Embrace, Empower & Evolve - Deep Dive Modules Person-Centered Practice

Person-Centered Practice

Deep Dive Modules - Clinical Strength

CONTENTS

e Part1l - Overview

e Part 2 - What Is Person-Centered Practice in Addiction Treatment?

e Part 3 - Why Clinicians Drift Away From Person-Centered Care

e Part 4 - The Evidence Base: Why Person-Centered Practice Produces Better Outcomes
e Part 5 - The Path to Person-Centered Mastery: From Knowledge to Practice
e Part 6 - Person-Centered Practice Self-Assessment

e Part 7 - Exercise 1: The Clinical Lens Audit

« Part 8 - Exercise 2: Whole Person Patient Mapping

e Part 9 - Exercise 3: Assumption & Bias Excavation

e Part 10 - Exercise 4: Readiness Attunement Practice

e Part 11 - Exercise 5: Cultural Competence Deep Dive

e Part 12 - Exercise 6: Strengths & Resource Inventory

e Part 13 - Exercise 7: Collaborative Treatment Design

« Part 14 - Exercise 8: Daily Practice Check-In (7 Days)

e Part 15 - Exercise 9: Clinical Drift Identification

« Part 16 - Exercise 10: Clinician Self-Care & Sustainability

© The Recovery Files Page 1



Embrace, Empower & Evolve - Deep Dive Modules Person-Centered Practice

Part 1 - Overview

Person-Centered Practice

Seeing the Whole Person Beyond the Substance Use Disorder
A Clinical Development Intensive — The Recovery Files
Symptom-Focused

Pathology, deficits, diagnosis

-

Person-Centered

Whole person, strengths, partnership

Reading Sections

The Evidence Base: Why Person-Centered Practice Produces Better Outcomes

The Path to Person-Centered Mastery: From Knowledge to Practice
Self-Assessment

Worksheets & Exercises
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Part 2 - What Is Person-Centered Practice in
Addiction Treatment?

What Is Person-Centered Practice in Addiction Treatment?

Person-centered practice in addiction treatment is the deliberate, ongoing commitment to seeing
and treating each patient as a complete human being — not merely as a carrier of addiction
pathology, a diagnostic category, or a collection of symptoms to be managed. It is the clinical
translation of a fundamental truth: addiction occurs within the full context of a person's life, and
effective treatment must engage with that full context rather than reducing the person to their
disease.

This may sound obvious. Every clinician would agree, in principle, that patients are "more than
their addiction." But the gap between believing this and consistently practicing it is enormous —
and that gap is where treatment effectiveness is won or lost. The pressures of clinical practice —
high caseloads, time constraints, institutional protocols, documentation requirements, and the
sheer emotional weight of the work — create powerful currents that pull clinicians toward
symptom-focused, standardized, efficiency-driven treatment. Person-centered practice is a
deliberate swim against those currents.

At its foundation, person-centered practice rests on several interconnected commitments. First,
whole person recognition: the active effort to understand each patient's complete life context,
including their trauma history, cultural background, social circumstances, co-occurring conditions,
strengths, resources, and personal aspirations. This is not a one-time intake assessment — it is an
ongoing process of discovery that deepens throughout the treatment relationship.

Second, beyond-symptoms perception: the discipline of seeing past disease symptoms to
recognize the patient's full humanity — their hopes, dreams, values, relationships, and capacity
for growth and change. This perception creates therapeutic relationships based on respect and
possibility rather than judgment and limitation. It is the difference between asking "What's wrong
with you?" and "What happened to you? What matters to you? What are you capable of?"

Third, readiness and motivation attunement: accurately understanding where each patient
currently stands in their change process, recognizing that readiness fluctuates and varies across
different life domains, and matching interventions to the patient's actual motivation level rather
than expecting uniform engagement. This attunement prevents the common clinical error of
delivering the right intervention at the wrong time.

Fourth, cultural and contextual competence: understanding how cultural background, identity,
social circumstances, and environmental factors affect addiction development, treatment
engagement, and recovery processes. This competence requires humility, ongoing learning, and
the ability to adapt interventions to honor cultural values rather than imposing a one-size-fits-all
treatment model.

Fifth, individualized treatment development: customizing interventions based on each patient's
unique needs, circumstances, preferences, and response patterns while maintaining fidelity to
evidence-based practices. This is the practical expression of everything above — translating

© The Recovery Files Page 3



Embrace, Empower & Evolve - Deep Dive Modules Person-Centered Practice

comprehensive understanding into responsive, personalized clinical action.

Person-centered practice is not soft. It is not permissive. It is not the abandonment of clinical
expertise in favor of simply agreeing with whatever the patient wants. It is, in fact, harder than
symptom-focused treatment because it requires clinicians to hold more complexity, exercise
more flexibility, and engage more deeply with each human being in their care. But the evidence is
clear: when patients feel seen, understood, and respected as whole persons, treatment
engagement increases, therapeutic alliance strengthens, and outcomes improve.
Person-centered practice is not an alternative to effective treatment — it is the foundation upon
which effective treatment is built.

Reflection Questions

1. How would you honestly describe your current balance between symptom-focused and
person-centered practice? What percentage of your clinical attention goes to each?

2. When was the last time you learned something genuinely surprising about a patient —
something that changed your understanding of their situation or your treatment approach? What
enabled that discovery?

3. What institutional, systemic, or personal pressures pull you away from person-centered
practice? How do these pressures manifest in your daily clinical work?

4. Think of your most successful therapeutic relationship. What made it successful? How much of
that success was related to person-centered elements versus specific interventions?
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5. If your patients could anonymously rate how "seen as a whole person" they feel in your care,
what do you think the average score would be? What would it take to raise it?
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Part 3 - Why Clinicians Drift Away From
Person-Centered Care

Why Clinicians Drift Away From Person-Centered Care

Clinicians do not abandon person-centered practice because they stop caring about their
patients. They drift away from it — gradually, imperceptibly, and often without realizing it —
because the conditions of clinical work create relentless pressure toward efficiency,
standardization, and symptom management. Understanding why this drift occurs is essential for
preventing it.

The most powerful driver of drift is systemic pressure. Treatment centers operate within
regulatory, financial, and institutional constraints that reward throughput over depth.
Documentation requirements consume hours that could be spent with patients. Productivity
metrics measure the number of sessions delivered, not the quality of the therapeutic relationship.
Billing codes capture diagnoses and interventions but not the moment when a clinician truly
understood why a patient keeps relapsing. The system, as currently designed, often makes
person-centered practice feel like something you do despite the system rather than because of it.

