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Clinical Step Working Guide

Step 2: Came to Believe
For SUD and mental health counselors

"Came to believe that a Power greater than ourselves could restore us to sanity."

COME -» COME TO -» COME TO BELIEVE

Come to meetings. Come to clarity. Come to believe you can get well too. Finding power through
connection—living in the solution with people who have gotten well.

Clinician Resources

Step Two is about hope made visible. Your role is to create conditions where patients can COME,
COME TO awareness, and COME TO BELIEVE through experience—not argument. Connect them to
living proof: people who have gotten well.

Recommended Reading
Alcoholics Anonymous "Big Book" - Chapter 4: "We Agnostics"

Clinical Training
12-Step Facilitation Therapy (TSF) - NIAAA/NIDA Evidence-Based Treatment
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COME: The First Movement

Simply showing up—the courage to come through the door

COME: The Courage to Show Up

OVERVIEW

Step Two begins with simply showing up. Before belief, before understanding, before anything
else—COME. Come to a meeting. Come to treatment. Come to the rooms where recovered people
gather. This first movement requires courage and desperation in equal measure. No belief is
required to walk through a door.

KEY POINTS FOR CLINICIANS

e The first requirement is physical presence, not mental assent

« Showing up is an act of hope, even when the person doesn't feel hopeful
e "Bring the body and the mind will follow"

« Desperation is often the catalyst for coming

« Coming is itself an action that begins to change everything

CLINICAL INSIGHT

Many patients believe they need to have their thinking sorted out before engaging with recovery.
Help them understand that coming—simply showing up—is the first step. Belief follows action, not
the reverse. Their job is to be present; transformation happens in the process.

THE PATIENT EXPERIENCE

The terror and relief of coming: "l sat in my car outside my first meeting for 45 minutes. | didn't
believe in anything—not God, not AA, not myself. But | was desperate enough to walk through the
door. That walk through the door changed everything."

CLINICAL REFLECTION
How do you encourage patients to "come" when they're skeptical or resistant? Do you emphasize
presence over belief?

CLINICAL EXERCISE / ASSESSMENT TOOL

Facilitating "coming™:

* "What would it take for you to just show up to a meeting—not to believe anything, just to be there?"
* "What are you afraid will happen if you come?"

* "What kept you coming back after your first meeting—or what stopped you?"

* "Can you give it 90 days of just showing up before you decide what you believe?"
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SUGGESTION FOR YOUR PRACTICE

Frame meeting attendance as "showing up" rather than "believing." Remove the cognitive barrier
by emphasizing physical presence. Say: "You don't have to believe anything. You just have to
come." This makes the first step achievable.

ACTION STEP FOR YOUR PRACTICE

With resistant patients, lower the bar to simply coming. Offer to arrange meeting attendance,
provide accompaniment options, and emphasize that no belief or participation is required
initially—just presence.

Coming Out of Isolation

OVERVIEW

COME means coming out of the isolation that addiction created. Patients have been alone with
their disease, alone with their secrets, alone with their shame. Coming is the opposite of isolating.
It's the first rupture in the prison of addiction—choosing presence with others over solitary
suffering.

KEY POINTS FOR CLINICIANS

« Addiction thrives in isolation; recovery requires connection

« Coming is a choice against the pull of isolation

e Physical presence with others begins to heal shame

« The disease tells patients to stay away; coming defies the disease
e Even unwilling presence is powerful

CLINICAL INSIGHT

Isolation is both symptom and driver of addiction. When patients resist coming to meetings or
groups, understand this as the disease protecting itself. Isolation feels safe to them—but it's the
environment where addiction flourishes.

THE PATIENT EXPERIENCE

Breaking isolation: "For years, | drank alone. | lied alone. | suffered alone. The first time I sat in a
room full of people who understood, | realized how alone I'd been. | wasn't ready to talk, but just
being there with them was something I'd never experienced."

CLINICAL REFLECTION
How do you address isolation therapeutically? Do you help patients distinguish between
introversion and disease-driven isolation?

CLINICAL EXERCISE / ASSESSMENT TOOL

Isolation assessment:

* "Were you always someone who preferred being alone, or did that develop over time?"
* "What does isolation give you? What does it cost you?"

* "When was the last time you felt genuinely connected to another person?"
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* "What would it mean to not be alone with this anymore?"

SUGGESTION FOR YOUR PRACTICE

Help patients see isolation as part of the disease, not part of their personality. Many say "I'm just
not a group person." Explore whether this was true before addiction, or whether isolation
developed as the disease progressed. Reframe: "The disease wants you isolated. What do YOU
want?"

ACTION STEP FOR YOUR PRACTICE
Assess isolation patterns in your patients. Develop specific interventions to interrupt isolation
before addressing belief or cognitive buy-in.

Coming Repeatedly: The 90 in 90

OVERVIEW

COME doesn't mean come once—it means keep coming. The "90 meetings in 90 days" tradition
exists because belief develops through repeated exposure. Patients who come once and decide
it's not for them have barely begun. Coming repeatedly, even reluctantly, creates the conditions
for transformation.

KEY POINTS FOR CLINICIANS

« One meeting cannot undo years of isolation and conditioning

» Repeated exposure builds familiarity and safety

« "Keep coming back" is the most important slogan

¢« The commitment to keep coming is itself therapeutic

e Many people who now love meetings hated them at first

CLINICAL INSIGHT

Patients often attend one meeting and conclude it's not for them. Challenge this: "Would you

judge any other treatment by one dose? Would one physical therapy session heal your injury?"
Frame meeting attendance as a treatment protocol requiring time to work.

THE PATIENT EXPERIENCE

The transformation through coming: "I hated my first 30 meetings. | thought these people were
weird, the slogans were stupid, and it wasn't for me. But | kept coming because | had no other
options. Somewhere around meeting 60, something shifted. Now | can't imagine life without these
people."

CLINICAL REFLECTION
How do you encourage sustained attendance rather than one-and-done evaluation? Do you help
patients commit to a trial period?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Commitment conversation:

e "Are you willing to try 90 meetings before you decide whether this works?"

* "What happened at the meeting you attended? What did you expect versus what you experienced?"
* "Who have you talked to who gave it a real chance versus who went to one or two meetings?"

* "What would need to change for you to keep coming?"

SUGGESTION FOR YOUR PRACTICE

Encourage a "90 in 90" commitment or similar structured attendance. Frame it as: "You can
decide it's not for you AFTER 90 meetings. Until then, you don't have enough information." This
delays the rejection decision until exposure has had time to work.

ACTION STEP FOR YOUR PRACTICE
Develop a commitment protocol for meeting attendance. Help patients commit to a specific
number of meetings before evaluation, and provide support structures for following through.

Coming as You Are

OVERVIEW

Patients often believe they must arrive cleaned up: sober for a while, sorted out emotionally, able
to speak well. Many delay coming until they feel "ready," and the disease uses that delay. Step
Two's first movement asks for nothing but arrival. People come shaky, hungover, angry,
mandated, or still using, and the rooms make room for them.

KEY POINTS FOR CLINICIANS

e There is no entrance requirement beyond showing up

« Waiting to feel "ready" is one of the disease's favorite delays

e Coming in rough shape is the norm, not the exception

« The only requirement for membership is a desire to stop

» Shame about one's condition is a reason to come, not a reason to stay away

CLINICAL INSIGHT

Listen for the conditions patients attach to coming: "once I've got a few days," "when I'm not so
shaky," "after | sort out my job." Each condition postpones help. Name the pattern gently and
separate the patient's dignity from their current condition.

THE PATIENT EXPERIENCE

Coming in rough: "l didn't go for months because | thought | had to show up with my act together.
| finally walked in still smelling like the night before. A woman handed me coffee and said, 'You're
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in the right place.' Nobody asked me how many days | had."

CLINICAL REFLECTION
Do you unintentionally set conditions on patients' engagement, such as expecting a certain level
of stability first? How do you communicate that they can come as they are?

CLINICAL EXERCISE / ASSESSMENT TOOL

Readiness conditions:

* "What do you think you need to have figured out before you go to a meeting?"
* "How long have you been waiting to feel ready?"

* "What happened the last time you waited until you were ready?"

* "What would it be like to go exactly as you are this week?"

SUGGESTION FOR YOUR PRACTICE

Ask directly what patients think they need to have in place before they go. Then let them hear
from people in recovery about the condition they were in when they first came. The bar is lower
than they think.

ACTION STEP FOR YOUR PRACTICE
Identify the conditions your patients place on coming, and help them see that showing up as they
are is the whole requirement.

Coming Back After Relapse

OVERVIEW

For many patients, the hardest door to walk through is the second or tenth one, after a relapse.
Shame tells them they've failed the program and can't go back. Step Two's first movement
applies every time: COME. Coming back is the same act of courage as coming the first time, and
often more.

KEY POINTS FOR CLINICIANS
« Relapse does not cancel a patient's place in recovery

« Shame after relapse is the strongest force keeping people away
« Coming back is an act of humility and honesty

e The rooms are full of people who came back

« The sooner a patient returns, the shorter the relapse tends to be
CLINICAL INSIGHT

After relapse, patients often avoid the very people and places that helped them. Treat a return to
meetings as an urgent clinical goal, not something to wait on until the patient feels less ashamed.
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Shame eases through contact, not through waiting.

THE PATIENT EXPERIENCE

Walking back in: "I had eighteen months and threw it away. | was sure everyone would judge me.
| sat in the back and didn't say anything for two weeks. When | finally raised my hand to pick up a
white chip, the room clapped harder than they did for anniversaries. I'd forgotten that coming
back is what we do."

