crawl out of my skin. Before, | just
drank it away. Now what am | supposed to do with all of this?"

CLINICAL REFLECTION
How do you assess emotional regulation capacity? How do you help patients develop skills they
never had?

CLINICAL EXERCISE / ASSESSMENT TOOL

Emotional assessment questions:

» "Before you started using heavily, how did you handle difficult emotions?"
* "What emotions are hardest for you to tolerate sober?"

* "What happens in your body when you feel __ ?"

* "What healthy coping skills do you currently have for intense emotions?"
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* "On a scale of 1-10, how confident are you that you can handle difficult emotions without using?"

ACTION STEP FOR YOUR PRACTICE
Assess your patients' emotional regulation capacity and build explicit skills training into their
treatment plans.

The Mental Blank Spot

OVERVIEW

The Big Book describes a "mental blank spot"—the moment before using when all knowledge of
consequences disappears. Despite everything they know, patients experience a gap in awareness
where the next right thing would be. In that blank spot, the decision to use feels like no decision
at all.

KEY POINTS FOR CLINICIANS

e The blank spot occurs BEFORE using, not after

« All awareness of consequences temporarily vanishes

« Patients are often puzzled by their own behavior afterward

e This is not denial but actual cognitive failure

» External support systems can fill the gap the patient cannot fill themselves

CLINICAL INSIGHT

This blank spot explains why patients can recite consequences in session but use hours later. In
the blank spot, that information becomes inaccessible. This is why recovery requires external
support—sponsors, meetings, accountability—to provide what the patient's own mind withholds.

THE PATIENT EXPERIENCE

Experiencing the blank spot: "I know this sounds like an excuse, but | honestly don't know what |
was thinking. One minute | was driving home, next minute | was at the bar. | didn't debate it, |
didn't weigh pros and cons. It's like | just... wasn't there."

CLINICAL REFLECTION

How do you help patients prepare for the blank spot? What external resources have you helped
them put in place?

CLINICAL EXERCISE / ASSESSMENT TOOL

Blank spot preparation:

¢ Identify high-risk times/places/emotions where blank spots are likely
e Establish commitment: "Before | use, | will call [sponsor/support].”

* Create environmental barriers that require conscious circumvention
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* Practice "playing the tape forward" so it becomes more automatic
e Build in accountability check-ins during high-risk periods

ACTION STEP FOR YOUR PRACTICE
With each patient, identify when and where their blank spots tend to occur. Develop specific
external support strategies for those moments.

Self-Will Run Riot

OVERVIEW

The Big Book describes the problem of "self-will run riot"—the internal belief that | should be able
to control everything, that my will should be supreme. This self-centered fear and control fuels
addiction. The patient believes they SHOULD be able to stop, and this belief prevents acceptance
of help.

KEY POINTS FOR CLINICIANS

e Self-will insists that | should be able to do this myself

e Pride prevents asking for help

e Control is illusion that feels like necessity

e Self-will run riot creates relational and emotional chaos
« Surrendering self-will is central to Step One

CLINICAL INSIGHT

Many patients are high-achieving, capable people whose self-will has worked everywhere else.
Asking them to admit powerlessness challenges their core identity as competent, in-control
individuals. This is often hardest for successful patients.

THE PATIENT EXPERIENCE

The tyranny of self-will: "I've always been the one who figures things out. | don't need help—I help
others. Admitting | can't control this feels like admitting I'm nothing, that my whole self-image is a
lie."

CLINICAL REFLECTION
How do you work with patients whose identity is built on self-sufficiency and control? How do you
help them see surrender as strength?

CLINICAL EXERCISE / ASSESSMENT TOOL

Self-will exploration:
* "In what other areas of life has your willpower and determination been effective?"
* "What would it mean about you if you truly can't control this alone?"
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* "What's the difference between being helpless and needing help?"
* "Who in your life has ever seen you be vulnerable?"

ACTION STEP FOR YOUR PRACTICE
Identify patients whose self-will is blocking their acceptance of help. Explore the identity threat
that surrender represents for them.
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Powerlessness: External

External behavioral evidence of powerlessness

Loss of Control: Behavioral Evidence

OVERVIEW

External powerlessness shows in observable behavior: using more than intended, using longer
than intended, failed attempts to cut down, persistent use despite consequences. These are DSM
criteria because they are tangible, documentable evidence that the person cannot control their
use.

KEY POINTS FOR CLINICIANS

e DSM criteria reflect observable powerlessness

e "Using more than intended" happens repeatedly despite resolve

« Failed attempts to cut down provide concrete evidence

e Continued use despite clear consequences demonstrates loss of control

e This behavioral evidence is often more convincing to patients than theory

CLINICAL INSIGHT

When patients argue they're not powerless, behavioral evidence is more compelling than
conceptual arguments. Document specific instances: "You told me you would have two drinks at
the party. What actually happened?" Concrete evidence counters denial.

THE PATIENT EXPERIENCE

The frustration of lost control: "l literally set an alarm on my phone to leave the bar after two
drinks. | heard the alarm, turned it off, ordered another drink, and stayed until closing. | don't
understand myself."

CLINICAL REFLECTION
How do you document and reflect back behavioral evidence of powerlessness? Do you use
concrete examples effectively?

CLINICAL EXERCISE / ASSESSMENT TOOL

Behavioral evidence inventory:

* "How many times in the past year did you use more than you intended?"

* "What attempts have you made to cut down or control your use? What happened?"

* "What consequences have you experienced that you thought would make you stop?"
* "Give me three specific examples when you planned to use moderately and didn't."
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ACTION STEP FOR YOUR PRACTICE
With a patient in denial, conduct a detailed behavioral inventory. Document specific instances
rather than arguing about concepts.

Broken Promises: The External Record

OVERVIEW

Broken promises are external evidence of internal powerlessness. The patient meant it when they
promised. They were not lying. But the disease is stronger than promises. Each broken promise
damages relationships and deepens the patient's shame.

KEY POINTS FOR CLINICIANS

« Patients typically mean their promises when they make them

« Broken promises are disease evidence, not character evidence

e Each broken promise erodes trust and deepens shame

e The pattern of promising and breaking is diagnostic

« Understanding this helps families separate disease from character

CLINICAL INSIGHT

Families often ask, "Why does he keep lying to me?" Helping them understand that the patient
meant the promise when they made it—and that breaking it is disease symptom—can reduce
anger and support effective intervention.

THE PATIENT EXPERIENCE

The weight of broken promises: "lI've promised my wife I'd stop maybe a hundred times. | meant it
every single time. She thinks I'm a liar. I'm starting to think so too. How can | keep promising and
keep breaking when | truly meant to stop?"

CLINICAL REFLECTION

How do you help patients and families understand broken promises as disease symptom rather
than character flaw?

CLINICAL EXERCISE / ASSESSMENT TOOL

Broken promise exploration:

* "Who have you made promises to about your use? How many times?"

* "When you made those promises, did you mean them? What happened?"

* "How has promise-breaking affected your relationships?"

* "If broken promises were about character, wouldn't someone with strong character be able to keep
them?"
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ACTION STEP FOR YOUR PRACTICE
Conduct this exploration with a patient carrying shame about broken promises. Help them
understand this as powerlessness evidence rather than personal failure.

Consequences: External Markers of Powerlessness

OVERVIEW

Consequences are external evidence that the patient cannot stop despite sufficient reason to do
so. If knowledge of consequences were sufficient to stop, patients would have stopped long ago.
The accumulation of consequences—legal, financial, relational, professional, health—is proof of
powerlessness.

KEY POINTS FOR CLINICIANS

« Consequences should be sufficient motivation to stop—but aren't

« Each consequence "should have" been the bottom—but wasn't

« Continued use despite consequences is clinical criterion

« Consequence history provides concrete evidence for Step One

« Families need to understand: if consequences worked, they would have worked by now

CLINICAL INSIGHT

Families often believe the next consequence will be "the one" that makes the patient stop. Help
them understand that if consequences were sufficient motivation, the patient would have stopped
already. This prevents families from creating more consequences in hopes of forcing change.