Compassion fatigue and emotional depletion are equally powerful drivers. Person-centered
practice requires emotional investment — genuine curiosity, authentic connection, sustained
empathy. This is demanding work, and when clinicians are depleted, the first thing to erode is not
their technical skill but their capacity for deep engagement. The depleted clinician still shows up,
still conducts sessions, still documents — but the quality of presence diminishes. Sessions
become procedural. Assessments become checklists. Patients become cases. This is not a moral
failure — it is a predictable consequence of emotional depletion without adequate support and
renewal.

Training gaps contribute significantly. Many clinicians were trained primarily in specific modalities
— CBT, MI, DBT — without adequate attention to the person-centered foundation that makes
those modalities effective. They can deliver interventions skillfully but may lack training in
cultural competence, trauma-informed care, comprehensive assessment, or the art of therapeutic
alliance building. The intervention becomes the treatment rather than a tool within a larger
person-centered framework.

Countertransference and implicit bias create subtle but powerful drift. Clinicians are human, and
humans categorize. When a patient fits a familiar pattern — "another resistant meth user,"
"another non-compliant opiate patient" — the clinician's perception narrows. The patient
becomes a type rather than an individual. Previous patients' behaviors get projected onto the
current patient. Cultural assumptions go unexamined. These processes are often unconscious,
making them particularly difficult to identify and correct.

The rescue-and-fix mentality is another significant factor. Many clinicians entered the field
because they want to help people, and that desire can paradoxically undermine person-centered
practice when it becomes a need to fix rather than a commitment to accompany. The fix-it
clinician talks more than listens, prescribes solutions rather than exploring options, and measures
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success by compliance rather than engagement. This approach may feel productive — but it
centers the clinician's agenda rather than the patient's reality.

Finally, moral distress — the experience of knowing what the right clinical action is but being
unable to perform it due to institutional constraints — accumulates over time and produces
cynicism, withdrawal, and resignation. The clinician who repeatedly sees patients discharged
before they are ready, who cannot provide the level of care they know is needed, who watches
systemic failures produce predictable negative outcomes, eventually learns to protect themselves
by investing less. This is not weakness — it is a survival adaptation.

Recognizing these drift factors is not about self-blame. It is about self-awareness — the
foundation of any practice improvement. You cannot correct what you cannot see.

Reflection Questions

1. Which of the drift factors described above resonates most strongly with your current
experience? How is it showing up in your practice?

2. When did you last notice yourself categorizing a patient — seeing them as a "type" rather than
an individual? What triggered that categorization, and how might you have responded differently?

3. How has compassion fatigue or emotional depletion affected your capacity for genuine
person-centered engagement? What signals tell you that your engagement quality is declining?

4. What systemic pressures in your workplace actively work against person-centered practice?
What, if anything, is within your power to change?
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5. Do you tend more toward the "rescue-and-fix" approach or toward patient-centered
accompaniment? How would your patients answer this question about you?
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Part 4 - The Evidence Base: Why Person-Centered
Practice Produces Better Outcomes

The Evidence Base: Why Person-Centered Practice Produces
Better Outcomes

The evidence supporting person-centered practice in addiction treatment is not merely
suggestive — it is substantial and consistent across multiple research traditions. Understanding
this evidence transforms person-centered practice from a philosophical preference into an
empirical imperative.

The therapeutic alliance is consistently the single strongest predictor of treatment outcomes
across all therapy modalities — stronger than the specific intervention used, the clinician's years
of experience, or the patient's diagnosis. In addiction treatment specifically, the quality of the
therapeutic relationship accounts for approximately 30% of treatment outcome variance,
compared to 15% for the specific technique employed. This means that how you relate to the
patient matters twice as much as what technique you use. Person-centered practice is the
systematic cultivation of therapeutic alliance quality.

Carl Rogers' core conditions — empathy, unconditional positive regard, and congruence — have
been validated repeatedly as foundational to therapeutic change. In addiction treatment
populations, studies consistently show that patients whose clinicians demonstrate higher levels of
these conditions show greater treatment retention, more significant reductions in substance use,
and better long-term recovery outcomes. Notably, confrontational and directive approaches that
lack these conditions produce worse outcomes than no treatment at all in some populations.

Motivational interviewing research provides compelling evidence for readiness attunement.
Studies demonstrate that matching interventions to a patient's stage of change produces
significantly better outcomes than delivering the same intervention regardless of readiness.
Patients who receive stage-matched treatment are more likely to progress through the change
process, while mismatched interventions — particularly action-oriented interventions delivered to
pre-contemplative patients — actually increase resistance and reduce the likelihood of positive
change.

Cultural competence research reveals that culturally responsive treatment produces 2-4 times
better engagement and retention rates among minority populations compared to standard
treatment. The mechanisms are clear: when treatment feels culturally relevant and respectful,
patients develop stronger therapeutic alliances, experience greater sense of belonging in
treatment settings, and perceive treatment recommendations as more credible and applicable to
their lives.

Trauma-informed care research demonstrates that integrating trauma awareness into addiction
treatment significantly improves outcomes, particularly for patients with complex trauma
histories — who represent a majority of the addiction treatment population. Trauma-informed
approaches that center patient safety, choice, and collaboration produce better engagement,
fewer adverse events, and more sustained recovery than trauma-ignorant or trauma-avoidant
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approaches.

Strengths-based approaches have been shown to improve treatment motivation, self-efficacy,
and recovery capital. When clinicians actively identify and build upon patient strengths rather
than focusing exclusively on deficits, patients develop greater confidence in their capacity for
change, engage more actively in treatment, and build more robust recovery foundations.

The neuroscience of therapeutic connection adds a biological dimension. When patients feel safe,
understood, and respected, their nervous systems shift from defensive (sympathetic activation)
to receptive (ventral vagal engagement). This neurobiological shift literally opens the brain to
learning, emotional processing, and behavioral change. In contrast, when patients feel judged,
misunderstood, or reduced to their pathology, their defensive systems activate, inhibiting the
very neural processes that treatment seeks to engage. Person-centered practice is, in a very real
sense, neurobiological preparation for change.

The economic argument is equally compelling. Treatment dropout is one of the most expensive
problems in addiction care — and the primary predictor of dropout is poor therapeutic alliance.
Person-centered practice reduces dropout rates, which reduces the costly cycle of treatment
entry, early departure, relapse, crisis, and re-entry that consumes enormous resources while
producing minimal benefit. Investing in person-centered practice is not just clinically superior — it
is economically rational.