CLINICAL REFLECTION
How do you respond when a patient relapses? Does your response make it easier or harder for
them to come back?

CLINICAL EXERCISE / ASSESSMENT TOOL

Returning after relapse:

* "What are you telling yourself about going back?"

* "What do you imagine people will think? What do you actually know about how they treat people who
return?"

* "Who in the program could you call before you go?"

* "Which meeting would be easiest to walk back into this week?"

SUGGESTION FOR YOUR PRACTICE

Address relapse shame directly and quickly. Help the patient plan the first meeting back: which
meeting, who they might call beforehand, where they'll sit. A concrete plan lowers the barrier
shame creates.

ACTION STEP FOR YOUR PRACTICE
Build a relapse re-engagement plan into your work with every patient, so the path back to
meetings is already mapped before it's needed.
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COME TO: Awakening

Coming to consciousness, clarity, and awareness

COME TO: Awakening from the Fog

OVERVIEW

After "COME" comes "COME TO"—as in coming to consciousness, coming to awareness, waking
up. Many patients have been in a fog of addiction, denial, and survival mode. Coming to means
emerging from that fog into clarity. It's not yet belief—it's awareness that was previously
impossible.

KEY POINTS FOR CLINICIANS

e "Coming to" is regaining consciousness after being knocked out

» Addiction creates a fog that prevents clear seeing

e Early recovery brings startling clarity: "I can't believe | was living that way"
« Coming to is prerequisite to coming to believe

e This awakening is often gradual, not sudden

CLINICAL INSIGHT

Patients in early recovery often describe an experience like waking from a dream—or nightmare.
Things they couldn't see while using become painfully obvious. This "coming to" can be
disorienting and should be normalized as part of the process.

THE PATIENT EXPERIENCE

Coming to consciousness: "It was like I'd been underwater for years and suddenly surfaced. |
looked at my apartment—the mess, the bottles, the chaos—and thought, 'How did | not see this?'
| was seeing my life clearly for the first time in years."

CLINICAL REFLECTION
How do you support patients through the "coming to" process? Do you help them process what
they see when the fog lifts?

CLINICAL EXERCISE / ASSESSMENT TOOL

Exploring "coming to":

* "What are you seeing now that you couldn't see while using?"
* "What has surprised you most about clear-eyed reality?"

* "What is hardest to face now that you're awake?"

* "How does this clarity feel—relief, shame, both?"
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SUGGESTION FOR YOUR PRACTICE

Normalize the disorientation of "coming to." Patients may be shocked by what they see when the
fog lifts. Provide support as they process reality without the filter of substances. This clarity can
be overwhelming and needs therapeutic holding.

ACTION STEP FOR YOUR PRACTICE
Create space in sessions for patients to process what they're seeing as awareness returns.
Normalize both the relief and the distress of "coming to."

Coming to the Truth About Our Using

OVERVIEW

As the fog lifts, patients come to see their using as it really was, not as they described it to
themselves. The stories they told ("I only drank on weekends," "it never affected my work") begin
to fall apart. Coming to the truth is painful, but it is also the first honest ground they have stood
on in years.

KEY POINTS FOR CLINICIANS

« Denial distorts the memory of using, not just the present

« Clarity often brings up memories patients had minimized

e Seeing the truth is painful and freeing at the same time

« Honest awareness is the foundation for everything that follows
e The truth tends to arrive in layers, not all at once

CLINICAL INSIGHT

Patients' accounts of their using often change over the first months of recovery. Earlier versions
are not usually deliberate lies; they reflect how much the patient could tolerate seeing. Expect
revisions, welcome them, and avoid shaming patients for earlier minimizing.

THE PATIENT EXPERIENCE

Seeing it clearly: "In my first assessment | said | drank 'a few beers' most nights. Three months
later | sat down and actually counted. It was a twelve-pack, plus whatever | had at lunch. | wasn't
lying to the counselor. I'd been lying to myself so long | believed it."

CLINICAL REFLECTION
Do you treat the intake history as fixed, or do you expect it to change as patients come to
awareness? How do you respond when the story changes?

CLINICAL EXERCISE / ASSESSMENT TOOL

Revisiting the story:

e "How would you describe your using now compared to when you first came in?"
* "What have you remembered or realized that you didn't mention before?"

* "What story did you tell yourself about your using that you no longer believe?"
* "What's hardest about seeing it clearly?"
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SUGGESTION FOR YOUR PRACTICE

Revisit the patient's using history at intervals rather than relying on the intake account. Ask what
they see now that they didn't see before. The changes themselves show the patient they are
coming to.

ACTION STEP FOR YOUR PRACTICE
Schedule a revisit of each patient's using history at 30 and 90 days, and use the differences to
highlight how their awareness is growing.

Coming to Feel Again

OVERVIEW

Substances numbed feelings for years. As patients come to, emotions return, often all at once
and often without the skills to handle them. Grief, guilt, anger, fear and even joy can feel
overwhelming. Coming to includes coming back to one's own emotional life, and that return
needs support.

KEY POINTS FOR CLINICIANS

» Substances were often used to avoid feelings

« Feelings return as the fog lifts, sometimes intensely

« Emotional intensity in early recovery is normal, not a sign of failure

« Patients may need to learn emotional skills they never developed

« Feeling again is a sign of healing, even when it hurts

CLINICAL INSIGHT

Early recovery emotions can be mistaken for something being wrong, either by the patient ("l felt
better drinking") or by the clinician. Normalize the intensity, screen appropriately for co-occurring

conditions, and teach basic emotional regulation early, before the feelings become a reason to
use.

THE PATIENT EXPERIENCE

Feeling again: "About six weeks in, | started crying in the grocery store for no reason. Then | got
furious at my brother over nothing. | thought | was losing my mind. My sponsor laughed and said,
'Welcome back. Those are called feelings. You haven't had them in a while.""

CLINICAL REFLECTION
How do you prepare patients for the return of feelings? Do you distinguish normal early-recovery
emotion from symptoms that need further assessment?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Returning feelings:

* "What feelings have surprised you since you stopped using?"
* "What did you used to do with feelings like this?"

* "What can you do now when a feeling seems too big?"

* "Who can you tell when it happens?"

SUGGESTION FOR YOUR PRACTICE

Prepare patients in advance: tell them feelings will return and may be strong. Give them simple
tools: naming the feeling, calling someone, getting to a meeting. A patient who expects the wave
is less frightened by it.

ACTION STEP FOR YOUR PRACTICE
Add a brief "feelings return" piece to your early-recovery work, with two or three concrete coping
steps patients can use immediately.

Coming to Hope: Seeing Recovery in Others
OVERVIEW
COME TO includes coming to hope—not through arguments or promises but through seeing

recovery in others. When patients meet people who were as hopeless as they feel and are now
living meaningful lives, hope becomes possible. They COME TO hope by witnessing it embodied.

KEY POINTS FOR CLINICIANS

« Hope comes through identification with recovered people

« Seeing is believing—hope requires evidence

« "If they can do it, maybe | can too"

» Hope is contagious and transmitted through presence

« Coming to hope precedes coming to believe

CLINICAL INSIGHT

Hope is not created by reassurance but by exposure to recovered people. Your job as clinician is

to create opportunities for this exposure—through meetings, peer mentors, alumni events, and
recovery speakers. Hope is caught, not taught.

THE PATIENT EXPERIENCE

Hope awakening: "I met a woman who had 15 years sober. She told her story and it was worse
than mine—way worse. Now she sponsors others, has a career she loves, and radiates peace. |
thought: whatever she has, | want. For the first time, | believed recovery might be real."

CLINICAL REFLECTION
How do you facilitate hope-building encounters? Do you connect patients with recovered people
strategically?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Hope-building protocol:

e |[dentify recovered individuals who might connect with this patient

e Arrange specific exposure: speaker meeting, coffee with peer mentor, alumni panel

* Prepare patient: "Listen for similarities, not differences"

* Process experience: "What did you see that gave you hope? What questions do you have for people
who have recovered?"

SUGGESTION FOR YOUR PRACTICE

Actively curate hope-building experiences for patients. Connect them with recovered people who
share their background. Arrange for recovery speakers. The right recovered person can do more
for hope-building in 10 minutes than you can in 10 sessions.

ACTION STEP FOR YOUR PRACTICE
Build a network of recovered people who can share their experience with current patients. Create
systematic opportunities for hope-building encounters.

Coming to See Our Part

OVERVIEW

Awareness eventually turns inward. Patients begin to see not only what addiction did to them but
what they did while in it: the people they hurt, the promises broken, the choices made. Coming to
see one's own part is not the same as self-condemnation. It is the beginning of honesty that later
steps will build on.

KEY POINTS FOR CLINICIANS

« Awareness grows from "what happened to me" to "what I did"

« Seeing one's part is honesty, not self-punishment

e This awareness prepares the ground for Steps Four through Nine

e Shame and guilt need to be distinguished

« Patients do not need to act on everything they see yet

CLINICAL INSIGHT

When patients begin to see their part, they can swing from blaming everyone else to blaming

themselves for everything. Neither is accurate. Help them hold awareness without collapsing into
shame, and reassure them that there is a process ahead for dealing with what they see.

THE PATIENT EXPERIENCE
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Seeing my part: "For a long time it was all my wife's fault, my boss's fault, my father's fault. Then
one night it hit me how scared my kids must have been. | didn't know what to do with that. My
sponsor said, 'You don't have to fix it tonight. You just have to stay sober and keep being honest.
There are steps for this.""