THE PATIENT EXPERIENCE

The bafflement of continued use: "l lost my medical license—the thing | worked my whole life for.
| told myself that would be my bottom. Six months later | was using again. There is literally
nothing left to lose and I'm still using."

CLINICAL REFLECTION
How do you document consequence history? How do you help families understand that
consequences alone don't produce change?

CLINICAL EXERCISE / ASSESSMENT TOOL

Consequence inventory:

 "List every significant consequence your addiction has caused."

* "Which consequence did you think would make you stop?"

» "After each consequence, how long before you used again?"

* "If consequences could make you stop, which one would have been enough?"
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ACTION STEP FOR YOUR PRACTICE
Create a comprehensive consequence timeline with a patient. Use it as evidence for Step One
acceptance and to help them understand why consequences alone haven't worked.

Failed Strategies: Evidence of Insufficient Solutions

OVERVIEW

External powerlessness is documented in failed strategies—all the approaches that didn't work.
Switching substances, switching environments, only using on weekends, only using with certain
people—the list of attempted controls that failed is evidence that control doesn't work.

KEY POINTS FOR CLINICIANS

« Most patients have tried multiple control strategies

» Each failure provides evidence that control is not possible

e Strategy failure is not personal failure—it's disease characteristic
« New environments don't change internal powerlessness

e Pattern of strategy-failure is diagnostic

CLINICAL INSIGHT

Patients often arrive with a new strategy: "This time I'll only use on weekends," or "I'm moving to
a new city where no one uses." Reviewing their history of failed strategies helps them see the
pattern before this strategy fails too.

THE PATIENT EXPERIENCE

The exhaustion of strategies: "I've tried everything. Only drinking beer—then | switched to vodka.
Only using after 6pm—then | started at noon. Only using alone so | wouldn't embarrass
myself—then | used at my kid's graduation. Nothing works."

CLINICAL REFLECTION
Do you inventory failed control strategies with patients? How do you use this to build Step One
acceptance?

CLINICAL EXERCISE / ASSESSMENT TOOL

Strategy history:

 "List every strategy you've tried to control your use."

* "How long did each strategy last before it failed?"

* "What new strategy are you thinking might work this time?"
* "If any of those strategies had worked, would you be here?"

ACTION STEP FOR YOUR PRACTICE
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When a patient proposes a new control strategy, review their strategy history first. Help them see
the pattern before investing in another attempt.

Relationship Destruction: External Impact

OVERVIEW

External powerlessness is evident in relationship destruction. If patients could control their use,
they would have for the people they love. The fact that they continued using despite destroying
their most precious relationships is evidence of powerlessness, not evidence of not caring.

KEY POINTS FOR CLINICIANS

« Relationship damage often exceeds patient awareness

« Continued use despite relationship consequences is diagnostic

» Patients often care deeply but cannot stop

« "If you loved me, you'd stop" misunderstands addiction

« Relationship destruction is evidence FOR help-seeking, not AGAINST the person

CLINICAL INSIGHT

Help families understand: the patient didn't choose substances over relationships; the disease
made the choice. This reframe can preserve relationships while maintaining appropriate
boundaries.

THE PATIENT EXPERIENCE

The anguish of relationship loss: "My daughter said she'd never speak to me again if | used. | used
that night. Does that mean | love alcohol more than my daughter? Because | don't. | love her
more than anything. | just... couldn't stop."

CLINICAL REFLECTION
How do you help patients inventory relationship damage? How do you help families understand
powerlessness in relational terms?

CLINICAL EXERCISE / ASSESSMENT TOOL

Relationship impact assessment:

 "List every relationship significantly damaged by your addiction."

"What did you lose or damage that you never thought you would?"

"Who told you to stop or they'd leave? What happened?"

"If love were enough to make you stop, would these relationships have been enough?"

ACTION STEP FOR YOUR PRACTICE
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Conduct relationship impact assessments with patients. Frame the damage as evidence of
powerlessness rather than evidence of not caring.
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Unmanageability: Internal

Internal chaos and emotional dysregulation

The Internal Storm: Emotional Unmanageability

OVERVIEW

Internal unmanageability refers to the emotional and mental chaos that characterizes addiction.
Even if external life appeared manageable, the internal experience was unmanageable—constant
anxiety, shame, fear, resentment, depression, and emotional volatility. The storm inside is
unmanageability evidence.

KEY POINTS FOR CLINICIANS

« External appearance may hide internal chaos

« Emotional dysregulation IS unmanageability

e Constant fear, shame, and anxiety are symptoms

* The need to use to "feel normal" indicates internal unmanageability
« High-functioning patients still experience internal unmanageability

CLINICAL INSIGHT

Some patients argue their lives weren't unmanageable: "l never lost a job, | paid my bills."
Internal unmanageability redirects the conversation: "But what was happening inside you? Were
you at peace? Were you emotionally stable? Could you manage your feelings without chemicals?"

THE PATIENT EXPERIENCE

The internal reality: "To everyone else, | looked fine. Good job, nice house, well-dressed. But
inside, | was dying. | woke up with dread every morning. | couldn't get through a day without
drinking. | cried in the shower. | thought about suicide. That's not manageable."

CLINICAL REFLECTION
How do you assess internal unmanageability, especially with high-functioning patients who focus
on external functioning?

CLINICAL EXERCISE / ASSESSMENT TOOL

Internal unmanageability assessment:

* "On a typical day during your active addiction, what was your emotional state?"
* "How often did you feel at peace, content, or emotionally stable?"

e "What did you need to do to feel 'normal'?"

* "Even if your external life looked okay, what was happening inside?"

© The Recovery Files Page 25



Embrace, Empower & Evolve - Clinical resource Clinical Step Working Guide — Step 1: Powerlessness

ACTION STEP FOR YOUR PRACTICE
With a high-functioning patient arguing their life was manageable, conduct a thorough internal
unmanageability assessment.

Shame: The Engine of Internal Unmanageability

OVERVIEW

Shame is central to internal unmanageability—the crushing sense of being fundamentally flawed,
defective, and unworthy. Shame differs from guilt (I did something bad) by attacking identity (I
AM something bad). This shame drives continued use and blocks recovery.

KEY POINTS FOR CLINICIANS

e Shame is identity-level: "l am bad" vs. guilt "I did bad"
e Shame and addiction form a vicious cycle

e Shame blocks help-seeking and honest disclosure

« Shame grows in isolation and diminishes in connection
« Addressing shame is essential for recovery

CLINICAL INSIGHT

Shame prevents patients from engaging honestly in treatment. They minimize, lie, and hide not
from malice but from shame-avoidance. Creating a shame-safe environment is essential for
accurate assessment and genuine treatment engagement.

THE PATIENT EXPERIENCE

The weight of shame: "l can't tell you the things I've done. If you knew, you'd be disgusted. I'm
disgusted with myself. I'm not someone who does those things—but | did them. Every night |
replay my worst moments and hate myself."

CLINICAL REFLECTION
How shame-aware is your clinical approach? Do you actively create shame-safe environments?

CLINICAL EXERCISE / ASSESSMENT TOOL

Shame exploration (approach carefully):

* "When you think about your addiction, what do you feel most ashamed of?"

* "If people knew the truth about you, what would they think?"

* "How does shame affect your willingness to be honest here?"

* "When you think about who you've become, how do you feel about yourself?"

ACTION STEP FOR YOUR PRACTICE
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Evaluate your clinical environment for shame-safety. Consider: Do patients feel they can tell you
the truth? What signals might increase or decrease shame?

Fear: The Constant Companion

OVERVIEW

Internal unmanageability includes pervasive fear—fear of discovery, fear of consequences, fear of
running out, fear of stopping, fear of self. Active addiction is a fear-based existence, even when
external circumstances don't warrant such fear.