Reflection Questions

1. How does knowing that therapeutic alliance predicts outcomes twice as strongly as specific
technique change how you prioritize your time and energy in clinical work?

2. Think of a patient who dropped out of treatment. Looking back, were there person-centered
elements — alliance quality, cultural responsiveness, readiness attunement — that might have
improved retention?

3. How comfortable are you with the idea that how you relate to patients matters more than what
interventions you deliver? Does this feel liberating, threatening, or both?
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4. In what specific ways does your current practice create neurobiological safety for patients? In
what ways might it inadvertently activate defensive responses?

5. If you could redesign one aspect of your treatment setting to better support person-centered
practice based on this evidence, what would you change?
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Part 5 - The Path to Person-Centered Mastery:
From Knowledge to Practice

The Path to Person-Centered Mastery: From Knowledge to Practice

Understanding person-centered principles intellectually is necessary but insufficient. The
challenge — and the opportunity — lies in translating understanding into consistent, daily
practice that becomes embedded in your clinical identity rather than added on top of it.
Person-centered mastery is not a destination but an ongoing developmental process with
recognizable stages.

The first stage is conscious awareness — recognizing the gap between person-centered ideals
and current practice. This is often uncomfortable, because it requires honest self-assessment.
Most clinicians discover that they are more symptom-focused, more culturally limited, and more
assumption-driven than they realized. This discomfort is productive. It is the motivational tension
that drives change — the same dynamic we seek to create in our patients through motivational
interviewing. The clinician who cannot tolerate this discomfort will plateau at the knowledge
stage, talking about person-centered practice while continuing to practice as before.

The second stage is deliberate practice — intentionally incorporating person-centered behaviors
into clinical work, one skill at a time. This looks like consciously asking a whole-person question in
each session, deliberately checking your assumptions about a patient's readiness, actively
seeking cultural context you might be missing, or regularly asking yourself "Am | seeing the
person or the pathology?" Deliberate practice is effortful and sometimes awkward, like learning
any new skill. Sessions may feel slower, less efficient, less "productive" by conventional metrics.
This is normal and necessary.

The third stage is integration — the point at which person-centered behaviors become natural
extensions of your clinical identity rather than conscious add-ons. The integrated practitioner
does not think "I should ask about cultural context" — they are genuinely curious about it. They
do not remind themselves to look for strengths — they see them instinctively alongside
challenges. They do not perform empathy — they feel it and express it authentically. Integration
is not perfection; it is the development of a clinical orientation that reflexively centers the whole
person.

The fourth stage is generativity — the capacity to extend person-centered practice beyond
individual clinical encounters into systemic influence. The generative practitioner advocates for
person-centered policies, mentors other clinicians, challenges dehumanizing practices within their
institution, and contributes to a treatment culture that supports rather than undermines
person-centered care. This stage recognizes that individual clinical excellence, while essential, is
insufficient if the systems within which clinicians operate continue to prioritize efficiency over
engagement.

Several practices accelerate movement through these stages. Regular clinical supervision that
focuses on the therapeutic relationship — not just case management — provides external
perspective on blind spots and drift. Peer consultation creates accountability and shared learning.
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Ongoing cultural competence education expands awareness and adaptability. Personal therapy or
reflective practice helps clinicians process the emotional demands of deep engagement. And
patient feedback — genuinely solicited and genuinely heard — provides the most direct
information about whether your practice actually feels person-centered to the people who
experience it.

The most important factor, however, is commitment sustained through imperfection. You will
have sessions where you miss the person and focus on the problem. You will make cultural
assumptions. You will push when you should have listened. You will categorize when you should
have individualized. The question is not whether these lapses will occur — they will — but
whether you will notice them, learn from them, and return to person-centered practice with
renewed intention. Mastery is not the absence of error. It is the presence of consistent,
committed, self-aware effort to see and serve the whole person in every clinical encounter.

Reflection Questions

1. Which stage of person-centered development best describes where you are right now —
awareness, deliberate practice, integration, or generativity? What evidence supports your
answer?

2. What is one specific person-centered behavior you could begin practicing deliberately in your
next five sessions? Be concrete about what this would look like.

3. What form of feedback about your person-centered practice do you currently receive? What
additional feedback would be most valuable, and how could you obtain it?

4. When you notice yourself drifting from person-centered practice — becoming
symptom-focused, culturally assumptive, or procedural — what signals tell you? How quickly do
you typically notice?
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5. What is your biggest barrier to person-centered mastery: knowledge gaps, skill gaps, systemic
obstacles, emotional depletion, or something else? What is the single most important step you
could take to address it?
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Part 6 - Person-Centered Practice Self-Assessment

Person-Centered Practice Self-Assessment

Rate each statement: 1 (Not at all like me) to 5 (Very much like me)

| consistently explore each patient's complete life context beyond their addiction symptoms
0102030405
Not at all - Very much

| routinely assess trauma history, cultural background, and social circumstances in my
evaluations

0102030405

Not at all - Very much

| identify both challenges and strengths when forming my understanding of each patient
0102030405

Not at all - Very much

| recognize how various life experiences contribute to each individual's addiction vulnerability
0102030405

Not at all - Very much

| regularly reassess my understanding as patients' circumstances and needs change
0102030405

Not at all - Very much

| look beyond presenting symptoms to understand the complex web of factors affecting each
patient

0102030405

Not at all - Very much

| consider how co-occurring conditions interact with substance use in my clinical formulations
0l02030405

Not at all - Very much

| understand and account for the unique social determinants affecting each patient's recovery
potential

0102030405

Not at all - Very much

| see each patient as a complete human being rather than a collection of addiction symptoms
0102030405

Not at all - Very much

| actively recognize and affirm patient dignity, worth, and potential in my interactions
0102030405

Not at all - Very much
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| balance addressing addiction pathology with celebrating who the patient is beyond their
disorder

0102030405

Not at all - Very much

| communicate my recognition of each patient's inherent value and capacity for change
0102030405

Not at all - Very much

I notice when | am focusing too heavily on deficits rather than the whole person
0102030405

Not at all - Very much

| ask about patients' hopes, dreams, values, and aspirations — not just their symptoms
0102030405

Not at all - Very much

| create space in sessions for patients to share their identity beyond "being an addict"
0102030405

Not at all - Very much

| genuinely believe that every patient has the potential for meaningful recovery and growth
0102030405

Not at all - Very much

| accurately assess where each patient currently stands in their readiness for change
0102030405