CLINICAL REFLECTION
How do you help patients hold awareness of harm they caused without being overwhelmed? Do
you help them distinguish guilt from shame?

CLINICAL EXERCISE / ASSESSMENT TOOL

Seeing our part:

* "What are you starting to see about how your using affected others?"

* "What do you feel when you think about that?"

* "|s that feeling about something you did, or about who you are?"

* "What would it mean to hold this honestly for now, without fixing it yet?"

SUGGESTION FOR YOUR PRACTICE

When patients start to see their part, slow down. Acknowledge the pain, separate guilt (I did
something wrong) from shame (I am something wrong), and point to the later steps as the place
where this work is done properly.

ACTION STEP FOR YOUR PRACTICE
Prepare a simple way to explain guilt versus shame, and use it when patients begin to see their
part in the harm addiction caused.
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COME TO BELIEVE: Faith Emerges

Belief develops through experience, not demand

COME TO BELIEVE: Faith Through Experience

OVERVIEW

Finally—COME TO BELIEVE. Note: belief is not demanded at the start; it develops. Patients COME
TO believe through experience, through coming, through coming to awareness. Belief is the fruit
of the process, not the entry requirement. No one is asked to believe anything they haven't
experienced.

KEY POINTS FOR CLINICIANS

« Belief develops—it's not required at entry

» Experience creates belief; belief doesn't create experience
e "Act as if" precedes genuine belief

« Belief builds incrementally through evidence

« Forced belief is not real belief—experienced belief is

CLINICAL INSIGHT

Patients often resist Step Two because they think belief is required first. Clarify: "You're not asked
to believe anything you haven't seen. You're asked to come, to observe, and to let belief develop
naturally from what you experience." This removes the cognitive barrier.

THE PATIENT EXPERIENCE

Belief emerging: "They told me to just keep coming and belief would develop. | thought that was
ridiculous. But somehow, after months of meetings, seeing people change, experiencing my own
transformation—I believed. | didn't decide to believe. Belief just happened."

CLINICAL REFLECTION
Do you demand belief or facilitate conditions for it? How do you respond when patients say they
can't believe?

CLINICAL EXERCISE / ASSESSMENT TOOL

Belief exploration:

* "What would you need to experience to believe recovery is possible for you?"
* "What have you seen so far that points toward hope?"

* "Is there a difference between forced belief and developed belief?"

* "What small belief might be starting to form?"
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SUGGESTION FOR YOUR PRACTICE

Never demand belief. Instead, create conditions for belief to develop: exposure, experience,
identification, relationship. Your job is not to convince patients to believe but to help them have
experiences that make belief possible.

ACTION STEP FOR YOUR PRACTICE
Shift your approach from asking patients to believe to helping them have experiences that
generate belief. Focus on exposure and experience rather than argument and persuasion.

Believing You Can Get Well Too

OVERVIEW

The essential belief of Step Two is not abstract theology—it's practical hope: "l can get well too."
Seeing recovered people, identifying with their stories, recognizing they were once as
hopeless—patients come to believe that what happened for them can happen for me. This belief
changes everything.

KEY POINTS FOR CLINICIANS

e The core belief: "What worked for them can work for me"
e This belief requires identification: "They're like me"

« Abstract belief matters less than this practical hope

« This belief is evidence-based: based on observed recovery
« "If they can do it, | can do it" is Step Two in action

CLINICAL INSIGHT

Help patients focus on this practical belief rather than getting stuck on theological questions.
Whether or not they believe in God, can they believe that recovery has worked for others and
might work for them? This is enough to proceed.

THE PATIENT EXPERIENCE

Practical belief: "l couldn't believe in God—still don't really. But | could believe that these people
were real alcoholics who had stopped drinking and found happiness. That belief was enough to
keep me coming. | believed in THEIR recovery, and eventually that became belief in mine."

CLINICAL REFLECTION
How do you redirect patients from theological struggles to practical hope? Do you help them
identify what they CAN believe?

CLINICAL EXERCISE / ASSESSMENT TOOL

Practical belief assessment:

* "Do you believe the people you've met in recovery are real addicts/alcoholics?"
* "Do you believe they've actually recovered?"

* "Do you believe their recovery is genuine—not just white-knuckling?"

* "If their recovery is real, what might that mean for you?"
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SUGGESTION FOR YOUR PRACTICE

When patients struggle with Step Two, redirect from abstract questions to practical ones: "Forget
about God for now. Can you believe that the people you've met are real alcoholics who have
gotten well? Can you believe that might be possible for you?" This is the essential belief.

ACTION STEP FOR YOUR PRACTICE
When patients resist Step Two on theological grounds, redirect to practical belief. Help them
identify what they can believe based on observed evidence.

"Could": The Power of Possibility

OVERVIEW

Step Two says a Power greater than ourselves *could* restore us to sanity. It does not say
"would" or "will." The word asks only for belief in a possibility. For patients who can't yet believe
much of anything, "could" is a door left open: they don't have to be sure, only willing to consider
that it might be so.

KEY POINTS FOR CLINICIANS

« Step Two asks for belief in a possibility, not a certainty

e "Could" lowers the bar to something most patients can reach

» Open-mindedness is enough to begin

e Certainty is not required, and often comes later or not at all

« Small openness grows with experience

CLINICAL INSIGHT

Patients often reject Step Two because they think it asks for faith they don't have. Point to the

word "could." Ask whether they can accept that it is possible, not proven, that something beyond
their own willpower might help. Most can say yes to that.

THE PATIENT EXPERIENCE

Possibility was enough: "l told my sponsor | couldn't believe any of it. She asked, 'Can you believe
it's possible? Not true, just possible?' | said | guess so. She said, 'Then you've got Step Two
started.' That was the first time the step felt like something | could actually do."

CLINICAL REFLECTION
Do you present Step Two as demanding belief, or as inviting openness to possibility? How do you
help patients find the smallest belief they can honestly hold?

CLINICAL EXERCISE / ASSESSMENT TOOL
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Exploring "could":

* "Do you believe it's impossible for you to get well? Or just that you don't know how?"
* "On a scale of 0 to 10, how possible does recovery seem for you right now?"

* "What would move that number up by one?"

* "What can you be open to, even if you can't be sure?"

SUGGESTION FOR YOUR PRACTICE
Read Step Two aloud with patients and emphasize "could." Ask them to rate on a simple scale
how possible they think it is that they could get well. Even a small number is a starting point.

ACTION STEP FOR YOUR PRACTICE
Use "could" as an entry point with skeptical patients. Track their sense of possibility over time
and show them how it changes.

Acting As If

OVERVIEW

Many patients can't believe yet but can act. The program has long suggested "acting as if": doing
what people in recovery do (going to meetings, calling a sponsor, praying or meditating, helping
others) before belief arrives. Belief often follows behavior. Patients don't have to feel it to do it.

KEY POINTS FOR CLINICIANS

e Action can come before belief

e "Acting as if" is not dishonesty; it is experimentation

« Behavior change often produces belief change

« Patients can borrow others' belief until they have their own

» Doing the next right thing is available even on doubting days

CLINICAL INSIGHT

Some patients feel that acting without belief is hypocritical. Frame it as an experiment: they are

testing whether the actions work, not pretending to a faith they don't have. The results become
evidence they can trust.

THE PATIENT EXPERIENCE

Acting as if: "l didn't believe in prayer. My sponsor told me to say one in the morning anyway, just
as an experiment. | felt ridiculous. But | noticed the days | did it, | didn't drink and | was a little
less angry. | still don't know exactly what | believe, but | know what happens when | do it."

CLINICAL REFLECTION
How do you respond when patients say they can't do something because they don't believe in it?
Do you offer action as a path to belief?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Acting-as-if experiment:

* "What's one thing people in recovery do that you've resisted because you don't believe in it?"
* "Would you be willing to try it every day for two weeks as an experiment?"

* "What would count as evidence that it's helping?"

* "What did you notice when you did it?"

SUGGESTION FOR YOUR PRACTICE
Help patients choose one or two recovery actions to try for a set period, regardless of what they
believe. Review the results with them afterward. Let their own experience become the evidence.

ACTION STEP FOR YOUR PRACTICE
Design a two-week "acting as if" experiment with a resistant patient, and review the results
together.

Borrowing Belief

OVERVIEW

Early on, many patients can't hold any belief of their own. They can lean on the belief of others: a
sponsor who believes they can get well, a group that has seen people like them recover, a
counselor who has watched it happen many times. Borrowed belief carries them until their own
begins to grow.

KEY POINTS FOR CLINICIANS

« Patients can lean on others' belief before they have their own

» The group's collective experience holds hope for the newcomer

« A sponsor's confidence can steady a doubting patient

« Borrowed belief is a bridge, not a permanent substitute

e Clinicians' belief in patients matters

CLINICAL INSIGHT

Patients pick up on whether the people around them believe recovery is possible for them.
Express that belief honestly and specifically. Your confidence, grounded in experience with others
who recovered, can be something patients hold onto when their own is missing.

THE PATIENT EXPERIENCE

Leaning on others: "l didn't believe | could stay sober. My sponsor said, 'That's okay, | believe it

for you. You can borrow mine until you get your own.' On the bad days I'd remind myself that she
believed it, and so did the people in that room. That got me through until | started believing it
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myself."

CLINICAL REFLECTION
Do your patients know that you believe they can recover? How do you communicate that belief
honestly, without false promises?