KEY POINTS FOR CLINICIANS

e Fear permeates active addiction

« Multiple layers: fear of using, fear of not using, fear of consequences, fear of discovery
e Fear drives much of the secrecy and manipulation

e Fear continues into early recovery and needs addressing

e Fear reduction is a marker of recovery progress

CLINICAL INSIGHT

Understanding the role of fear helps clinicians reframe "lying" and "manipulation" as fear-driven
behaviors. This doesn't excuse the behavior but provides a treatment target: reduce the fear,
reduce the behavior.

THE PATIENT EXPERIENCE

Living in fear: "I was afraid all the time. Afraid my wife would find my bottles. Afraid I'd run out
before the liquor store opened. Afraid my hands would shake at work. Afraid of being found out.
Afraid of what | was becoming. Afraid of stopping. Afraid of not stopping."

CLINICAL REFLECTION
Do you assess fear comprehensively? Do you understand how fear drives patient behaviors that
frustrate treatment?

CLINICAL EXERCISE / ASSESSMENT TOOL

Fear inventory:

* "What fears did you live with during active addiction?"

* "What were you afraid would happen if you stopped?"

* "What were you afraid would happen if you didn't stop?"
e "What fears do you carry into recovery?"

ACTION STEP FOR YOUR PRACTICE
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With a patient whose behaviors seem manipulative or deceptive, explore the fears driving those
behaviors. Address the fear to change the behavior.

Resentment: The Poison Within

OVERVIEW

Resentment—chronic anger at people, institutions, and situations—is identified in 12-step
literature as the "number one offender.” Internal unmanageability includes a roster of
resentments that fuel continued use. Patients drink AT people, use to show them, medicate anger
they cannot express.

KEY POINTS FOR CLINICIANS

« Resentment is anger repeatedly re-experienced (re-sentiment)
« Resentments fuel relapse and block recovery

« Patients often feel justified in their resentments

e "l drank because of them" reflects real resentment experience
« Step Four inventories address resentments directly

CLINICAL INSIGHT

Patients often present as victims of circumstances and people. While their grievances may have
validity, resentment keeps them sick regardless of whether it's "justified." Helping patients see
resentment as their problem—not the other person's—is essential.

THE PATIENT EXPERIENCE

The burden of resentments: "My father left when | was ten. My ex-wife cheated on me. My boss
promoted someone less qualified. | carry all of these injustices with me everywhere. Sometimes |
drink just to stop thinking about them."

CLINICAL REFLECTION
How do you address resentments in treatment? Do you help patients see resentment as a
recovery issue regardless of justification?

CLINICAL EXERCISE / ASSESSMENT TOOL

Resentment exploration:

* "Who are you most angry at? How long have you been angry?"
e "How has holding onto these resentments affected you?"

* "What would it mean to let go of these resentments?"

* "Who are you hurting by staying angry?"

ACTION STEP FOR YOUR PRACTICE
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Begin exploring resentments with patients even before formal Step work. Understanding their
resentment load helps you understand their internal unmanageability.

Self-Centered Thinking: The Prison of Perspective

OVERVIEW

Internal unmanageability includes self-centered thinking—the inability to see beyond one's own
perspective. This isn't selfishness in the moral sense; it's a cognitive limitation where everything
is filtered through "how does this affect me?" This creates interpersonal problems and blocks
empathy.

KEY POINTS FOR CLINICIANS

« Self-centered thinking is cognitive, not moral

« Everything is interpreted through personal impact
« This limits empathy and damages relationships

« Patients may not realize how self-focused they are
« "Getting out of self" is a core recovery practice

CLINICAL INSIGHT

Self-centered thinking explains many relationship problems patients experience. They genuinely
don't see other perspectives—not because they don't care, but because the addicted brain
narrows focus to survival-level self-concern.

THE PATIENT EXPERIENCE

The blindness of self-focus: "My therapist asked me what my wife might be feeling, and | honestly
didn't know. I'd never thought about it. Everything in our fights was about what she did to me. It
never occurred to me to wonder what I did to her."

CLINICAL REFLECTION
How do you assess and address self-centered thinking? Do you help patients develop
perspective-taking skills?

CLINICAL EXERCISE / ASSESSMENT TOOL

Perspective-taking practice:

* "Tell me about a recent conflict. What was the other person's experience?"

* "How did your addiction affect [family member]? What was their experience?"
* "When you make decisions, how much do you consider others' perspectives?"
* "What would it be like to see yourself through your loved ones' eyes?"

ACTION STEP FOR YOUR PRACTICE
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In your next family session, help the patient articulate family members' experiences. Use this to
build perspective-taking capacity.

Cognitive Distortions: Thinking That Creates Suffering

OVERVIEW

Internal unmanageability includes cognitive distortions—patterns of thinking that create and
maintain suffering. All-or-nothing thinking, catastrophizing, mind-reading, should
statements—these patterns make reality feel unmanageable even when it's not objectively
overwhelming.

KEY POINTS FOR CLINICIANS

« Cognitive distortions are common in addiction

» These patterns intensify emotions and impair judgment
» Distorted thinking feels like accurate thinking
 ldentifying distortions is a skill that requires practice

e CBT approaches address these patterns directly

CLINICAL INSIGHT

Patients don't know their thinking is distorted—it feels like reality. Helping them identify patterns
through collaborative exploration (not lecturing) builds awareness that can be applied
independently.

THE PATIENT EXPERIENCE

Living with distorted thinking: "My wife didn't answer the phone, so | knew she was leaving me.
My boss looked at me funny, so | knew | was getting fired. One person criticized my work, so
clearly I'm terrible at everything."

CLINICAL REFLECTION
Do you systematically assess and address cognitive distortions? What approaches do you use?

CLINICAL EXERCISE / ASSESSMENT TOOL

Distortion identification practice:

* Review a recent distressing event in detail

* |dentify the automatic thoughts that arose

* Explore evidence for and against those thoughts

e Consider alternative interpretations

* Notice how different interpretations affect emotions

ACTION STEP FOR YOUR PRACTICE
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Introduce cognitive distortion concepts to patients and practice identification together. Build this
as an ongoing recovery skill.
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Unmanageability: External

External life consequences and tangible destruction

Life Area Destruction: Comprehensive Damage

OVERVIEW

External unmanageability shows in concrete life area destruction—financial, legal, professional,
physical, relational. This is the tangible evidence that life has become unmanageable, the
wreckage that accumulates around active addiction.

KEY POINTS FOR CLINICIANS

« External unmanageability is measurable and documentable
e Multiple life areas are typically affected

- Damage often exceeds patient awareness

e Comprehensive assessment prevents minimization

e This evidence supports Step One acceptance

CLINICAL INSIGHT

Patients often focus on one area while minimizing others: "My marriage is fine; it's just a work
issue." Comprehensive assessment across all life areas reveals the true scope of
unmanageability.

THE PATIENT EXPERIENCE

The spreading damage: "l thought it was just about the drinking. But when | really looked, | saw:
two DUIs, $50,000 in debt, estranged from my kids, 40 pounds overweight, blood pressure
through the roof, and haven't called my best friend in two years. It's everywhere."

CLINICAL REFLECTION
How comprehensive is your unmanageability assessment? Do you systematically assess all life
areas?

CLINICAL EXERCISE / ASSESSMENT TOOL

Comprehensive life area assessment:

e Financial: Debt, lost income, poor decisions, unpaid bills

* Legal: Arrests, DUIs, custody issues, lawsuits

* Professional: Job loss, poor performance, damaged reputation, limited advancement
* Relational: Divorce, estrangement, damaged friendships, isolation

* Physical: Health problems, injuries, self-neglect

Spiritual/emotional: Loss of meaning, depression, anxiety, hopelessness
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ACTION STEP FOR YOUR PRACTICE
Develop a systematic life area assessment tool and use it with every patient to ensure
comprehensive unmanageability documentation.

Financial Unmanageability: Following the Money

OVERVIEW

Financial unmanageability is often dramatic and documentable—the cost of substances, legal
fees, lost income, poor financial decisions, debt accumulation, and theft. Following the money
reveals unmanageability that patients may minimize.