Not at all - Very much

| adjust my interventions based on each patient's current motivation level
0102030405

Not at all - Very much

| recognize that readiness for change fluctuates and varies across different life areas
0102030405

Not at all - Very much

| work effectively with ambivalence rather than pushing patients to commit before they are ready
0102030405

Not at all - Very much

| can distinguish between genuine resistance and fear-based avoidance in patients
0102030405

Not at all - Very much

I enhance motivation without imposing my own timeline or expectations for change
0102030405

Not at all - Very much

I match my intervention intensity to where the patient actually is, not where | think they should
be
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0102030405

Not at all - Very much

| regularly check in about motivation shifts rather than assuming engagement remains constant
0102030405

Not at all - Very much

| understand how cultural background affects addiction development and recovery for my
patients

0102030405

Not at all - Very much

I am aware of how my own cultural background influences my perception of patients
0102030405

Not at all - Very much

| adapt treatment approaches to honor diverse cultural values and circumstances
0102030405

Not at all - Very much

| recognize when cultural factors are influencing a patient's engagement patterns
0102030405

Not at all - Very much

| practice cultural humility and ongoing learning about diverse experiences
0102030405

Not at all - Very much

| avoid imposing my cultural assumptions about what recovery "should" look like
0102030405

Not at all - Very much

| create culturally responsive interventions that feel relevant to each patient's identity
0102030405

Not at all - Very much

| understand how systemic factors (racism, poverty, marginalization) affect my patients' recovery
0102030405

Not at all - Very much

| customize treatment approaches based on each patient's unique needs and preferences
0102030405

Not at all - Very much

| involve patients as genuine partners in their treatment planning and goal setting
0102030405

Not at all - Very much

| balance fidelity to evidence-based practices with personalized adaptation
0102030405

© The Recovery Files Page 17



Embrace, Empower & Evolve - Deep Dive Modules Person-Centered Practice

Not at all - Very much

I regularly adjust treatment plans based on patient response and changing needs
0102030405

Not at all - Very much

| honor patient autonomy while providing expert clinical guidance
0102030405

Not at all - Very much

| identify and address barriers to recovery while building on existing patient strengths
0102030405

Not at all - Very much

| coordinate comprehensive care that addresses multiple aspects of patients' lives
0102030405

Not at all - Very much

| cultivate hope and possibility while honestly acknowledging current challenges
0102030405

Not at all - Very much

1. Which domain scored highest? What specific practices or habits contribute to this being your
strongest area?
Your reflection...

2. Which domain scored lowest? What factors — personal, systemic, training-related — contribute
to this being your growth area?
Your reflection...

3. Look at the gap between your highest and lowest domains. What does this pattern tell you
about how you practice?
Your reflection...
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4. Which specific items did you rate as 1 or 2? These are your most urgent development priorities.
What would it take to move each up by one point?
Your reflection...

5. Based on this assessment, write a specific, actionable development goal: "In the next 30 days, |
will strengthen my person-centered practice by..."

Your reflection...

Scoring guide

Reset all progress? This cannot be undone.
Higher scores across all five domains indicate stronger person-centered practice. The pattern of
scores reveals your relative strengths and growth areas. Domains with lower scores represent the

areas where deliberate practice will produce the most significant improvement in your clinical
work. Consider which gaps are most immediately impacting your patients' experience of care.
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Part 7 - Exercise 1: The Clinical Lens Audit

The Clinical Lens Audit
What You Actually See When You Look at a Patient

Everyone Agrees With the Principle

Every clinician would say, without hesitation, that patients are more than their addiction. The
reading is blunt about what follows: the gap between believing that and consistently practicing it
is enormous, and that gap is where treatment effectiveness is won or lost. This exercise does not
ask what you believe. It asks what your first ninety seconds, your last three notes, and your
actual session time say about where your attention goes when nobody is watching.

1. Bring to mind the last new patient you assessed. Write the first three things you noticed about
them, in the order you noticed them. Do not clean the list up on the way to the page.

Be specific and honest...

2. How many of those three were clinical data — substance, dose, legal status, referral source —
and how many were about the person? What does the ratio say about where your attention goes
by default?

Be specific and honest...

Charts train the eye. The words you have available to write in are the words you end up thinking
in.

1. Open your last three progress notes. Copy out every phrase that describes the patient
themselves rather than their symptoms or their compliance. If you cannot find any, that is the
finding.

Be specific and honest...
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2. Do you write "the patient denies" and "the patient failed to"? Both are standard, and both place
you as someone being lied to or let down. Rewrite one sentence from your last note in language
you would be willing to read aloud to the patient.

Be specific and honest...

The reading asks for a percentage. Give it the real one — the number a recording of your last five
sessions would produce, not the number you would like to be true.

1. Across a typical session, how much of your attention is on the whole person rather than on
symptoms, risk and compliance?

0102030405
Not at all - Very much

2. Reconstruct your last full session minute by minute as best you can. Mark which parts were
about the disorder and which were about the person living with it.

Be specific and honest...

3. What does your setting reward? Name the specific metric, form or expectation that pulls your
attention toward pathology. "Documentation" is not specific enough — name the field.

Be specific and honest...

Surprise is evidence of real discovery. A clinician who is never surprised has stopped asking
questions whose answers they do not already expect.

1. When did a patient last tell you something that changed your understanding of them? Describe
what you learned and what you had assumed before it.

Be specific and honest...
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2. What made that disclosure possible — what had you done, or deliberately not done, that let it
happen? Name the conditions, because conditions are reproducible.

Be specific and honest...

3. Who on your current caseload have you not been surprised by in months? That person is what
this exercise is actually about.

Be specific and honest...

The reading closes by asking what your patients would say if they could rate anonymously how
seen they feel. Answer it as a number, then defend the number.

1. If your patients rated anonymously how seen as a whole person they feel in your care, where
would the average land?

0102030405
Not at all - Very much

2. Which patient would give you the lowest score, and what would they say if asked why? Write
their words, not your explanation of them.

Be specific and honest...

3. What could you do in your next session with that patient that would move their answer by one
point? It has to be something you can do on Monday without anyone's permission.

Be specific and honest...
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Part 8 - Exercise 2: Whole Person Patient Mapping

Whole Person Patient Mapping
One Real Patient, Mapped Past the Chart

The Chart Is Not the Person

An intake gathers what the system needs in order to bill, authorize and defend. It does not gather
what you would need in order to understand why this person uses, what has kept them alive so
far, or what they are trying to protect. Choose one patient — ideally one you feel stuck with —
and map what the chart does not hold. Where you do not know the answer, write "I do not know"
rather than reconstructing something plausible. The blanks are the exercise.