CLINICAL EXERCISE / ASSESSMENT TOOL

Borrowing belief:

* "Who in your life believes you can get well?"

* "What do they see that you can't see yet?"

e "Could you lean on their belief for now?"

* "What would it be like to let someone else hold hope for you for a while?"

SUGGESTION FOR YOUR PRACTICE

Tell patients directly that you believe recovery is possible for them, and why. Encourage them to
find people in the program whose belief they can lean on. Make the idea of borrowing belief
explicit.

ACTION STEP FOR YOUR PRACTICE
Make a practice of telling patients, specifically and honestly, why you believe recovery is possible
for them. Help them identify others whose belief they can borrow.
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Power Through Connection

The group, the fellowship, the "WE" as Higher Power

The Group as Higher Power

OVERVIEW

For many patients, especially those resistant to traditional religion, the group itself can be a
Higher Power. A "power greater than ourselves" need not be God—it can be the collective
wisdom, strength, and experience of the fellowship. The group can do what the individual alone
cannot.

KEY POINTS FOR CLINICIANS

« "Higher Power" can be the group/fellowship (G.0.D. = Group Of Drunks)
e The group has power the individual lacks

e Collective wisdom exceeds individual insight

e Together, people can do what none could do alone

e This understanding makes Step Two accessible to atheists and agnostics

CLINICAL INSIGHT

When patients struggle with "God," offer the group as an alternative. "Have you noticed that
together, these people can stay sober when individually they couldn't? That's a power greater
than any one of them. That's enough to start." This makes Step Two practical and non-religious.

THE PATIENT EXPERIENCE

Finding power in the group: "God was a non-starter for me. But | couldn't argue with the group.
None of them could stay sober alone, but together they had decades of sobriety. Something
happened when they got together that didn't happen alone. That was my Higher Power at
first—just the group."

CLINICAL REFLECTION
Do you actively teach the "group as Higher Power" concept? How comfortable are you presenting
this as valid?

CLINICAL EXERCISE / ASSESSMENT TOOL

Group-as-power exploration:

* "What can the group do that you can't do alone?"

* "How is the group's collective wisdom greater than any individual's?"

* "What happens in the room when people share that doesn't happen alone?"

e "Could the group's power be enough of a 'Higher Power" for you to work with?"
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SUGGESTION FOR YOUR PRACTICE

Actively teach this concept to patients who resist religious language. The Big Book explicitly says
"G.0.D. = Group Of Drunks" works. Don't let theological objections become barriers when
practical solutions exist.

ACTION STEP FOR YOUR PRACTICE
Develop teaching materials on the group as Higher Power. Present this concept actively to
patients who struggle with traditional religious language.

"We": The First Word of the Steps

OVERVIEW

The Twelve Steps are written in the plural: "We admitted," "Came to believe," "We made."
Recovery is described as something done together, not alone. For patients used to handling
everything themselves, the "we" of the program is itself a power greater than they are. They
don't have to carry recovery by themselves.

KEY POINTS FOR CLINICIANS

e The steps are written as "we," not "I"

« Recovery is presented as a shared effort

» Self-reliance alone has not worked for most patients

e The collective holds experience no individual has

« Belonging to the "we" is part of the healing

CLINICAL INSIGHT

Patients who pride themselves on independence often try to work recovery solo: reading the
literature, doing the steps alone, avoiding reliance on others. Point out the "we" in the steps and
explore what it means to them to need others. Independence is not the same as isolation.

THE PATIENT EXPERIENCE

Becoming part of "we": "I'd always done everything on my own. | figured I'd read the book and
figure it out. Then someone pointed out that the steps say 'we.' | realized I'd been trying to
recover the same way | drank: alone. When | finally let myself be part of the group, it got easier."
CLINICAL REFLECTION

How do you help highly independent patients accept that recovery is shared? Do you notice when
patients are trying to recover alone?

CLINICAL EXERCISE / ASSESSMENT TOOL
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Finding the "we":

e "The steps say 'we.' Who is your 'we' right now?"

* "What makes it hard for you to rely on other people?"

* "What have you tried to handle alone that you might share?"
* "Who could you add to your 'we' this week?"

SUGGESTION FOR YOUR PRACTICE

Read Step Two aloud and ask patients whom the "we" refers to. Help them identify specific
people who could be part of their "we." Make the shared nature of recovery concrete rather than
abstract.

ACTION STEP FOR YOUR PRACTICE
With patients who work recovery alone, name the "we" in the steps and help them build a specific
list of people who make up their recovery community.

Sponsorship: Higher Power Embodied

OVERVIEW

A sponsor embodies the Higher Power concept practically. Here is a person who was once
hopeless and is now well, available to guide the newcomer through the same process. The
sponsor represents both evidence (recovery is possible) and conduit (I can help you find it). For
many, the sponsor is the first tangible Higher Power.

KEY POINTS FOR CLINICIANS

e Sponsors demonstrate recovery in human form

e The sponsor relationship is where abstract hope becomes practical

e Sponsors give away what was given to them

e The sponsor is not God but can be the first accessible Higher Power

e Sponsorship works both ways—it helps sponsor and sponsee

CLINICAL INSIGHT

Encourage sponsor relationships early. A good sponsor does what clinicians cannot: provide lived

experience, continuous availability, and a practical demonstration of recovery in a peer
relationship. Facilitate sponsor finding as actively as you facilitate other treatment components.

THE PATIENT EXPERIENCE

Finding a sponsor: "My sponsor was the first person who understood without me having to
explain. He'd been where | was. When he told me recovery was possible, | believed him because
he was living proof. He was my Higher Power before | had any other concept of it."

CLINICAL REFLECTION
How actively do you facilitate sponsor relationships? Do you treat sponsorship as essential or
optional?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Sponsor facilitation:

e "What would you look for in a sponsor?"

e "What fears come up about asking someone to sponsor you?"

* "Who have you seen in meetings that seems to have what you want?"

* "What would it mean to have someone who's walked this path guiding you?"

SUGGESTION FOR YOUR PRACTICE

Don't leave sponsor-finding to chance. Help patients identify potential sponsors, overcome
barriers to asking, and engage in the relationship. Monitor sponsor relationships and address
problems early.

ACTION STEP FOR YOUR PRACTICE
Develop a sponsorship facilitation protocol. Help every patient identify and engage with a sponsor
as a core treatment component.

Service as Connection to Power

OVERVIEW

Many people in recovery describe finding a power greater than themselves through helping
others. Making coffee, setting up chairs, greeting newcomers, sharing their story: service pulls
patients out of self-focus and connects them to something larger. Patients often feel that power
most clearly when they are giving it away.

KEY POINTS FOR CLINICIANS

e Service connects patients to something beyond themselves

« Helping others reduces self-obsession

« Small acts of service are available from the first days

- Patients often feel most connected while serving

» Service builds belonging and responsibility

CLINICAL INSIGHT

Patients early in recovery may think they have nothing to offer. Point out the simple service
available to anyone: arriving early, putting away chairs, welcoming the next newcomer. Service
gives patients a role in the group, which strengthens both connection and commitment.
THE PATIENT EXPERIENCE

Finding power in service: "l didn't feel anything spiritual for months. Then someone asked me to
make the coffee for a Tuesday meeting. | had to show up every week, and people thanked me.
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One night a newcomer came in shaking and | handed him a cup. | felt something | hadn't felt in
years. That's when | understood what they meant by a power greater than myself."

CLINICAL REFLECTION
Do you encourage service early in recovery? How do you help patients see what they have to
offer?

CLINICAL EXERCISE / ASSESSMENT TOOL

Exploring service:

* "What small way could you help at a meeting this week?"

* "What do you think you have to offer someone newer than you?"

* "How did you feel after doing something for someone else?"

* "Where in your life do you feel most connected to something bigger?"

SUGGESTION FOR YOUR PRACTICE

Encourage patients to take on one small service commitment at a meeting. Explore afterward
what they experienced. Service often produces the sense of connection that patients have been
unable to find through belief alone.

ACTION STEP FOR YOUR PRACTICE
Help each patient choose one simple service commitment, and debrief with them about what
they experience while doing it.

When the Group Feels Unsafe

OVERVIEW

Step Two often relies on the group as a source of power and hope. Not every group is safe or a
good fit. Patients may encounter meetings with predatory behavior, rigid attitudes, hostility
toward medication, or a culture where they don't feel welcome. Helping patients find a group that
can genuinely support them is part of the clinician's job.

KEY POINTS FOR CLINICIANS

* Not every meeting is a good fit for every patient

e Some groups carry unhealthy dynamics

« A bad experience at one meeting is not a verdict on recovery
« Patients have a right to safety in recovery settings

e Trying different meetings is normal and encouraged

CLINICAL INSIGHT
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When patients say "l tried a meeting and it wasn't for me," find out what happened. Sometimes it
is resistance. Sometimes it is a real problem: harassment, pressure to stop prescribed
medication, or a group where they are the only person of their age, gender, background or
profession. Take these concerns seriously and help them find alternatives.

THE PATIENT EXPERIENCE

Finding the right room: "The first meeting | went to, an older guy kept trying to get my number
and the group told me my medication meant | wasn't really sober. | almost quit. My counselor
helped me find a women's meeting and a meeting that was fine with MAT. Those rooms became
home."

CLINICAL REFLECTION

How do you respond when patients report a bad meeting experience? Do you know enough about
local meetings to help them find a better fit?