KEY POINTS FOR CLINICIANS

« Calculate total financial cost of addiction

* Include hidden costs: opportunities lost, health expenses

« Financial stress often continues into recovery

* Money-related behaviors reveal priorities during active use
« Financial amends may be part of recovery work

CLINICAL INSIGHT

Helping patients calculate total financial impact—including lost opportunities—can be powerful
Step One evidence. "You spent $800/month on alcohol, plus $15,000 in legal fees, plus the
promotion you lost—that's over $200,000 in five years."

THE PATIENT EXPERIENCE

The financial wreckage: "l made $150,000 a year and somehow was always broke. | 'borrowed'
from my kids' college fund. | took cash advances on credit cards. | lied to my wife about where
money went. All of it went to drink and covering up drinking."

CLINICAL REFLECTION
Do you help patients calculate comprehensive financial impact? How do you use this in
treatment?

CLINICAL EXERCISE / ASSESSMENT TOOL

Financial impact calculation:

* Monthly cost of substances

* Lost income (job loss, sick days, poor performance)
Legal costs (DUIs, attorney fees, fines)

* Health costs (ER visits, medications, therapy)

» Relationship costs (divorce, alimony)
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* Opportunity costs (promotions not received, investments not made)

ACTION STEP FOR YOUR PRACTICE
With your next patient, conduct a detailed financial impact analysis. Calculate the total cost of
their addiction over the past 5 years.

Occupational Unmanageability: Career Destruction

OVERVIEW

External unmanageability shows in occupational damage—Ilost jobs, damaged professional
reputation, missed opportunities, poor performance, workplace incidents. For many patients,
professional identity is tied to self-worth, making this damage particularly shameful.

KEY POINTS FOR CLINICIANS

» Professional damage often triggers treatment-seeking

» High-achieving patients may have delayed occupational consequences
« License loss, termination, and damaged reputation are common

« Professional reputation may recover more slowly than other areas

« Career-related shame is often intense

CLINICAL INSIGHT

For many patients—especially first responders, healthcare professionals, and
executives—professional identity is deeply tied to self-worth. Occupational consequences can be
both the most shameful and the most motivating aspect of unmanageability.

THE PATIENT EXPERIENCE

Professional devastation: "l spent 15 years building my career and my reputation. | was known as
someone you could count on. Now I've been terminated, I'm facing a license review, and no one
in my field will hire me. My entire professional identity is gone."

CLINICAL REFLECTION
How do you assess and address occupational unmanageability? Do you understand the shame
specifically attached to professional damage?

CLINICAL EXERCISE / ASSESSMENT TOOL

Occupational damage assessment:

* "Walk me through how your addiction has affected your work/career."
* "What professional opportunities have you lost?"

e "How has your reputation been affected?"

e "What does this professional damage mean to you personally?"
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ACTION STEP FOR YOUR PRACTICE
With patients who have significant occupational damage, assess the meaning and identity
implications—not just the practical consequences.

Legal Unmanageability: Encounters with the System

OVERVIEW

Legal consequences provide concrete, external evidence of unmanageability—DUls, public
intoxication, possession charges, domestic violence incidents, child custody issues. Legal
involvement often brings addiction to external attention when internal awareness was
insufficient.

KEY POINTS FOR CLINICIANS

- Legal consequences are often treatment catalysts

« Mandated treatment creates engagement challenges and opportunities
e Legal issues continue to cause stress during recovery

e Criminal record affects employment, housing, and relationships

* Legal documentation provides undeniable evidence for Step One

CLINICAL INSIGHT

Mandated patients present unique challenges—they may not have internally accepted
powerlessness or unmanageability even as external evidence is undeniable. Work with the legal
mandate rather than against it: "The court required you to be here, but you get to decide what
you do with this time."

THE PATIENT EXPERIENCE

The legal nightmare: "Three DUIs, a possession charge, six months of license suspension,
$20,000 in legal fees, a criminal record that will follow me forever, and random drug testing until
I'm 50. All because | couldn't stop drinking."

CLINICAL REFLECTION
How do you work with legally mandated patients? How do you use legal consequences to support
Step One acceptance without using them punitively?

CLINICAL EXERCISE / ASSESSMENT TOOL

Legal consequences inventory:

 "List all legal consequences related to your addiction."
* "What were you thinking when you [got the DUI, etc.]?"
* "How have legal consequences affected your life?"
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 "If legal consequences could make you stop, would they have by now?"

ACTION STEP FOR YOUR PRACTICE
With mandated patients, explore the gap between external legal consequences and internal
acceptance. Help them see legal involvement as evidence, not punishment.

Health Consequences: The Body Keeps Score

OVERVIEW

Physical health consequences provide concrete evidence of unmanageability—liver damage,
cardiovascular problems, neurological effects, injuries from accidents or falls, self-neglect, and
deteriorated appearance. The body documents what the mind may deny.

KEY POINTS FOR CLINICIANS

« Physical health consequences may be irreversible

» Patients often minimize health impact until crisis

* Health consequences affect recovery capacity

« Visible physical changes document progression

« Health restoration can be powerful recovery motivation

CLINICAL INSIGHT

Health consequences are often the most denied—patients minimize symptoms, avoid medical
care, and rationalize physical changes. Requiring medical evaluation as part of assessment
provides objective data that supports Step One.

THE PATIENT EXPERIENCE

The physical toll: "l used to run marathons. Now | get winded climbing stairs. My hands shake in
the morning. My doctor says my liver enzymes are elevated. I've aged 20 years in the last 10. My
body is falling apart."

CLINICAL REFLECTION
Do you require medical evaluation? How do you integrate physical health consequences into Step
One work?

CLINICAL EXERCISE / ASSESSMENT TOOL

Health consequences assessment:

* "How has your physical health changed during your addiction?"

* "What symptoms or conditions has your doctor attributed to substance use?"
e "How has your appearance changed?"

* "What physical activities can you no longer do?"
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ACTION STEP FOR YOUR PRACTICE
Ensure all patients receive comprehensive medical evaluation. Use objective health data to
support Step One acceptance, especially with minimizing patients.

Family System Destruction: Ripple Effects

OVERVIEW

External unmanageability extends beyond the patient to family system destruction—traumatized
children, enabling patterns, co-dependence, family roles, intergenerational transmission.
Addiction creates unmanageability not just for the patient but for everyone around them.

KEY POINTS FOR CLINICIANS

e Addiction affects the entire family system

« Children are often most damaged and least acknowledged
« Family members develop their own pathology

e System patterns can perpetuate addiction

« Family treatment is often essential for patient recovery

CLINICAL INSIGHT

Patients often minimize family impact—they see their own suffering but not what they've created
around them. Family sessions can be powerful for Step One work, though they must be managed
carefully to avoid re-traumatization.

THE PATIENT EXPERIENCE

Seeing the family damage: "l didn't realize what | was doing to my kids until family therapy. My
daughter has anxiety and won't sleep unless her door is locked—because of unpredictable me. My
son protects his mom like a 10-year-old shouldn't have to. | did that to them."

CLINICAL REFLECTION
How do you assess and address family system damage? Do you incorporate family treatment?

CLINICAL EXERCISE / ASSESSMENT TOOL

Family impact exploration:

* "How has your addiction affected your children? Be specific."

* "What roles have family members taken on because of your addiction?"

* "What would your family members say about how your addiction affected them?"
* "What family patterns will continue if nothing changes?"
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ACTION STEP FOR YOUR PRACTICE
Incorporate family assessment into your practice. Consider family sessions specifically designed
to help patients see their impact on the system.
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The Patient Experience

Understanding what patients are actually experiencing

What It Feels Like to Be Powerless

OVERVIEW

As clinicians, we need to understand what powerlessness actually FEELS like—not as concept but
as lived experience. Patients feel trapped, baffled, desperate, and ashamed. They don't
understand themselves. They feel uniquely broken. Understanding this experience is essential for
empathic engagement.