1. Name the patient (initials are fine) and write three sentences about them that contain no
clinical information at all. If you cannot get to three, stop and notice that before moving on.

Be specific and honest...

2. What did they want out of their life before substances became the organizing fact of it? If you
do not know, write "l have never asked."

Be specific and honest...

The reading calls this whole person recognition: trauma history, culture, social circumstance,
co-occurring conditions, resources — an ongoing discovery rather than a one-time intake.

1. What happened to this person before the substance use started? Write what you know, and
mark clearly where you are inferring rather than reporting.

Be specific and honest...
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2. What are the conditions of their daily life right now — housing, money, transport, safety, who is
in the house? Which of these would make your treatment plan unworkable if you had it wrong?
Be specific and honest...

Every persistent use is solving something. Naming the solution is not endorsing it; it is the only
way to know what would have to be replaced.

1. What problem does the substance solve for this person? Answer it the way they would answer
it, in their register, not in clinical language.

Be specific and honest...

2. What would they lose if they stopped tomorrow? Not the abstract losses — the real ones: a
relationship, an identity, a way of getting through one specific hour of the day.

Be specific and honest...

Count your "l do not know" answers above before you start this section.

1. How complete is your understanding of this patient, honestly, against what you would need to
treat them well?

0102030405
Not at all - Very much
2. List the three most consequential things you do not know about this person. Consequential
means the treatment plan would change if the answer surprised you.

Be specific and honest...
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3. For each one, write the actual question you would ask — the words, not the topic — and name
the session you will ask it in.

Be specific and honest...

4. What has kept you from asking so far? Time is a real answer and rarely the whole one. What
else is in it — the answer you are afraid of, the door it opens, the plan it would undo?
Be specific and honest...

1. Having mapped this person, what in your current treatment plan for them no longer fits? Name
the specific element rather than the general feeling.

Be specific and honest...

2. What is the one thing you will do differently in your next session with them? Write it concretely
enough that you would know afterward whether you had done it.

Be specific and honest...
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Part 9 - Exercise 3: Assumption & Bias Excavation

Assumption & Bias Excavation
The Patterns You Apply Before You Have Met the Person

Categorizing Is Not a Character Flaw

The reading is careful here: clinicians are human, and humans categorize. Pattern recognition is
most of what makes an experienced clinician faster and safer than a new one. The problem is not
that you form patterns — it is that a pattern applied to a person you have not met yet is a
prediction wearing the clothes of knowledge, and patients can feel the difference immediately.
This exercise is not an invitation to confess. It is a search for the specific places where a useful
shortcut has become a closed door.

The reading names the moment precisely: "another resistant meth user", "another non-compliant
opiate patient". The categories are real. They are also where the individual disappears.

1. What patient type do you find yourself recognizing before you have gathered enough to
recognize anything? Write the phrase as it appears in your head, unedited.

Be specific and honest...

2. Once someone is filed there, what do you predict about them — their honesty, their motivation,
how long they will stay? Write the prediction out. It usually looks worse on the page than it does
in the head.

Be specific and honest...

Countertransference is not a confession. It is information about a relationship, and it is only
usable once it is specific.

1. How consistent is the quality of your engagement across your whole caseload — from the
patients you look forward to seeing to the ones you do not?

0102030405

Not at all - Very much
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2. Who on your caseload do you find yourself dreading? Name what specifically they do that
produces the reaction, rather than what they are.

Be specific and honest...

3. What do they get less of from you — time, curiosity, patience, follow-through, benefit of the
doubt? Choose the one that is most true and say how it shows.

Be specific and honest...

1. What does recovery look like in your head — the image that arrives when you imagine a
patient doing well? Describe it concretely: where they live, what they do, who they are with, what
they have stopped.

Be specific and honest...

2. Whose life is that picture? Name the parts of it that come from your own background rather
than from any evidence.

Be specific and honest...

3. Which patient on your caseload is recovering in a way that does not match that picture — and
have you been counting it as recovery?
Be specific and honest...

1. When you catch yourself making an assumption about a patient, how reliably does anything
actually change as a result?

0102030405
Not at all - Very much
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2. Pick the one assumption from this exercise that is costing a real patient something right now.
Name the patient and name the cost.

Be specific and honest...

3. What question would test that assumption rather than confirm it? Write the question — and
note that a question you already know the answer to is not a test.

Be specific and honest...

4. Who could tell you about your blind spots if you asked — a supervisor, a peer, someone who
has seen you work? What would you have to say to make that conversation useful rather than
reassuring?

Be specific and honest...
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Part 10 - Exercise 4: Readiness Attunement
Practice

Readiness Attunement Practice
Meeting the Patient Where They Are, Not Where the Plan Says

The Right Intervention at the Wrong Time

The evidence in the reading is specific and uncomfortable: stage-matched treatment moves
people through change, and action-oriented interventions delivered to a pre-contemplative
patient do not merely fail — they increase resistance and reduce the chance of later change. A
mismatch is therefore not a neutral event you can correct next session. It costs something. This
exercise works one patient's readiness in detail, then turns to look at whose clock has been
running.

1. Choose a patient you consider stuck. Where would you place their readiness for change, and
what specific evidence — words they used, actions they took — puts them there?
Be specific and honest...

2. Readiness varies across life domains. Where is this patient more ready than you have credited
— a relationship, work, health, parenting, housing? Something is usually moving.

Be specific and honest...

1. How well does the intensity of what you are asking of this patient match where they actually
are?

0102030405
Not at all - Very much

2. What are you currently asking this patient to do? Write the actual ask, in the words you have
used with them.

Be specific and honest...
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3. If they are pre-contemplative and the ask is action, what has that mismatch produced so far?
Look at their behavior since the ask, not their agreement inside the session.

Be specific and honest...

4. What would a stage-matched intervention look like for this person this week? Specific enough
to run on the next appointment.

Be specific and honest...

The reading separates genuine resistance from fear-based avoidance. Most of what gets written
as resistance is a person holding two true things at once.

1. For this patient, write both sides honestly — what they get from using, and what it costs them.
Write the getting side first, and do not undersell it.

Be specific and honest...

2. What are they afraid would happen if they stopped? Not what you think should worry them —
what they have actually said or shown you.

Be specific and honest...

Imposing your own timeline is named in the reading as a specific clinical error. It is worth
establishing whose clock is running.