CLINICAL EXERCISE / ASSESSMENT TOOL

Finding a safe group:

* "What happened at the meeting that didn't feel right?"

* "Was it uncomfortable, or did it feel unsafe?"

* "What kind of group would feel like a better fit for you?"

* "Which other meetings could you try in the next two weeks?"

SUGGESTION FOR YOUR PRACTICE

Know the meetings in your area, including specialized ones (women's, men's, young people's,
LGBTQ+, first responder, medication-friendly). Prepare patients for what to do if something feels
unsafe. Help them distinguish discomfort that comes with growth from situations that are
genuinely harmful.

ACTION STEP FOR YOUR PRACTICE
Build a list of local and online meetings, including specialized and medication-friendly groups, and
use it to help patients find a group where they can feel safe.
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Restored to Sanity

What "sanity" really means and how restoration happens

What "Sanity" Really Means

OVERVIEW

Step Two promises restoration to "sanity." This doesn't mean patients were clinically insane—it
means their thinking and behavior around substances was insane: doing the same thing
expecting different results, prioritizing substances over everything valuable, being unable to
learn from experience. Sanity is restored thinking, not just restored abstinence.

KEY POINTS FOR CLINICIANS

e Sanity = sound thinking and rational behavior

» The insanity was addiction thinking: denial, distortion, repetition
« Restoration is progressive, not instantaneous

« Sanity includes emotional regulation, not just logical thought

« Restored sanity looks like integration and wholeness

CLINICAL INSIGHT

Clarify that "sanity" in Step Two refers to addiction-specific insanity, not mental health diagnosis.
This helps patients recognize their own patterns without feeling labeled as "crazy." The insanity
was specific and the restoration is achievable.

THE PATIENT EXPERIENCE

Understanding sanity: "l thought 'restored to sanity' meant | was crazy. But when my sponsor
explained it—the insanity of doing the same thing expecting different results, the insane
priorities, the inability to learn—I realized it perfectly described my drinking. And | could see
sanity returning as my thinking cleared."

CLINICAL REFLECTION
How do you explain "sanity" in Step Two? Do you help patients see their specific patterns of
addiction insanity?

CLINICAL EXERCISE / ASSESSMENT TOOL

Sanity definition:

* "What patterns of thinking/behavior in your addiction would you now call 'insane'?"
* "What did sanity look like for you before addiction took over?"

* "What does 'restored to sanity' mean to you practically?"

* "Where have you already seen sanity returning?"
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SUGGESTION FOR YOUR PRACTICE

Define "sanity" and "insanity" in recovery terms. Help patients inventory their specific addiction
insanity: the patterns, the distortions, the repetitive harm. This makes restoration concrete rather
than abstract.

ACTION STEP FOR YOUR PRACTICE
Develop clear definitions and examples of addiction insanity and restored sanity. Help patients
track their progression from insane patterns toward sound thinking.

The Insanity of the First Drink

OVERVIEW

Patients often describe their insanity as what happened after they started using: the chaos, the
consequences, the binges. Step Two points to something earlier: the thinking that led to picking
up in the first place. Despite everything they know, a thought arrives that this time will be
different. That thinking, before the first drink or drug, is where the insanity lives.

KEY POINTS FOR CLINICIANS

« The insanity begins before the first use, not after

« Patients often "forget" past consequences in the moment

e The thought "this time will be different" is a central symptom
« Willpower alone rarely defeats this thinking

« Recognizing the pattern is the first protection against it

CLINICAL INSIGHT

Help patients examine the moments right before past relapses. What were they thinking? Many
describe a strange blankness about past consequences or a convincing argument that it would be
fine. Naming this pattern as part of the disease helps patients take it seriously rather than
trusting it.

THE PATIENT EXPERIENCE

The thought before: "I'd been sober three months. | was driving past a bar and thought, 'One beer
won't hurt, I've proven | can stop.' | didn't think about the DUI, the divorce, or the hospital. It was
like all that had never happened. That's the insanity they talk about. It wasn't the tenth drink. It
was that thought."

CLINICAL REFLECTION
Do you help patients examine the thinking that precedes relapse, or mainly the consequences
that follow? How do you help them recognize that thinking in advance?
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CLINICAL EXERCISE / ASSESSMENT TOOL

The thought before:

* "Think about the last time you picked up after a period of not using. What were you telling yourself?"
* "What did you forget or set aside in that moment?"

* "What is your version of 'this time will be different'?"

* "What could you do the next time that thought shows up?"

SUGGESTION FOR YOUR PRACTICE

Walk patients through a past relapse in slow motion, focusing on the thinking before the first use.
Help them identify their own version of "this time will be different" so they can recognize it next
time.

ACTION STEP FOR YOUR PRACTICE
Develop a relapse thought-pattern review with each patient, so they can name their own "first
drink" thinking and plan a response.

Restoration as a Process

OVERVIEW

Step Two says "could restore," and restoration takes time. Patients often expect sound thinking to
return the moment they stop using, and become discouraged when old patterns show up.
Restoration is gradual. Thinking clears, judgment improves and emotional balance returns in
stages, often over months and years.

KEY POINTS FOR CLINICIANS

« Restoration happens gradually, not all at once

e The brain and body need time to heal

« Old thinking patterns can return under stress

e Progress is usually visible over months, not days

» Setbacks in thinking are not proof that recovery isn't working

CLINICAL INSIGHT

Explain in simple terms that recovery of the brain and thinking takes time. Patients may
experience poor concentration, mood swings and impulsive thoughts for months. Framing these

as part of restoration, not as failure, protects against discouragement and the conclusion that
"nothing has changed."

THE PATIENT EXPERIENCE
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Slow restoration: "At thirty days | expected to be a new person. | was still making bad decisions
and losing my temper. By six months | noticed | was thinking before | spoke. At a year, my wife
said | seemed like the person she married. It didn't happen at once. It happened while | wasn't

looking."

CLINICAL REFLECTION

Do you set realistic expectations about how long restoration takes? How do you help patients
notice gradual change?

CLINICAL EXERCISE / ASSESSMENT TOOL

Tracking restoration:

* "What has changed in your thinking since you stopped using?"
* "What still feels foggy or unpredictable?"

e "What would others say has changed about you?"

* "Where would you like to see restoration next?"

SUGGESTION FOR YOUR PRACTICE

Help patients track signs of restoration over time: better sleep, clearer thinking, fewer impulsive
decisions, steadier moods. Reviewing these markers shows patients the restoration that is
happening even when they can't feel it day to day.

ACTION STEP FOR YOUR PRACTICE

Create a simple restoration tracker with patients, listing markers of sound thinking, and review it
at regular intervals.

Sanity in Relationships

OVERVIEW

Addiction's insanity isn't only about substances. It shows up in relationships: manipulation,
dishonesty, resentment, people-pleasing, rage and withdrawal. Restoration to sanity includes how
patients relate to others. As recovery deepens, patients begin to respond to people with more
honesty, patience and balance.

KEY POINTS FOR CLINICIANS

« Addiction insanity shows up in relationships, not just using

e Old relational patterns often continue after using stops

« Restoration includes honesty, patience and boundaries

« Family members often notice change before patients do

« Relational sanity takes practice and time
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CLINICAL INSIGHT

Patients sometimes believe that stopping use will automatically repair their relationships. Old
patterns such as lying about small things, explosive reactions or emotional withdrawal often
continue. Help patients see these as part of what Step Two promises to restore, and as areas for
ongoing work.

THE PATIENT EXPERIENCE

Relational sanity: "l stopped drinking but | was still lying, about where I'd been, what I'd spent,
little things. My wife said, 'You're sober, but you're not honest.' That hit hard. Getting restored to
sanity meant learning to tell the truth even when it didn't matter, and that took a long time."

CLINICAL REFLECTION
Do you address relational patterns as part of Step Two work? How do you help patients see their
relationship behavior as part of the restoration?

CLINICAL EXERCISE / ASSESSMENT TOOL

Relational sanity:

e "What patterns in your relationships came from your addiction?"
* "Which of those patterns are still showing up now?"

* "What would the people closest to you say has changed?"

* "What would sanity look like in your most difficult relationship?"

SUGGESTION FOR YOUR PRACTICE

Explore patients' relationship patterns alongside their substance use. Ask what others in their life
would say has changed and what hasn't. Use that feedback to identify where relational
restoration is still needed.

ACTION STEP FOR YOUR PRACTICE
Add relationship patterns to your Step Two work, helping patients identify specific relational
behaviors they hope to see restored.

Recognizing Restored Sanity

OVERVIEW

Restored sanity can be hard for patients to see in themselves. It often looks ordinary: paying bills
on time, keeping a commitment, pausing before reacting, telling the truth, asking for help.
Helping patients recognize these signs builds belief that the promise of Step Two is coming true in
their own lives.

KEY POINTS FOR CLINICIANS
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« Restored sanity often looks ordinary

« Patients may overlook their own progress

e Concrete examples make restoration visible
« Recognizing progress strengthens belief

« Others can help patients see what they can't

CLINICAL INSIGHT

Patients in early recovery often focus on what is still wrong. Deliberately point out specific
moments of sound thinking: a decision made calmly, a craving managed, a conflict handled well.
These examples become evidence that a power greater than themselves is restoring them.

THE PATIENT EXPERIENCE

Seeing it happen: "My counselor asked me to list anything sane I'd done that week. | thought it
was silly. Then | wrote down that I'd called my sponsor instead of going to the liquor store, and
that I'd apologized to my daughter without making excuses. | realized the step was working. | just
hadn't been paying attention."