KEY POINTS FOR CLINICIANS

« Powerlessness feels like being trapped in a body/mind that won't cooperate
» Patients are often as confused by their behavior as everyone else

e The experience includes profound loneliness and shame

« Patients often feel they're "going crazy"

« Understanding this experience creates empathic attunement

CLINICAL INSIGHT

Many clinicians understand addiction intellectually but not experientially. This gap shows in how
we talk to patients. Investing in understanding their subjective experience makes our
interventions more relevant and our presence more healing.

THE PATIENT EXPERIENCE

The experience of powerlessness: "Imagine being terrified of something that you also can't stop
doing. Imagine watching yourself destroy everything you care about and feeling like a passenger
in your own body. Imagine the person you know yourself to be disappearing, replaced by
someone you don't recognize or like."

CLINICAL REFLECTION
How well do you understand the subjective experience of powerlessness? When did you last ask a
patient to describe their internal experience in detail?

CLINICAL EXERCISE / ASSESSMENT TOOL

Experiential exploration questions:

e "Take me inside your experience. What does powerlessness feel like in your body?"

* "When you find yourself using despite not wanting to, what's happening inside?"

* "What's the gap between who you know yourself to be and what you find yourself doing?"
* "What does it feel like to not understand your own behavior?"
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ACTION STEP FOR YOUR PRACTICE

In your next session, spend significant time exploring the subjective experience of powerlessness.
Listen for understanding, not assessment.

The Terror of Admitting

OVERVIEW

Admitting powerlessness and unmanageability is terrifying for patients. It feels like admitting
defeat, confirming the worst about themselves, losing all hope for normal life. Understanding this
terror helps clinicians approach Step One with appropriate sensitivity.

KEY POINTS FOR CLINICIANS

« Admission feels like confirming their worst fears about themselves
« It threatens identity and self-image

« "Alcoholic" or "addict" labels feel like life sentences

« Admission raises terrifying questions about the future

e The terror is rational given what admission means

CLINICAL INSIGHT

We ask patients to admit something that threatens everything they know about themselves. The
resistance we encounter is proportional to the threat. Approaching this with understanding rather
than frustration facilitates the process.

THE PATIENT EXPERIENCE

The terror of admission: "If | admit I'm an alcoholic, then I'm one of THEM. | can never drink
again—not at weddings, not on vacation, not to relax. | have this disease forever. Everyone will
look at me differently. My whole identity changes."

CLINICAL REFLECTION
Do you appreciate the terror involved in Step One admission? How does understanding this terror
change your approach?

CLINICAL EXERCISE / ASSESSMENT TOOL

Terror exploration:

e "What's the hardest thing about admitting you're powerless?"

* "If you fully accept this, what changes about how you see yourself?"

* "What fears come up when you think about calling yourself an alcoholic/addict?"
* "What becomes true if you admit this that wasn't true before?"
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ACTION STEP FOR YOUR PRACTICE
With a patient resisting Step One, spend a session exploring the terror rather than arguing for
acceptance. Name what they're being asked to give up.

The Grief of Loss

OVERVIEW

Step One involves profound grief—loss of the substance relationship, loss of the fantasy of normal
use, loss of the person they thought they were, loss of the life they imagined. This grief is often
unacknowledged but very real.

KEY POINTS FOR CLINICIANS

e Patients are losing a relationship (with the substance)

« They're losing a fantasy (that they could ever use normally)
e They're losing an identity (the person who could handle it)
« They're losing a future (the life that included substances)

e This grief needs acknowledgment, not dismissal

CLINICAL INSIGHT

We often focus on what patients gain in recovery while dismissing what they lose. But for
patients, the loss is real and significant. Substances were their best friend, their comfort, their
escape. Acknowledging the grief facilitates healthy mourning.

THE PATIENT EXPERIENCE

The grief no one talks about: "People keep telling me what I'll gain. But no one acknowledges
what I'm losing. | loved drinking. I loved the ritual, the warmth, the escape. It's like losing a friend
who was slowly killing me. I'm relieved and devastated."

CLINICAL REFLECTION
Do you acknowledge the grief inherent in Step One? Do you create space for mourning what's
lost?

CLINICAL EXERCISE / ASSESSMENT TOOL

Grief exploration:

e "What are you losing by accepting powerlessness?"

* "What did substances give you that you'll miss?"

* "What future did you imagine that's no longer possible?"
* "What do you need in order to grieve these losses?"
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ACTION STEP FOR YOUR PRACTICE
With a patient who has accepted Step One, explore the grief of what's lost. Normalize mourning
as part of healthy recovery.

The Relief of Surrender

OVERVIEW

While terrifying and grief-inducing, Step One also offers profound relief. The exhausting battle for
control is over. The secret is out. Help is possible. Many patients describe Step One acceptance as
the first peace they've known in years.

KEY POINTS FOR CLINICIANS

e Surrender ends the exhausting fight for control
e Truth-telling relieves the burden of secrets

« Acceptance opens the door to real help

« Many describe profound relief and peace

e The relief reinforces the admission

CLINICAL INSIGHT
When patients reach genuine Step One acceptance, there's often a visible shift—a settling, a
relief, sometimes tears. Recognizing and naming this relief helps consolidate the admission.

THE PATIENT EXPERIENCE

The unexpected relief: "l was so scared to admit it. But when I finally said the words out loud—'I'm
an alcoholic and | can't control this'—I felt this wave of relief. The fight was over. | didn't have to
pretend anymore. Someone else could help me now."

CLINICAL REFLECTION
Have you witnessed the relief of surrender in patients? Do you help them notice and consolidate
this experience?

CLINICAL EXERCISE / ASSESSMENT TOOL

Relief consolidation:

* "What shifted when you finally admitted powerlessness?"
* "What does it feel like to stop fighting?"

¢ "What becomes possible now that you've accepted this?"
* "How is the truth feeling compared to the secrets?"
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ACTION STEP FOR YOUR PRACTICE
When a patient reaches Step One acceptance, take time to process the relief. Help them notice
and remember this feeling for when doubt returns.

Hope Emerges: The Promise of "WE"

OVERVIEW

After the terror, grief, and relief of Step One comes hope. The "WE" tells patients they are not
alone, that others have walked this path, that recovery is possible. This hope, grounded in the
experience of others, provides motivation for continued work.

KEY POINTS FOR CLINICIANS

e The "WE" shows that recovery is possible

e Others have done what feels impossible

* Hope comes from identification, not instruction

« The fellowship provides living examples of recovery
e This hope motivates continued effort

CLINICAL INSIGHT

Hope in recovery is not wishful thinking—it's evidence-based. When patients meet people who
have recovered from seemingly hopeless conditions, hope becomes realistic. Facilitating these
encounters is part of clinical work.

THE PATIENT EXPERIENCE

The emergence of hope: "When she told her story, | heard my story. She'd done everything I'd
done—worse, actually. And now she had 15 years clean, a family, a career, peace. If she could do
it, maybe | could too. That was the first time | believed it might be possible."

CLINICAL REFLECTION
How do you facilitate hope-building encounters for patients? Do you use peer support and 12-step
connections strategically?

CLINICAL EXERCISE / ASSESSMENT TOOL

Hope-building interventions:

* Connect patients with recovery role models

* Assign specific meeting attendance with listening tasks

* Invite alumni/peers to share with current patients

* Share (appropriately) stories of recovery you've witnessed

e Focus on similarities, not differences, with people in recovery
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ACTION STEP FOR YOUR PRACTICE
For each patient, identify specific hope-building opportunities. Who can they meet, what stories
can they hear, that will make recovery feel possible?
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Clinical Applications

Translating Step One understanding into clinical practice

Assessing Powerlessness: What to Listen For

OVERVIEW

Clinically assessing powerlessness requires listening for specific indicators: loss of control
evidence, failed attempts to moderate, use despite consequences, the obsession and craving
phenomenon, and self-will failure. These elements can be systematically evaluated.