1. How much of the urgency in your work with this patient is theirs, rather than yours or the
system's?

0l02030405
Not at all - Very much
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2. Where does your urgency about this patient come from — a discharge date, a utilization
review, a fear of what happens if they do not move, your own need to see progress? Name it
plainly.

Be specific and honest...

3. What would you do differently with this patient if you had twice the time you actually have?
The distance between that answer and your current plan is what the system is costing them.

Be specific and honest...

1. When did you last ask this patient directly where they are with change, rather than inferring it
from their compliance? What did they say?
Be specific and honest...

2. Write the question you will use to check motivation at the start of your next three sessions.
One sentence, in your own voice, that does not lead them toward the answer you want.

Be specific and honest...
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Part 11 - Exercise 5: Cultural Competence Deep
Dive

Cultural Competence Deep Dive

Humility Before Competence
Two to Four Times

The reading gives a number worth sitting with: culturally responsive treatment produces two to
four times better engagement and retention among minority populations than standard
treatment. That is not a modest effect at the edges of care. It means that for a substantial share
of patients, cultural responsiveness is not an enhancement of treatment — it is whether
treatment works at all. Competence here begins with humility, which in practice means being
willing to be told you have it wrong by the only person in the room who would know.

The assessment asks whether you are aware of how your own background shapes your
perception of patients. Awareness starts by naming the background, not by declaring it neutral.

1. What did you grow up believing about drinking, drugs, mental iliness, asking for help, and what
a family owes someone in trouble? Write it as it was taught, not as you now think about it.

Be specific and honest...

2. Which of those beliefs is still operating in your clinical work? Name the one you would least like
to admit is still there.

Be specific and honest...

1. Choose a patient whose background differs from yours in a way that matters. What do you
actually know about how their community understands substance use — and how do you know it?
Be specific and honest...
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2. Who is in their circle of obligation — who do they answer to, who would be shamed by their
being in treatment, who would be relieved? Family in the chart and family in their life are rarely
the same list.

Be specific and honest...

3. What in your standard approach lands wrong with this person? Group disclosure, first names,
eye contact, direct challenge, a written homework sheet, the gender of the clinician. Something
on that list is usually a factor.

Be specific and honest...

The assessment asks whether you understand how racism, poverty and marginalization affect
your patients. That is a question about mechanism, not about attitude.

1. For this patient, name a concrete systemic barrier your treatment plan currently ignores — a
bus route, a probation condition, a landlord, a shift with no sick leave, a phone with no minutes.

Be specific and honest...

2. Where has this patient been failed by a helping system before you? What did they learn from it
about people in your role — and would you say they learned wrong?
Be specific and honest...

3. What have you written about this patient that could be read against them later, by a court, a
caseworker or an evaluator? Whose safety was that sentence serving when you wrote it?
Be specific and honest...
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1. How much do you adapt your approach to the person in front of you, rather than delivering the
same protocol and hoping it fits?

0102030405
Not at all - Very much

2. Name one specific adaptation you will make for this patient — the language you use, who is in
the room, when you meet, what you call the work, what you stop requiring.

Be specific and honest...

3. What in your approach must not be adapted, and why? Cultural responsiveness is not the
abandonment of clinical judgment, and being clear about the floor is what makes the flexibility
above it honest.

Be specific and honest...

1. Write the sentence you will use to invite a patient to correct you — the one that makes it safe
to say "that is not how it works for us." Test it against a patient who does not believe you could
handle being wrong.

Be specific and honest...

2. How will you keep learning about the communities you serve without putting the whole burden
of educating you onto your patients? Name the actual source, and when.

Be specific and honest...
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Part 12 - Exercise 6: Strengths & Resource
Inventory

Strengths & Resource Inventory
The Half of the Chart Nobody Fills In

A Record Built Entirely of Deficits

From any addiction treatment chart you can reconstruct everything a person has lost, failed at
and been diagnosed with. You will find almost nothing about what they are good at, who loves
them, what they have survived, or what has kept them alive this long. That is not an oversight —
it is what the forms ask for, and the forms train the eye. The research on strengths-based work is
not ambiguous: building on what a person has improves motivation, self-efficacy and recovery
capital. This exercise fills in the missing half of the record for one person.

A patient who has been using for fifteen years and is sitting in your office has survived fifteen
years of something. Whatever else that is, it is a capability.

1. For one patient, list what they have already come through. Do not soften it, and do not hurry
past it toward the clinical implication.

Be specific and honest...

2. What did surviving that take? Name the actual capacities — vigilance, resourcefulness, humor,
tolerance for pain, an ability to read a room in four seconds. These transfer, and nobody has ever
told them so.

Be specific and honest...

1. What is this person doing well at present, however small and however partial? A kept
appointment, a call made, one day, a relationship held together under pressure.

Be specific and honest...

© The Recovery Files Page 35



Embrace, Empower & Evolve - Deep Dive Modules Person-Centered Practice

2. Have you told them? In what words — and did it sound like praise for compliance or recognition
of them? Patients hear the difference instantly.

Be specific and honest...

3. What are they doing that you have been recording as a problem which is also, read another
way, a strength? Refusal, argument, self-protection, loyalty to people you consider bad for them.

Be specific and honest...

Recovery capital is the sum of what a person has to draw on — relationships, skills, housing,
money, meaning, health, belonging. It is the raw material of the plan, and most plans are written
without an inventory of it.

1. How thoroughly do you inventory what a patient has to work with before you write their
treatment plan?

0102030405
Not at all - Very much
2. Who in this person's life is genuinely on their side? Name them, and say whether they have
ever been part of the treatment in any form.

Be specific and honest...

3. What skills, work history, faith, community or interests could be load-bearing in their recovery
— something that gives them both a reason and a place to be?
Be specific and honest...
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4. What is the single most underused resource this person has? Say why it is underused. The
answer is usually that nobody has asked about it.

Be specific and honest...

1. Rewrite one goal from this patient's treatment plan so that it builds on a strength rather than
correcting a deficit. Write both versions, so the difference is visible on the page.

Be specific and honest...

2. What will you say to this person in your next session about what you see in them? Write the
actual sentence. If it reads back as a technique, it is not the one.

Be specific and honest...
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Part 13 - Exercise 7: Collaborative Treatment
Design

Collaborative Treatment Design

A Plan the Patient Would Recognize as Theirs

Who Wrote This Plan?