CLINICAL REFLECTION
Do you help patients notice their own restored sanity? How often do you point out specific
evidence of progress?

CLINICAL EXERCISE / ASSESSMENT TOOL

Evidence of sanity:

* "What's one sane decision you made this week?"

* "When did you pause before reacting?"

e "What would the old you have done in that situation?"

* "What does this tell you about whether restoration is happening?"

SUGGESTION FOR YOUR PRACTICE
Ask patients regularly to name moments of sanity from the past week. Reflect back specific
progress you've seen. Connect these examples explicitly to Step Two's promise of restoration.

ACTION STEP FOR YOUR PRACTICE
Make a weekly "evidence of sanity" check-in part of your sessions, helping patients see
restoration in their everyday choices.
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Living in the Solution

Learning from those who have gotten well

Moving from the Problem to the Solution

OVERVIEW

Patients arrive focused on the problem: their using, their consequences, their pain. People who
have recovered talk more about the solution: what they do, how they live, what works. Step Two
invites patients to shift their attention from what is wrong to what is possible. Living in the
solution means spending more time on recovery than on the disease.

KEY POINTS FOR CLINICIANS

« Early recovery is often focused on the problem

« Recovered people talk mostly about what works

e Focusing on the solution builds hope and direction

e The problem still needs honest attention, but it isn't the whole story
« Attention shapes experience

CLINICAL INSIGHT

Patients can get stuck retelling their consequences session after session. Honor the pain, then
gently redirect: "What has helped? What are people who are doing well actually doing?" This shift
moves patients from describing the problem to practicing the solution.

THE PATIENT EXPERIENCE

Shifting focus: "For months all | talked about was how bad it had been. My sponsor finally said, 'l
know the problem. Tell me what you did today for the solution.' | didn't have an answer. That
question changed how | spent my days."

CLINICAL REFLECTION
Do your sessions focus mostly on the problem or on the solution? How do you help patients make
that shift without dismissing their pain?

CLINICAL EXERCISE / ASSESSMENT TOOL

Problem to solution:

* "How much of your thinking each day is about the problem? How much about the solution?"
* "What did you do today that was part of the solution?"

* "What are the people doing well in recovery doing that you're not yet?"

* "What would it look like to spend more of your day on the solution?"
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SUGGESTION FOR YOUR PRACTICE
Notice the balance in sessions between problem talk and solution talk. Ask solution-focused
questions regularly. Help patients spend more of their energy on concrete recovery actions.

ACTION STEP FOR YOUR PRACTICE
Close each session with a solution question: what the patient will do before the next session to
practice recovery.

Learning from Long-Term Recovery

OVERVIEW

People with long-term recovery are living proof that Step Two works. Their experience carries
practical wisdom: how they handled cravings, rebuilt relationships, coped with loss without using,
and found meaning. Patients who seek out these people and listen closely learn what recovery
actually looks like over years, not just weeks.

KEY POINTS FOR CLINICIANS

e Long-term recovery shows what is possible

« Experienced members carry practical wisdom

« Patients benefit from asking specific questions

« Seeing many years of recovery widens patients' sense of the future
« Old-timers were once newcomers too

CLINICAL INSIGHT

Newcomers often gravitate toward others with similar time in recovery. Encourage them to seek
out people with years of recovery as well. Hearing how others got through hard seasons sober
(job loss, grief, iliness) prepares patients for challenges they haven't faced yet.

THE PATIENT EXPERIENCE

Listening to old-timers: "There was a woman in my home group with twenty-two years. | asked
her how she got through her husband's death without drinking. She told me exactly what she did,
day by day. A year later my father died, and | did what she'd told me. | stayed sober because
she'd already shown me how."

CLINICAL REFLECTION
Do you encourage patients to connect with people in long-term recovery? How do you help them
learn from that experience?

CLINICAL EXERCISE / ASSESSMENT TOOL

Learning from experience:

* "Who do you know with several years of recovery?"

* "What would you most want to ask them?"

* "What challenge are you afraid of facing sober?"

* "Who might have already faced that challenge and stayed sober?"
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SUGGESTION FOR YOUR PRACTICE

Encourage patients to identify one or two people with long-term recovery and ask them specific
questions. Help patients prepare the questions in session. This turns passive listening into active
learning.

ACTION STEP FOR YOUR PRACTICE
Help each patient prepare three questions to ask someone with long-term recovery, and review
what they learned in the next session.

Identifying with Stories of Recovery

OVERVIEW

Hearing others' stories is central to Step Two. When patients hear someone describe the same
thinking, fear or behavior they experienced, and then hear how that person recovered, belief
becomes personal. Identification turns "recovery works for some people" into "recovery could
work for me."

KEY POINTS FOR CLINICIANS

» Stories carry hope in a way arguments cannot

 l|dentification happens through feelings, not just facts

» Patients don't need identical histories to identify

 Listening for similarities opens the door to belief

« Patients' own stories will one day help others

CLINICAL INSIGHT

Teach patients how to listen to stories: for feelings and thinking, not just events. A patient who

never lost a job may still identify with the shame, fear and denial in someone else's story.
Coaching patients to listen this way strengthens identification and hope.

THE PATIENT EXPERIENCE

Hearing my story in someone else's: "The speaker's life looked nothing like mine. Different job,
different drug, different age. But when she described lying awake at 3 a.m. promising herself
she'd stop tomorrow, | started crying. That was me exactly. If she could get out, maybe | could
too."

CLINICAL REFLECTION
How do you help patients identify with others' stories? Do you teach them to listen for feelings
rather than circumstances?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Identification:

e "What did you hear at the last meeting that sounded like you?"

* "What feelings did the speaker describe that you've had?"

* "How was their story different? What does that difference really matter?"
e "What part of their recovery gives you hope?"

SUGGESTION FOR YOUR PRACTICE

After patients attend meetings or hear speakers, ask what they identified with. Help them notice
shared feelings, even when the details differ. Point them to recovery stories in literature and
speaker recordings as well.

ACTION STEP FOR YOUR PRACTICE
Make identification a regular topic after meetings. Help patients name what they related to and
connect it to their own hope for recovery.

Daily Practices of Recovered People

OVERVIEW

People who have gotten well usually describe a set of daily practices: prayer or meditation,
reading, calling others, meetings, service, reflection at the end of the day. These habits are how
they live in the solution. Patients can begin adopting the same practices long before they
understand or believe everything behind them.

KEY POINTS FOR CLINICIANS

« Recovery is maintained through daily practice

« Recovered people have routines, not just insights

« Small, consistent practices matter more than big efforts

« Patients can borrow practices that work for others

» Practices become anchors on difficult days

CLINICAL INSIGHT

Patients often look for a single breakthrough. Recovery is usually built from ordinary daily actions

repeated over time. Help patients design a simple daily routine based on what works for people in
recovery, and treat consistency as more important than intensity.

THE PATIENT EXPERIENCE

Building a routine: "l asked my sponsor what she did every day. She said a short prayer in the
morning, read one page, called one person, and at night thought about how the day went. It
sounded too simple. | tried it. A year later, it's the backbone of my recovery."

CLINICAL REFLECTION
Do you help patients build daily recovery routines? How do you balance consistency with
flexibility?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Daily practice planning:

* "What does a day of recovery look like for the people you admire in the program?"
* "Which of those practices could you start this week?"

* "What time of day would each practice fit best?"

* "What usually gets in the way of keeping a routine?"

SUGGESTION FOR YOUR PRACTICE

Help patients build a written daily recovery routine with three to five small practices. Review it
regularly, adjusting what isn't working. Encourage them to ask people in recovery what their own
routines look like.

ACTION STEP FOR YOUR PRACTICE
Work with each patient to create a simple, written daily recovery routine, and check in on it at
each session.

Becoming Living Proof for Others

OVERVIEW

Step Two is built on living proof: people who were hopeless and got well. Over time, patients
become that proof for someone else. The newcomer walking in tonight needs to see someone a
few steps ahead. Patients often discover that being living proof for others strengthens their own
belief and recovery.

KEY POINTS FOR CLINICIANS

e Every person in recovery is evidence for someone newer

« Patients don't need long sobriety to offer hope

« Sharing experience strengthens the sharer's recovery

« Being an example builds purpose and responsibility

» The cycle of hope continues through each person

CLINICAL INSIGHT

Patients often discount their own progress, thinking they have nothing to offer until they have
years of recovery. Help them see that someone with thirty days is living proof to someone with
one. Recognizing their value to others builds self-worth and commitment.

THE PATIENT EXPERIENCE

Becoming proof: "At sixty days a guy came in shaking, the way | had. After the meeting he asked
how I'd made it two months. | told him what | did. He called me the next day. | realized I'd become
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the person | needed when | walked in. That made me want to stay sober more than anything else
had."

CLINICAL REFLECTION

Do you help patients see that their recovery matters to others? How do you encourage them to
become living proof?

CLINICAL EXERCISE / ASSESSMENT TOOL

Becoming proof:

* "What would you want someone just starting to know about your experience?"
* "Who in your life might be watching your recovery?"

e "How did it feel the last time you helped someone newer than you?"

* "What does it mean to you that your recovery could give someone else hope?"

SUGGESTION FOR YOUR PRACTICE

Help patients see their own recovery as meaningful to others. Encourage them to share at
meetings, welcome newcomers, and tell their story when the time is right. Connect this to Step
Two: they are now part of the evidence.