KEY POINTS FOR CLINICIANS

« Loss of control: using more/longer than intended consistently
e Failed moderation: unable to cut down despite trying

« Consequence continuation: using despite known harm

« Obsession: intrusive, persistent thoughts about using
 Self-will failure: sincerely wanting to stop but being unable to

CLINICAL INSIGHT

Assessment is not about convincing patients they're powerless—it's about helping them see
what's already true. Skilled questioning brings evidence to light that the patient already knows
but hasn't organized into a clear picture.

THE PATIENT EXPERIENCE

Assessment from the patient side: "When she asked me those questions, | had to face things I'd
been avoiding. Not because she argued with me—she just asked. And my own answers told the
story."

CLINICAL REFLECTION
How systematic is your powerlessness assessment? Do you cover all components?

CLINICAL EXERCISE / ASSESSMENT TOOL

Powerlessness assessment protocol:

1. Loss of control history: "How often do you use more than you intend?"

2. Moderation attempts: "What attempts have you made to control your use?"

3. Consequence review: "What consequences have you experienced? Did they make you stop?"
4. Obsession probe: "How much of your mental energy goes to thinking about using/not using?"
5. Self-will examination: "Do you sincerely want to stop? What happens when you try?"

ACTION STEP FOR YOUR PRACTICE
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Develop a systematic powerlessness assessment protocol. Use it consistently to ensure
comprehensive evaluation.

Assessing Unmanageability: Comprehensive Review

OVERVIEW

Assessing unmanageability requires comprehensive life area review—both internal (emotional,
cognitive, spiritual) and external (relational, occupational, financial, legal, health). Systematic
assessment reveals scope that patients often minimize.

KEY POINTS FOR CLINICIANS

« Internal: emotional dysregulation, shame, fear, resentment, cognitive distortions
« External: all life area damage—financial, legal, professional, relational, health

« Compare patient self-assessment to objective measures

e Include family/collateral reports when possible

« Document thoroughly for Step One foundation

CLINICAL INSIGHT

Patients often minimize unmanageability through comparison ("l never lost my job"), selective
attention ("My marriage was bad anyway"), and rationalization ("Anyone would drink with my
stress"). Comprehensive assessment counters these defenses.

THE PATIENT EXPERIENCE

Comprehensive assessment impact: "I thought my life was pretty manageable except for the
drinking. When we went through everything—finances, health, family, work, legal, emotional—I
was stunned. It was everywhere. | just hadn't put it together."

CLINICAL REFLECTION
How comprehensive is your unmanageability assessment? Do you have a systematic approach?

CLINICAL EXERCISE / ASSESSMENT TOOL

Unmanageability assessment protocol:

 Internal: Emotional stability, shame level, fear inventory, resentment list, thinking patterns
e Financial: Debt, income impact, spending patterns, opportunities lost

e Legal: All encounters with legal system, current status

* Professional: Job stability, performance, reputation, advancement

Relational: Marriage, children, family, friendships, isolation level

Health: Physical symptoms, self-neglect, medical conditions

e Spiritual: Meaning, purpose, connection, hope
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ACTION STEP FOR YOUR PRACTICE
Develop a comprehensive unmanageability assessment tool. Use it with every patient to ensure
nothing is missed.

Working with Resistance: Dance, Don't Fight

OVERVIEW

Resistance to Step One is normal and expected. Fighting resistance creates opposition; dancing
with it creates movement. Motivational interviewing principles—express empathy, develop
discrepancy, roll with resistance, support self-efficacy—are essential for Step One work.

KEY POINTS FOR CLINICIANS

» Resistance is normal and protective

« Arguing against resistance strengthens it

e Rolling with resistance reduces it

« Developing discrepancy is more powerful than arguing

e The patient must convince themselves—your job is to facilitate

CLINICAL INSIGHT

When patients resist Step One, our instinct is often to argue: "But you have three DUIs!" This
rarely works and often backfires. The patient already knows the evidence—what they need is help
processing its implications without feeling attacked.

THE PATIENT EXPERIENCE

Experiencing resistance respectfully handled: "l expected her to argue with me when | said |
wasn't an alcoholic. Instead, she asked questions that made me think. She didn't try to convince
me of anything. Somehow, by the end, | convinced myself."

CLINICAL REFLECTION
How do you typically respond to Step One resistance? Do you argue or dance?

CLINICAL EXERCISE / ASSESSMENT TOOL

Resistance responses:

 Instead of: "But you lost your job!" Try: "It sounds like work has been affected. How do you
understand that?"

¢ Instead of: "You need to accept you're an alcoholic." Try: "What would it mean if you were?"

* Instead of: "The evidence is overwhelming." Try: "What's your take on what's been happening?"
* Instead of: "You're in denial." Try: "It sounds like part of you sees this differently."

ACTION STEP FOR YOUR PRACTICE
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Notice your resistance responses this week. Practice Ml-consistent alternatives with patients who
are resistant to Step One.

Integrating Step One with Clinical Treatment

OVERVIEW

Step One is not separate from clinical treatment—it's the foundation for treatment to work.
Understanding how to integrate Step One work with evidence-based practices (CBT, trauma work,
psychiatric treatment) creates comprehensive, effective treatment.

KEY POINTS FOR CLINICIANS

e Step One acceptance facilitates treatment engagement

e Clinical techniques support Step One acceptance

« Integration is synergistic, not competing

« 12-step facilitation is evidence-based treatment

« Clinicians don't have to "believe in" 12-step to facilitate it effectively

CLINICAL INSIGHT

Some clinicians see 12-step and clinical treatment as competing approaches. In reality, they are
complementary. CBT helps with the "ism"; Step work addresses spiritual condition. Medication
stabilizes biology; fellowship provides connection. Integrated treatment is most effective.

THE PATIENT EXPERIENCE

Experiencing integrated treatment: "My therapist helped me understand my trauma and gave me
coping skills. My sponsor helped me work the steps and stay connected. My psychiatrist managed
my depression. It all worked together—none of it would have been enough alone."

CLINICAL REFLECTION
How well do you integrate Step One work with other clinical approaches? Do you see them as
complementary or competing?

CLINICAL EXERCISE / ASSESSMENT TOOL

Integration audit:

* How does your CBT work reinforce Step One concepts?

* How does Step One work facilitate engagement in other treatments?

* Are you coordinating with sponsors/12-step involvement?

e Are you addressing all dimensions: biological, psychological, social, spiritual?
* What's missing from your integration approach?

ACTION STEP FOR YOUR PRACTICE
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Review your treatment approach for integration opportunities. Identify where Step One work
could strengthen clinical interventions and vice versa.

Facilitating Fellowship Engagement

OVERVIEW

Clinicians can actively facilitate fellowship engagement rather than just recommending it. This
includes addressing barriers, preparing patients for meetings, helping them find meetings,
processing meeting experiences, and troubleshooting participation problems.

KEY POINTS FOR CLINICIANS

e Vague referrals ("try a meeting") are usually ineffective

« Specific preparation increases meeting success

* Processing meeting experiences improves engagement

« Addressing barriers proactively increases participation

e Clinical involvement in 12-step engagement improves outcomes

CLINICAL INSIGHT

Research shows that 12-step facilitation therapy—clinical involvement in helping patients engage
with 12-step programs—improves outcomes. Simply suggesting meetings is not the same as
skilled facilitation of fellowship engagement.

THE PATIENT EXPERIENCE

Prepared vs. unprepared meeting experience: "The first time | went to a meeting, | had no idea
what to expect. | was terrified and left early. The second time, my counselor prepared me—she
explained what would happen, gave me things to listen for, and we talked about it afterward.
Completely different experience."

CLINICAL REFLECTION
How actively do you facilitate fellowship engagement? Is your approach more than vague
recommendations?