Almost every treatment plan states that it was developed collaboratively. Aimost none was. The
clinician arrives with the goals, the patient agrees because agreement is what compliance looks
like, and a signature is collected. The plan is then experienced as a set of conditions rather than a
set of intentions, which is why so many are followed exactly as long as the pressure lasts.
Collaboration does not mean the patient sets the clinical direction. It means they can find
themselves in the document, and could tell you what is in it without looking.

1. If your current patients were asked to state their treatment goals from memory, how many
could do it?

0102030405
Not at all - Very much
2. Take one patient's current treatment plan. Go goal by goal and mark who originated each: you,
the patient, the funder, the court, or the program's template.

Be specific and honest...

3. Which goals would this patient not name if asked what they are working on? Those are the
ones being performed rather than pursued.

Be specific and honest...

4. What does this patient actually want out of the next six months — in their words, including the
parts that are not clinical goals at all?
Be specific and honest...

The reading calls this honoring autonomy while providing expert guidance. It is a bridge-building
problem: their goal on one side, your clinical judgment on the other, and a route between them
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that is honest about both.

1. Take the thing they want most — custody, a job, a relationship back, to be left alone. What is
the clinical route to it that is also true? Not a lever, a real path.

Be specific and honest...

2. Where does your clinical judgment genuinely conflict with what they want, and what have you
done with that so far — named it, softened it, or worked around it?
Be specific and honest...

3. Write how you would say that disagreement out loud, to them, without retreating from it and
without ending the collaboration.

Be specific and honest...

Choice is a trauma-informed practice as much as a collaborative one — safety, choice and
collaboration are the three the research keeps returning to.

1. What decisions in this patient's care could genuinely be theirs — the order of the work, the
frequency, who is involved, what is addressed first, what is off the table for now? List only the real
ones.

Be specific and honest...

2. Which choices have you been making for them out of habit rather than necessity? Take one
and give it back this week.

Be specific and honest...
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1. When this patient declines something you recommend, what happens next — in the session,
and in the chart? Look at the language you used the last time it happened.

Be specific and honest...

2. Is there a way for a patient in your setting to disagree with you without it costing them
something? If not, their agreement carries no information, and you have been reading compliance
as alliance.

Be specific and honest...

1. Rewrite this patient's treatment plan in two or three sentences of plain language, as they
would say it to a friend. If it cannot survive that translation, it was written for the file.

Be specific and honest...

2. What will you bring to the next session to make the plan genuinely joint — a question, a draft
with blanks in it, a decision you are handing over? Name the thing.

Be specific and honest...
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Part 14 - Exercise 8: Daily Practice Check-In (7
Days)

Daily Practice Check-In
7 Days of Seeing and Not Seeing

The Week Is More Honest Than the Reflection

Drift does not happen in the sessions you remember. It happens in the ordinary ones — the
assessment run off the template, the question not asked because the hour was short, the patient
who became a presentation somewhere between the waiting room and the note. None of those
feels significant enough to record, which is exactly why they need recording. For seven days, take
five minutes. A week of small entries will show you something a single honest reflection cannot.

One patient you saw as a whole person today, and the specific moment it happened. Small counts
— a question you would not usually ask, a minute spent on something that was not the disorder.

Your response...

One moment you related to a case rather than a person. What was happening for you in the ten
minutes before it?
Your response...

One thing you learned about a patient today that you did not know yesterday. If nothing, write
"nothing" — a run of them is the finding.

Your response...

One assumption you noticed yourself making about a patient. What did you make of them, and
did you check it with them?

Your response...
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Presence rating today (1 = processing cases, 10 = with each person in front of you)
010203040506070809010

Processing cases - Fully present

One patient you saw as a whole person today, and the specific moment it happened. Small counts

— a question you would not usually ask, a minute spent on something that was not the disorder.

Your response...

One moment you related to a case rather than a person. What was happening for you in the ten
minutes before it?
Your response...

One thing you learned about a patient today that you did not know yesterday. If nothing, write
"nothing" — a run of them is the finding.

Your response...

One assumption you noticed yourself making about a patient. What did you make of them, and
did you check it with them?
Your response...

Presence rating today (1 = processing cases, 10 = with each person in front of you)
0l0203040506070809010

Processing cases - Fully present
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One patient you saw as a whole person today, and the specific moment it happened. Small counts
— a question you would not usually ask, a minute spent on something that was not the disorder.

Your response...

One moment you related to a case rather than a person. What was happening for you in the ten
minutes before it?
Your response...

One thing you learned about a patient today that you did not know yesterday. If nothing, write
"nothing" — a run of them is the finding.

Your response...

One assumption you noticed yourself making about a patient. What did you make of them, and
did you check it with them?
Your response...

Presence rating today (1 = processing cases, 10 = with each person in front of you)
0l10203040506070809010
Processing cases - Fully present

One patient you saw as a whole person today, and the specific moment it happened. Small counts
— a question you would not usually ask, a minute spent on something that was not the disorder.

Your response...
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One moment you related to a case rather than a person. What was happening for you in the ten
minutes before it?
Your response...

One thing you learned about a patient today that you did not know yesterday. If nothing, write
"nothing" — a run of them is the finding.

Your response...

One assumption you noticed yourself making about a patient. What did you make of them, and
did you check it with them?
Your response...

Presence rating today (1 = processing cases, 10 = with each person in front of you)
01l10203040506070809010

Processing cases - Fully present

One patient you saw as a whole person today, and the specific moment it happened. Small counts

— a question you would not usually ask, a minute spent on something that was not the disorder.

Your response...

One moment you related to a case rather than a person. What was happening for you in the ten
minutes before it?
Your response...
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One thing you learned about a patient today that you did not know yesterday. If nothing, write
"nothing" — a run of them is the finding.

Your response...

One assumption you noticed yourself making about a patient. What did you make of them, and
did you check it with them?

Your response...

Presence rating today (1 = processing cases, 10 = with each person in front of you)
010203040506070809010
Processing cases - Fully present

One patient you saw as a whole person today, and the specific moment it happened. Small counts
— a question you would not usually ask, a minute spent on something that was not the disorder.

Your response...

One moment you related to a case rather than a person. What was happening for you in the ten
minutes before it?
Your response...

One thing you learned about a patient today that you did not know yesterday. If nothing, write
"nothing" — a run of them is the finding.

Your response...
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One assumption you noticed yourself making about a patient. What did you make of them, and
did you check it with them?
Your response...

Presence rating today (1 = processing cases, 10 = with each person in front of you)
0102030405060 70809010

Processing cases - Fully present

One patient you saw as a whole person today, and the specific moment it happened. Small counts

— a question you would not usually ask, a minute spent on something that was not the disorder.