ACTION STEP FOR YOUR PRACTICE
Help patients identify one way they can be living proof for someone else this month, and explore
how it affects their own recovery.
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Clinical Applications

Translating Step Two into clinical practice

Assessing Step Two Readiness and Progress

OVERVIEW

Clinicians need to assess patients' Step Two status: Are they coming? Have they come to
awareness? Is belief beginning? This assessment guides clinical interventions and tracks progress
through the step's progression.

KEY POINTS FOR CLINICIANS

e Step Two is progressive: COME - COME TO - COME TO BELIEVE
« Assessment identifies where patient is in this progression

- Different stages require different interventions

e Progress may not be linear—patients can move back and forth

» Assessment should be ongoing, not one-time

CLINICAL INSIGHT

Don't treat Step Two as binary (done/not done). Assess where patients are in the progression and
intervene appropriately. A patient who isn't coming needs different help than one who's coming
but not yet aware, who needs different help than one who's aware but not believing.

THE PATIENT EXPERIENCE

Recognizing progress: "My counselor helped me see that | was already doing Step Two—I was
coming to meetings, | was becoming more aware, small beliefs were forming. I'd thought | hadn't
started the step because | couldn't check the 'believe' box. She helped me see | was on the path."

CLINICAL REFLECTION
How do you assess Step Two progress? Do you treat it as progressive or binary?

CLINICAL EXERCISE / ASSESSMENT TOOL

Step Two progression assessment:

* COME: "Are you showing up—to meetings, to treatment, to recovery activities?"

e COME TO: "What are you becoming aware of? How is the fog lifting?"

* COME TO BELIEVE: "What small beliefs are forming? What do you now believe that you didn't
before?"

SUGGESTION FOR YOUR PRACTICE
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Develop a Step Two progression assessment. ldentify where patients are (coming? coming to?
starting to believe?) and intervene at their current location.

ACTION STEP FOR YOUR PRACTICE
Create a Step Two progression assessment tool. Use it to identify where patients are and guide
appropriate interventions.

Using the Patient's Own History as Evidence

OVERVIEW

Step Two belief often grows from evidence, and patients carry evidence in their own lives: times
they stopped using with help, times they were honest and things improved, moments of
connection that kept them going. Helping patients find this evidence makes Step Two personal
rather than theoretical.

KEY POINTS FOR CLINICIANS

< Patients' histories contain evidence of help beyond themselves
« Past periods of recovery are evidence, even if they ended

« Moments of grace or "near misses" can be meaningful

« Personal evidence is more convincing than argument

« Reviewing history builds belief gently

CLINICAL INSIGHT

Ask about times patients were helped by something beyond their own willpower: a person, a
group, a turning point, an unexpected opportunity. Many have experiences they haven't
connected to Step Two. Help them make that connection without imposing a particular spiritual
interpretation.

THE PATIENT EXPERIENCE

Finding evidence: "My counselor asked me about the year | was sober before. I'd written it off as a
failure. But she asked what helped me that year. It was the meetings, my sponsor, and my church
group. | realized I'd already seen a power greater than myself working. I just hadn't kept it up."

CLINICAL REFLECTION
Do you help patients find Step Two evidence in their own histories? How do you avoid imposing
your own interpretation?

CLINICAL EXERCISE / ASSESSMENT TOOL

History as evidence:

* "Was there ever a time you stopped or cut back with help? What helped?"
* "When has someone or something shown up at just the right time for you?"
* "What kept you alive and going through the worst of it?"

* "What does that suggest about whether help is possible for you now?"
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SUGGESTION FOR YOUR PRACTICE
Explore past periods of abstinence, turning points and moments of help in the patient's history.
Frame what they find as evidence that help beyond their own willpower is possible for them.

ACTION STEP FOR YOUR PRACTICE
Include a brief history-of-help review in your Step Two work, and use what patients find as
personal evidence for belief.

Working with Spiritual Diversity

OVERVIEW

Patients come to Step Two with many backgrounds: religious, spiritual but not religious, agnostic,
atheist, hurt by religion, or from faith traditions different from the clinician's own. Effective Step
Two work respects each patient's path and helps them find a meaningful understanding of a
power greater than themselves on their own terms.

KEY POINTS FOR CLINICIANS

« Patients' spiritual backgrounds vary widely

e The program allows each person their own understanding

e Clinicians must avoid imposing their own beliefs

e Cultural and religious traditions can be strengths

» Respect for the patient's path builds trust

CLINICAL INSIGHT

Clinicians' own beliefs, whether religious or secular, can unintentionally shape how they present

Step Two. Be aware of your own views and set them aside. Ask patients about their background
and what has meaning for them, and support their own interpretation.

THE PATIENT EXPERIENCE

Respected on my own path: "l grew up in a faith tradition that's different from most people at my
meetings. | worried I'd have to give it up. My counselor asked how my own tradition talked about
surrender and help from beyond yourself. It turned out my faith had a lot to offer my recovery. |
didn't have to choose."

CLINICAL REFLECTION
How do your own beliefs affect how you present Step Two? Are you equally comfortable
supporting religious, spiritual and secular patients?

CLINICAL EXERCISE / ASSESSMENT TOOL
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Spiritual background:

* "What role, if any, did religion or spirituality play in your life growing up?"

* "What has meaning for you now?"

* "Does your background have anything to say about getting help from beyond yourself?"
* "What understanding of a power greater than yourself fits who you are?"

SUGGESTION FOR YOUR PRACTICE

Ask open questions about patients' spiritual and cultural backgrounds. Look for strengths in their
own traditions. Be ready to support religious, spiritual and secular understandings of Step Two
equally.

ACTION STEP FOR YOUR PRACTICE

Reflect on your own beliefs and how they may influence your Step Two work. Develop open
questions that invite each patient's own understanding.

Step Two in Group Settings

OVERVIEW

Group therapy is a natural setting for Step Two. Group members can see recovery happening in

one another, share their experiences of coming, coming to and coming to believe, and challenge
each other's isolation and terminal uniqueness. Clinicians can use group dynamics to make Step
Two's progression visible.

KEY POINTS FOR CLINICIANS

e Groups make Step Two's "we" tangible

« Members at different stages can learn from each other

» Peer experience often carries more weight than clinician explanation

« Groups can challenge isolation and uniqueness directly

e Structured exercises help members share their progress

CLINICAL INSIGHT

Patients often respond more to peers than to clinicians. Invite members further along to share
how belief developed for them. Use group exercises that ask each member to name where they
are in the COME, COME TO, COME TO BELIEVE progression, and let members encourage one
another.

THE PATIENT EXPERIENCE

Learning from the group: "l didn't buy anything the counselor said about Step Two. Then a guy in
group who was just like me, same job, same attitude, talked about how he started believing after
a couple months of meetings. | figured if he could, | could. The group did what the counselor
couldn't."

CLINICAL REFLECTION
How do you use group dynamics to support Step Two? Do you let peers do some of the teaching?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Group Step Two check-in:

e "Where are you right now: coming, coming to, or coming to believe?"
e "What has helped you move from one stage to the next?"

* "Who in this group gives you hope, and why?"

* "What would you tell someone in this room who is just starting?"

SUGGESTION FOR YOUR PRACTICE

Use group sessions for Step Two exercises: progression check-ins, sharing evidence of
restoration, discussing barriers. Pair newer members with those further along. Let the group carry
much of the teaching.

ACTION STEP FOR YOUR PRACTICE
Design a Step Two group session that uses a progression check-in and peer sharing to make the
step's stages visible.

Integrating Step Two with Evidence-Based Care

OVERVIEW

Step Two work can complement evidence-based treatment such as motivational interviewing,
cognitive behavioral therapy and medication for addiction treatment. Hope, connection and
openness to help are central to both. Clinicians can integrate Step Two concepts in a way that
supports, rather than competes with, other treatment approaches.

KEY POINTS FOR CLINICIANS

« Step Two concepts align with core treatment goals

e Hope and connection predict better outcomes

« Motivational interviewing fits Step Two's invitational approach

« Medication for addiction treatment is compatible with Step Two

» Integration respects patient choice and fit

CLINICAL INSIGHT

Patients sometimes receive mixed messages: that meetings and medication conflict, or that
spirituality and therapy are separate worlds. Present Step Two as one part of an integrated plan.
Connect concepts like coming to believe with motivational work on hope and self-efficacy.
THE PATIENT EXPERIENCE

It all fit together: "I was on buprenorphine and doing CBT, and | worried meetings would say |
wasn't really in recovery. My counselor explained how Step Two's idea of hope and getting help fit
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with everything else | was doing. | stopped seeing it as either-or. Each piece helped the others."

CLINICAL REFLECTION
How do you integrate Step Two with other treatment approaches? Do your patients receive a
consistent message about how these pieces fit together?

CLINICAL EXERCISE / ASSESSMENT TOOL

Integration conversation:

* "What parts of your treatment have helped most so far?"

* "How do meetings and Step Two fit with the rest of your treatment?"
* "Have you heard anything that made treatments seem to conflict?"
e "What would it look like to use all of these together?"

SUGGESTION FOR YOUR PRACTICE
Explain to patients how Step Two fits with their other treatment. Use motivational interviewing
techniques to explore hope and openness. Affirm that medication and Step Two work can coexist.

ACTION STEP FOR YOUR PRACTICE
Develop a short explanation of how Step Two fits with the other treatment approaches you use,
and share it with patients early in care.
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Barriers & Pitfalls

Common obstacles and how to address them

The "God" Barrier: Theological Roadblocks

OVERVIEW

The most common barrier to Step Two is interpretation of "Higher Power" as requiring belief in
God. Patients who are atheist, agnostic, or wounded by religion may resist. Clinicians need to
recognize this barrier and offer alternatives without dismissing patients' legitimate concerns.