CLINICAL EXERCISE / ASSESSMENT TOOL

Fellowship facilitation protocol:

1. Pre-meeting: Address fears, explain format, set expectations, assign listening tasks

2. Meeting attendance: Offer accompaniment options, identify appropriate meetings, provide meeting
lists

3. Post-meeting: Process experience, troubleshoot barriers, reinforce positives

4. Ongoing: Monitor engagement, address issues promptly, support sponsor relationships
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ACTION STEP FOR YOUR PRACTICE
Develop a 12-step facilitation protocol for your practice. Move beyond vague recommendations to
active involvement in fellowship engagement.

Family Psychoeducation on Step One

OVERVIEW

Families need to understand Step One concepts—powerlessness, unmanageability, the "WE"—to
support recovery effectively. Misunderstanding addiction as willpower failure leads to harmful
interventions. Family education is part of clinical work.

KEY POINTS FOR CLINICIANS

« Families often believe in willpower model

» Understanding powerlessness changes family behavior

e Families need to understand both powerlessness and responsibility
« "Enabling" makes sense when powerlessness is misunderstood

e Family education improves patient outcomes

CLINICAL INSIGHT

Families ask: "If they're powerless, why should | hold them responsible?" Understanding that
powerlessness over the substance doesn't mean powerlessness over recovery actions helps
families maintain appropriate expectations and boundaries.

THE PATIENT EXPERIENCE

Family understanding impact: "When my wife finally understood that | wasn't choosing alcohol
over her—that | couldn't stop on my own—something shifted. She stopped being angry and
started helping me get help. Our marriage was saved by that understanding."

CLINICAL REFLECTION
How do you educate families about Step One concepts? Do you help them understand the nuance
between powerlessness and responsibility?

CLINICAL EXERCISE / ASSESSMENT TOOL

Family education talking points:

* Powerlessness: "They can't stop on willpower alone—this is disease, not choice."

* Unmanageability: "The chaos you've experienced is part of the disease."

e Responsibility: "They're powerless over the substance but responsible for recovery actions."
* Your role: "You can't make them stop, but you can stop helping them use."

e The "WE": "Recovery requires community—including you."
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ACTION STEP FOR YOUR PRACTICE
Develop family education materials on Step One concepts. Offer family sessions focused on
understanding powerlessness and unmanageability.
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Clinical Pitfalls

Common mistakes clinicians make with Step One

Forcing Acceptance: The Timing Error

OVERVIEW

A common mistake is trying to force Step One acceptance before the patient is ready. Step One is
a conclusion patients reach through experience and reflection—it cannot be imposed. Forcing it
creates false compliance or stronger resistance.

KEY POINTS FOR CLINICIANS

« Acceptance cannot be forced—only facilitated

e Premature labeling creates resistance

« "Agree with me or else" approaches backfire

« Patient timing varies—respect the process

» Assessment without demand creates space for honest exploration

CLINICAL INSIGHT

When patients nod agreement but eyes say otherwise, we've gotten compliance, not acceptance.
True Step One acceptance shows in the patient's affect, behavior, and willingness—not just their
words. Forced acceptance crumbles when tested.

THE PATIENT EXPERIENCE

Experiencing forced vs. facilitated acceptance: "My first counselor kept telling me | had to admit |
was an alcoholic or treatment wouldn't work. | said the words to get him off my back and relapsed
within weeks. My second counselor asked questions and let me reach my own conclusions. That
acceptance stuck."

CLINICAL REFLECTION

Do you sometimes push for acceptance before patients are ready? How do you know when you're
forcing vs. facilitating?

CLINICAL EXERCISE / ASSESSMENT TOOL

Signs of genuine vs. forced acceptance:

* Genuine: Emotional congruence, visible relief, spontaneous elaboration, behavioral change

* Forced: Flat affect, rote answers, quick agreement to end discussion, no behavioral change

* Questions to assess: "Tell me in your own words what you understand about your powerlessness."
"What shifted for you in coming to this acceptance?"
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ACTION STEP FOR YOUR PRACTICE
Review recent Step One conversations. Were you facilitating discovery or demanding agreement?
Adjust your approach as needed.

Arguing Evidence: The Debate Trap

OVERVIEW

When patients minimize or deny powerlessness, clinicians often argue with evidence: "But you
have three DUIs!" This debate rarely produces acceptance—it produces defensiveness. Evidence
presented in debate is resisted; evidence discovered through reflection is accepted.

KEY POINTS FOR CLINICIANS

« Arguing creates opposition, not acceptance

e The patient already knows the evidence

e Your job is to help them process it, not present it

* Questions are more powerful than statements

e Let the evidence speak through the patient's own words

CLINICAL INSIGHT

Patients have heard the evidence from everyone in their lives—spouse, boss, lawyer, doctor.
More evidence-presenting won't help. What helps is skilled questioning that allows them to
organize what they already know into a coherent picture.

THE PATIENT EXPERIENCE

The difference in approach: "Everyone had been telling me | was an alcoholic for years. | tuned
them out. When my counselor asked me to walk through what happened with the DUIs—without
any judgment—I heard myself describing powerlessness. Nobody had to tell me."

CLINICAL REFLECTION
When patients deny evidence, do you argue or explore? How often do you present evidence vs.
elicit it?

CLINICAL EXERCISE / ASSESSMENT TOOL

From arguing to exploring:

* Instead of: "You lost your job because of drinking" - "Tell me about what happened with your job."
* Instead of: "Your wife left because you kept using" — "Help me understand the timeline of your
marriage and your use."

* Instead of: "The evidence is clear" - "What pattern do you see when you put all of this together?"

ACTION STEP FOR YOUR PRACTICE
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This week, catch yourself when you're about to present evidence. Shift to eliciting it through
questions instead.

Ignoring Internal Unmanageability

OVERVIEW

A common assessment error is focusing only on external unmanageability (consequences) while
ignoring internal unmanageability (emotional chaos, fear, shame). High-functioning patients may
have minimal external unmanageability but severe internal unmanageability.

KEY POINTS FOR CLINICIANS

e External consequences don't always correlate with disease severity

« Internal unmanageability can be severe with minimal external damage
« High-functioning patients require internal focus

« Internal unmanageability is often more motivating than external

« Comprehensive assessment includes both dimensions

CLINICAL INSIGHT

The executive who hasn't lost a job or the surgeon who hasn't made a medical error may argue
their lives are manageable. Exploring internal experience—the constant anxiety, the shame, the
secret-keeping, the fear—reveals unmanageability they've hidden from everyone including
themselves.

THE PATIENT EXPERIENCE

Internal unmanageability recognition: "My counselor kept asking about consequences, and |
honestly didn't have many external ones. But when she asked about my internal life—the anxiety,
the obsessive thoughts, the shame—I broke down. THAT was unmanageable. | just hadn't let
myself see it."

CLINICAL REFLECTION
How thoroughly do you assess internal unmanageability? Do you have tools for this with
high-functioning patients?

CLINICAL EXERCISE / ASSESSMENT TOOL

Internal unmanageability probe:

e "External life aside—what's your emotional state day to day?"

* "How much mental energy goes to managing your use and its concealment?"
* "What does your internal life look like that nobody else sees?"

* "Are you at peace? When was the last time you felt genuinely okay?"
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ACTION STEP FOR YOUR PRACTICE
With high-functioning patients, ensure equal attention to internal unmanageability. Don't let the
absence of external consequences obscure internal chaos.

Neglecting the "WE": Over-Individualizing Treatment

OVERVIEW

A critical error is treating addiction individually while neglecting the "WE"—the relational and
community dimensions of recovery. Individual therapy alone is insufficient; patients need
connection, fellowship, and mutual support that clinicians cannot provide.

KEY POINTS FOR CLINICIANS

 Individual therapy is necessary but not sufficient

 Clinicians cannot provide peer support

e Connection is treatment, not just adjunct

« "WE" resources must be actively facilitated, not just mentioned
* Neglecting fellowship is clinical error, not patient choice

CLINICAL INSIGHT

When patients relapse despite excellent individual therapy, we often ask what went wrong
clinically. Often, the answer is isolation—they never connected with the "WE." As clinicians, we
can't be their sponsor, their meeting, their fellowship. We need to ensure they find these
resources.