Your response...

One moment you related to a case rather than a person. What was happening for you in the ten
minutes before it?
Your response...

One thing you learned about a patient today that you did not know yesterday. If nothing, write
"nothing" — a run of them is the finding.

Your response...

One assumption you noticed yourself making about a patient. What did you make of them, and
did you check it with them?

Your response...

Presence rating today (1 = processing cases, 10 = with each person in front of you)
0l0203040506070809010
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Processing cases - Fully present

1. Look at the seven presence ratings together. What separates your highest day from your
lowest? The cause is usually nameable — a caseload, a night of sleep, a meeting, one particular
patient.

Review your week...

2. Count the "nothing" entries in the learning column. What does that count say about how much
discovery your sessions currently contain?

Review your week...

3. How many assumptions did you record across the week, and how many did you check out with
the patient? That ratio is the practical measure of this week.

Review your week...

4. Read your missed-moments column as a set. Is there a pattern in when it happens — time of
day, day of week, type of patient, straight after a particular meeting?

Review your week...

5. Name the one change to how you practice that this week has earned. Small enough to start on
Monday, specific enough that you would know afterward whether you had done it.

Review your week...
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Part 15 - Exercise 9: Clinical Drift Identification

Clinical Drift Identification

The Currents, Traced On Your Own Practice
Nobody Decides to Stop Seeing People

The reading is clear that drift is not a choice and not a failure of character. No clinician wakes up
one morning and decides that patients are cases. They are carried there by conditions —
throughput metrics, documentation load, depletion, training gaps, the fix-it reflex, and the slow
accumulation of moral distress. Each current below is worked separately, because the general
question — have | drifted? — reliably produces a general answer that changes nothing.

1. Name the specific metric your work is measured by. What behavior does it reward, and what
does it make invisible?
Be specific and honest...

2. Where do you find yourself doing what the system needs rather than what the patient needs?
Give the most recent example, with the date if you have it.

Be specific and honest...

The reading is precise about this: what erodes first under depletion is not technical skill but the
capacity for deep engagement. The depleted clinician still shows up, still documents, still delivers.
It is the presence that goes.

1. Right now, how much capacity do you have for the kind of engagement person-centered
practice requires?

0102030405
Not at all - Very much

2. What are your own early signals that engagement quality is dropping — sessions that feel
procedural, relief when someone cancels, notes written off the template, curiosity that does not
arrive? Name yours.

Be specific and honest...
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3. Which patients have been receiving the depleted version of you? Be specific. It is usually the
ones who ask for the least.

Be specific and honest...

The reading names this one carefully: the desire to help undermines person-centered practice at
the point where it becomes a need to fix rather than a commitment to accompany.

1. In your last three sessions, who talked more? Estimate honestly, then say what you were doing
with the airtime.

Be specific and honest...

2. Which patient do you feel responsible for in a way that has started to be about you? What
would change in your work with them if their outcome said nothing about you at all?
Be specific and honest...

Moral distress is knowing the right clinical action and being unable to take it. The reading treats
the withdrawal that follows as a survival adaptation rather than a weakness — which is the only
frame from which it can be worked with.

1. Describe a recent situation where you knew what a patient needed and could not provide it.
What did you do with that afterward — talk about it, document it, carry it home?
Be specific and honest...

2. What have you stopped investing in as a result of experiences like that one accumulating?
Most clinicians can name it once they look directly at it.

Be specific and honest...
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The reading's definition of mastery is not the absence of drift. It is the noticing and the return.

1. How quickly do you currently notice that you have drifted, and what tends to be the thing that
shows you — a patient's face, a note you reread, a comment from a colleague?
Be specific and honest...

2. Build yourself an early warning: name the one signal you will watch for, and the one thing you
will do when you see it. Small enough to still be possible on a bad week.

Be specific and honest...

3. Who is allowed to tell you that you have drifted? Name the person, and say whether you have
actually given them that permission out loud.

Be specific and honest...
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Part 16 - Exercise 10: Clinician Self-Care &
Sustainability

Clinician Self-Care & Sustainability
The Practices That Keep You Able to Do This Work

Sustainability Is a Clinical Intervention

The reading places depletion among the strongest drivers of drift, and is specific about what goes
first: not your technical skill but your capacity for engagement. That makes your own
sustainability a patient-care matter rather than a personal one — the patient in front of you
receives whatever capacity you have left. Everything below is a practice, not an aspiration. Select
what would survive your worst week rather than what sounds right, write your own where the list
does not fit your setting, then commit to the few you will actually hold.

Person-centered practice is emotionally expensive, and the cost is not optional. These protect the
capacity rather than the calendar. Which would survive your worst week, not your best one?

Write your own — the version that fits your actual setting, your actual week:
The practice, and when in the week it actually happens...

Depletion is not repaid by a weekend. These are the small recurring practices that keep the
deficit from compounding.

Write your own — the version that fits your actual setting, your actual week:
The practice, and when in the week it actually happens...

The reading names supervision focused on the therapeutic relationship — not case management
— as one of the main accelerators of person-centered development. Which of these could you
actually get?

Write your own — the version that fits your actual setting, your actual week:
The practice, and when in the week it actually happens...

Isolation is where drift goes unnoticed. These put another set of eyes on your work and another
person in the room with the weight of it.
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Write your own — the version that fits your actual setting, your actual week:
The practice, and when in the week it actually happens...

Moral distress accumulates. Meaning is one of the few things that offsets it, and it needs
deliberate contact rather than good intentions.

Write your own — the version that fits your actual setting, your actual week:
The practice, and when in the week it actually happens...

The reading describes person-centered practice as neurobiological preparation for change in the
patient. It works the same way in you, and a dysregulated clinician cannot offer a regulated room.

Write your own — the version that fits your actual setting, your actual week:
The practice, and when in the week it actually happens...

1. Which practice from this toolkit will you start first, and when in this week does it actually
happen? Put it at a time, not in a category.

Make this concrete...

2. What will you stop doing to make room for it? A commitment with nothing given up is a wish.

Make this concrete...
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3. Who will notice if you stop — the colleague, supervisor or person at home allowed to say "you
are doing it again"? Name them, and say whether they know they have that job.

Make this concrete...

4. Write your sustainability commitment as one paragraph, in your own words, and finish it with
what it is for: the patient in front of you gets the version of you this makes possible. Be specific
about what that version does differently.

Make this concrete...

© The Recovery Files Page 53