KEY POINTS FOR CLINICIANS

e This is the most common Step Two barrier

« Resistance often comes from legitimate past experiences

e The barrier is usually about interpretation, not the step itself
e Many alternatives exist within the program's framework

» Forcing religious interpretation alienates potential recovery

CLINICAL INSIGHT

Never dismiss theological objections—honor them. Then redirect: "The program says a 'God of
your understanding.' What could you understand as a higher power—the group? The universe?
Recovery itself?" The barrier is interpretation, not the step.

THE PATIENT EXPERIENCE

Overcoming the God barrier: "I was an atheist and nearly left recovery over the God stuff. My
sponsor said, 'You don't have to believe in God. Can you believe you're not God? Can you believe
something bigger than you exists—maybe just the group?' That | could work with."

CLINICAL REFLECTION
How do you address the God barrier? Are you comfortable offering alternatives without pushing
religion?

CLINICAL EXERCISE / ASSESSMENT TOOL

Addressing the God barrier:

e "What's your objection—is it about organized religion, or about any concept of higher power?"
"Could there be a power greater than YOU without it being 'God'?"

"What do you believe in—if not God, then what?"

* "Have you read 'We Agnostics' in the Big Book? It was written for people like you."

SUGGESTION FOR YOUR PRACTICE
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Develop comfort discussing Higher Power alternatives. Never force religious interpretation.
Remember: the Big Book itself addresses this in "We Agnostics" and welcomes non-believers.

ACTION STEP FOR YOUR PRACTICE
Prepare multiple Higher Power alternatives for different patients. Develop comfort discussing the
"God barrier" openly and offering genuine alternatives.

Intellectual Resistance

OVERVIEW

Some patients approach Step Two as a debate to win. They analyze the wording, demand proof,
and find logical flaws in every explanation. Their intelligence is real, but it can become a way to
keep recovery at arm's length. Step Two asks for open-mindedness, which can be harder for a
sharp mind than for a struggling one.

KEY POINTS FOR CLINICIANS

 Intellectual analysis can become a form of avoidance

« Winning arguments does not produce recovery

« Open-mindedness is different from abandoning reason

« Experience often persuades where argument fails

 Intelligent patients can recover when they engage experientially

CLINICAL INSIGHT

Don't get drawn into extended debates about Step Two. Acknowledge the patient's questions as
reasonable, then invite them to gather data through experience rather than argument. Ask
whether their reasoning has helped them stay sober so far.

THE PATIENT EXPERIENCE

Thinking my way out: "l argued with every counselor and sponsor about the steps. | could poke
holes in all of it. Finally someone said, 'You're probably right about all of that. And you're still
drinking.' | stopped arguing and started doing. The answers | was looking for came from
experience, not debate."

CLINICAL REFLECTION
How do you respond when patients debate Step Two? Do you get drawn into arguments, or
redirect toward experience?

CLINICAL EXERCISE / ASSESSMENT TOOL

From argument to experience:

* "What questions about Step Two do you think have no good answer?"
* "Has figuring it out intellectually helped you stay sober?"

e "What would it look like to test this through experience instead?"

* "What evidence would change your mind?"
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SUGGESTION FOR YOUR PRACTICE

Respond to intellectual objections with curiosity rather than counterargument. Suggest treating
Step Two as an experiment: try the actions, observe the results, then draw conclusions. Respect
the patient's intelligence while redirecting it toward experience.

ACTION STEP FOR YOUR PRACTICE
Prepare a short "experiment" framing for intellectually resistant patients, inviting them to test
Step Two through action rather than debate.

Religious Wounds and Spiritual Abuse

OVERVIEW

Some patients have been hurt by religion: shamed, excluded, controlled, or abused by religious
people or institutions. For them, Step Two's language about a Power greater than themselves can
bring up fear, anger or grief. This barrier needs careful, trauma-informed handling. It is different
from simple disagreement with religious ideas.

KEY POINTS FOR CLINICIANS

« Religious harm can be deep and lasting

« Step Two language may trigger painful memories

e This barrier needs a trauma-informed approach

e Patients can find a meaningful power greater than themselves without returning to what hurt
them

e Healing from religious wounds may need its own attention

CLINICAL INSIGHT

Listen carefully for signs of religious trauma rather than philosophical disagreement. Strong
emotional reactions, avoidance or anger at spiritual language may point to past harm. Validate
the experience, avoid pushing spiritual concepts, and consider whether additional
trauma-focused support is needed.

THE PATIENT EXPERIENCE

Healing old wounds: "l was told as a kid that | was going to hell for who | was. When people at
meetings talked about God, | wanted to run. My counselor never pushed. She asked what | could
trust. For a long time it was just the group. Years later, | found my own sense of something good
and bigger than me. It didn't look anything like what | grew up with."

CLINICAL REFLECTION
Can you tell the difference between disagreement and religious trauma? How do you support
patients who have been hurt by religion?
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CLINICAL EXERCISE / ASSESSMENT TOOL

Exploring religious wounds:

e "What comes up for you when you hear words like God or Higher Power?"
e "Were you hurt by religion or religious people in the past?"

* "What would feel safe to trust right now?"

* "What would you need for spiritual ideas to feel less threatening?"

SUGGESTION FOR YOUR PRACTICE

Ask gently about past experiences with religion when patients react strongly to Step Two. Offer
non-religious understandings of a power greater than themselves. Refer to trauma-informed care
when religious harm is significant.

ACTION STEP FOR YOUR PRACTICE
Develop a trauma-informed approach to Step Two for patients with religious wounds, including
non-religious options and referral pathways.

Terminal Uniqueness: "I'm Different"

OVERVIEW

"Terminal uniqueness" is the belief that the patient is fundamentally different from other
addicts—different enough that what works for them won't work for me. This blocks identification,
hope, and the "WE" that is essential to Step Two.

KEY POINTS FOR CLINICIANS

e Terminal uniqueness says: "I'm different—this won't work for me"

It focuses on differences rather than similarities

« It blocks identification, which blocks hope

« It keeps the patient isolated even when present

e The cure is identification—hearing someone share their exact experience

CLINICAL INSIGHT

Terminal uniqueness is a defense that keeps patients isolated. Challenge it by directing attention
to similarities: "Listen for what you have in common." Expose them to diverse recovered people
until they find someone they identify with.

THE PATIENT EXPERIENCE

Breaking terminal uniqueness: "l was convinced | was different—I| wasn't a 'real' alcoholic, | hadn't

lost everything, | was too young/old/educated/whatever. Then | met someone who matched all
my objections and had 10 years sober. My uniqueness wasn't so terminal after all."
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CLINICAL REFLECTION
How do you address terminal uniqueness? Do you facilitate identification that breaks through this
barrier?

CLINICAL EXERCISE / ASSESSMENT TOOL

Terminal uniqueness intervention:

* "You say you're different. How specifically?"

* "If you met someone with your specific background who had recovered, would that change
anything?"

* "What would you need to see to believe this could work for you?"

* "When you listen at meetings, focus on similarities, not differences. What do you find?"

SUGGESTION FOR YOUR PRACTICE

Address terminal unigueness by facilitating identification. When patients say "but I'm different,"
ask "in what way?" Then find recovered people who share those characteristics. The goal is
identification that breaks uniqueness.

ACTION STEP FOR YOUR PRACTICE

Develop strategies to address terminal uniqueness. Build a network of diverse recovered people
who can challenge various forms of "I'm different."

Waiting for a Spiritual Experience

OVERVIEW

Some patients believe Step Two requires a dramatic spiritual event, a moment of revelation
they've heard others describe. When it doesn't happen, they conclude the step isn't working for
them. Most people experience Step Two gradually, through changes noticed over time rather
than a single moment.

KEY POINTS FOR CLINICIANS

- Dramatic spiritual experiences are the exception, not the rule

« Most people come to believe gradually

« Waiting for a breakthrough can delay recovery work

e Gradual change is as real as sudden change

« Patients may already be experiencing Step Two without realizing it
CLINICAL INSIGHT

When patients say "nothing has happened," explore what has changed in their lives since they
started recovery. Many describe new hope, clearer thinking, better relationships, without calling it
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spiritual. Help them see that slow, steady change counts.

THE PATIENT EXPERIENCE

No lightning bolt: "l kept waiting for some big moment like people described. It never came, and |
figured | was doing it wrong. My sponsor asked how my life was different from a year ago.
Everything was different. She said, 'That's your spiritual experience. It just took its time.""

CLINICAL REFLECTION

Do patients ever feel they've failed Step Two because nothing dramatic happened? How do you
help them recognize gradual change?

CLINICAL EXERCISE / ASSESSMENT TOOL

Recognizing gradual change:

e "What are you waiting for to happen with Step Two?"

* "How is your life different from when you started recovery?"

* "What do you believe now that you didn't believe before?"

* "What if the change you're waiting for is already happening slowly?"

SUGGESTION FOR YOUR PRACTICE
Normalize gradual experience of Step Two. Share that many people never have a sudden
moment. Help patients review concrete changes in their lives as evidence of the step working.

ACTION STEP FOR YOUR PRACTICE

Help patients who are waiting for a breakthrough to review the gradual changes already taking
place, and frame those changes as Step Two at work.
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Your clinical notes

Changes to my practice

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