THE PATIENT EXPERIENCE

The missing "WE": "I had a great therapist. | understood my addiction, my trauma, my patterns.
But | was still alone. When | finally got connected to a fellowship—that's when recovery became
real. My therapist gave me insight; my meetings gave me hope and belonging."

CLINICAL REFLECTION
How central is connection/fellowship in your treatment approach? Do you treat it as essential or
optional?

CLINICAL EXERCISE / ASSESSMENT TOOL
Connection audit for each patient:

* Do they have a sponsor or peer mentor?

* Are they attending meetings regularly?

* Do they have sober friends?

* Who can they call at 2am in crisis?

* What fellowship activities are they involved in?
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ACTION STEP FOR YOUR PRACTICE
For each current patient, assess their "WE" connections. Develop specific interventions for
anyone who remains isolated despite individual treatment.

Shame-Inducing Language: Words Matter

OVERVIEW

Clinical language can inadvertently increase shame, blocking Step One acceptance rather than
facilitating it. Words like "abuse," "addict" (as noun vs. person-first language), "clean/dirty," and
judgmental framings can harm. Words matter.

KEY POINTS FOR CLINICIANS

e Language shapes self-perception and shame

« Person-first language: "person with addiction" vs. "addict"
e "Abuse" implies willful misconduct vs. "use"

e "Clean/dirty" attaches moral judgment to substance use

« Neutral, clinical language reduces shame

CLINICAL INSIGHT

We may not intend shame, but our language can create it. Becoming aware of how our words
land—not just what we mean—is essential for creating shame-safe environments where honest
Step One work can happen.

THE PATIENT EXPERIENCE

The impact of language: "When my first counselor called me a 'drug abuser,' | felt judged and
defensive. My second counselor talked about 'substance use disorder'—same thing, but | could
hear it without feeling attacked. | could actually engage."

CLINICAL REFLECTION
What language do you use? Have you examined your terms for shame content?

CLINICAL EXERCISE / ASSESSMENT TOOL

Language audit:

* Do you use "addict/alcoholic" as noun or person-first language?

* Do you say "abuse" or "use disorder"?

* Do you use "clean/dirty" or "in recovery/experiencing symptoms"?
* Do you say "failed" or "experienced return to use"?

* Do you ask "What's wrong with you?" or "What happened to you?"
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ACTION STEP FOR YOUR PRACTICE
Examine your clinical language this week. Identify shame-inducing terms and develop
alternatives that communicate the same clinical information without the shame load.

Confusing Powerlessness with Helplessness

OVERVIEW

A significant error is inadvertently teaching patients that powerlessness means
helplessness—that they can't do anything. Step One powerlessness is specific: powerless over the
substance, not helpless in life. Patients have power over their recovery actions.

KEY POINTS FOR CLINICIANS

« Powerless over substance # helpless in life

« Patients have power over: seeking help, attending meetings, following recommendations
« Recovery requires action—powerlessness is not excuse for passivity

« The paradox: admitting powerlessness makes recovery actions possible

« Distinguish what they can't control from what they can

CLINICAL INSIGHT

If patients leave Step One believing they're helpless, we've taught it wrong. They need to
understand: "l cannot control my using once | start—that's powerlessness. | can control whether |
go to a meeting, call my sponsor, or take medication—that's my responsibility."

THE PATIENT EXPERIENCE

The distinction: "At first, powerlessness felt like giving up. Then | understood: I'm powerless over
alcohol—that battle is lost. But I'm not helpless over my recovery. | can do the things that keep
me sober, even when | can't control what alcohol does to me."

CLINICAL REFLECTION
Do you clearly distinguish powerlessness from helplessness? Do your patients understand what
they still have power over?

CLINICAL EXERCISE / ASSESSMENT TOOL

Teaching the distinction:

e Powerless over: The substance once in system, craving, obsession, whether I'm addicted

* Power over: Whether | take the first drink, attending meetings, calling for help, following treatment
plan, environmental choices, who | spend time with

 Discussion prompt: "What are you powerless over? What do you have power over?"
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ACTION STEP FOR YOUR PRACTICE
Develop a clear explanation of the powerlessness/helplessness distinction. Ensure every patient
understands both what they can't control and what they can.

Skipping Step One: Building on Sand

OVERVIEW

In the pressure to show treatment progress, clinicians sometimes move patients through Step
One quickly or skip it for other interventions. This is building on sand. Without solid Step One
acceptance, subsequent treatment lacks foundation.

KEY POINTS FOR CLINICIANS
e Step One is the foundation—nothing else works without it

« Premature progression leads to relapse

« "l already did Step One" often means superficial completion
e Returning to Step One when needed is not failure

« Depth of Step One correlates with recovery stability

CLINICAL INSIGHT

When patients relapse, return to Step One. Often, we find shallow acceptance: they said the
words but didn't mean them, agreed to stop arguments, or never really understood. A patient can
return to Step One many times, going deeper each time.

THE PATIENT EXPERIENCE

Returning to Step One: "After my third relapse, my sponsor asked me to redo Step One. | was
frustrated—I'd done it! But going through it again, | realized I'd never really accepted it. I'd said
the words without feeling them. This time, | felt it."

CLINICAL REFLECTION
Do you sometimes rush Step One? How do you assess depth of acceptance vs. surface
compliance?

CLINICAL EXERCISE / ASSESSMENT TOOL

Step One depth assessment:

* Can they articulate their powerlessness in their own words?

* |s there emotional congruence when they discuss it?

* Have their behaviors changed to reflect acceptance?

* Do they return to "maybe I can control it" thinking?

* Would they stake their life on the understanding that they cannot use safely?
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ACTION STEP FOR YOUR PRACTICE
Review patients who have "completed" Step One. Assess depth of acceptance. For any showing
shallow acceptance, return to Step One work.

Missing the Spiritual Dimension

OVERVIEW

Step One has a spiritual dimension that secular clinicians sometimes miss or avoid. Admitting
powerlessness is a spiritual act—acknowledging limits, surrendering control, accepting help. This
doesn't require religion but does require addressing the spiritual dimension.

KEY POINTS FOR CLINICIANS

e Spiritual # religious

e Admitting limits is a spiritual act

e Surrender is spiritual surrender

e Connection and meaning are spiritual needs

« Avoiding spirituality leaves recovery incomplete

CLINICAL INSIGHT

Clinicians trained in secular settings may be uncomfortable with spiritual language. But Step One
is inherently spiritual—it involves admitting limits, surrendering control, and opening to help
beyond self. We can address this without imposing religious content.

THE PATIENT EXPERIENCE

The spiritual dimension: "My therapist was great at the psychological stuff but seemed
uncomfortable when | talked about spirituality. That was actually the most important part for
me—surrendering, finding meaning, connecting to something bigger. | needed to go to meetings
to get that part.”

CLINICAL REFLECTION
How comfortable are you addressing spiritual dimensions of Step One? Do you avoid this
territory?

CLINICAL EXERCISE / ASSESSMENT TOOL

Spiritual exploration without religious content:

* "Step One involves surrendering control. What does surrender mean to you?"

* "Recovery involves connecting to something beyond yourself. What does that look like for you?"
* "Many people find meaning and purpose important in recovery. What gives your life meaning?"
* "What spiritual practices, if any, have been helpful for you?"

© The Recovery Files Page 59



Embrace, Empower & Evolve - Clinical resource Clinical Step Working Guide — Step 1: Powerlessness

ACTION STEP FOR YOUR PRACTICE
Develop comfort with spiritual language and exploration. Practice discussing surrender, meaning,
and connection without religious imposition but without avoidance.
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Your clinical notes

The "WE" foundation

(What have you learned about connection and mutuality in Step One?)

Powerlessness

(Key takeaways for helping patients understand powerlessness...)

Unmanageability

(Key takeaways for assessing unmanageability comprehensively...)

The patient experience

(Insights into what patients are actually experiencing during Step One...)

Changes to my practice

(Specific changes you plan to implement based on this training...)
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