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Part 1 · Overview
Separating Business & Politics from Clinical Care
Protecting the Integrity of Treatment Delivery

A Clinical Staff Intensive — The Recovery Files

Business

Census, revenue, operations

Clinical

Assessment, judgment, client needs

The Firewall: Necessary separation that protects both

Reading Sections
Building a Firewall: Structural & Personal Strategies for Clinical Integrity

Self-Assessment

Worksheets & Exercises



Embrace, Empower & Evolve  ·  Deep Dive Modules Separating Business & Politics from Clinical Care

© The Recovery Files Page 3

Part 2 · The Uncomfortable Reality: Treatment Is a
Business
The Uncomfortable Reality: Treatment Is a Business
Let's start with the truth that makes many clinicians uncomfortable: substance use disorder
treatment is a business. It operates within a market. It has overhead costs, payroll obligations,
insurance contracts, and revenue targets. Facilities need to keep beds occupied, billing
departments need to submit claims, and administrators need to keep the lights on. None of this is
inherently wrong. In fact, acknowledging this reality is the first step toward ensuring it doesn't
corrupt the clinical mission.

The problem is not that treatment is a business. The problem is when the business model begins
to drive clinical decision-making — when the tail wags the dog. When a client who is clinically
ready for step-down stays at a higher level of care because the census is low. When a client who
doesn't meet medical necessity criteria is admitted because the bed needs a body in it. When
discharge planning is delayed not because the client needs more time, but because the
organization needs the revenue. When documentation is written to maximize reimbursement
rather than to accurately capture the client's clinical picture.

When any of these things happen, the treatment system has crossed a line that separates ethical
practice from institutional exploitation. This crossing doesn't usually happen dramatically. It
happens incrementally, subtly, through a thousand small compromises that each seem
reasonable in isolation. The admissions director says, "Can't you find something to keep them
another week?" The CFO presents census data at clinical meetings with an unspoken message.
The marketing team promises families outcomes that the clinical team knows are unrealistic. The
clinical director starts using phrases like "we need to be team players" when clinicians push back
on keeping clients longer than necessary.

Each of these moments represents a boundary violation between business operations and clinical
integrity — and each one normalizes the next. What makes this particularly insidious in substance
use disorder treatment is the vulnerability of the population being served. People in active
addiction and early recovery are in crisis. Their families are desperate. They are not in a position
to be sophisticated consumers who evaluate the clinical appropriateness of recommendations.
They trust the professionals.

When that trust is leveraged — even unintentionally — to serve financial interests rather than
clinical needs, it is a profound violation of the therapeutic relationship and, in many cases, of
professional ethical codes. The goal of this intensive is not to demonize the business of
treatment. The goal is to develop the awareness, skills, and ethical grounding necessary to hold
two truths simultaneously: treatment must be financially sustainable, AND financial sustainability
must never compromise the quality, integrity, or client-centeredness of clinical care.

These are not mutually exclusive goals. In fact, organizations that maintain rigorous clinical
standards tend to develop stronger reputations, higher referral rates, and greater long-term
financial health than those that sacrifice quality for short-term census numbers. But holding this
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tension requires intentionality, courage, and a clinical workforce that has been trained to
recognize and resist business pressure on clinical judgment.

Reflection Questions
1. How does it feel to explicitly acknowledge that the treatment setting you work in is a business?
Is there discomfort? Where does that discomfort come from?

2. Can you identify a specific moment when you witnessed or participated in a clinical decision
that was influenced by business pressure? What happened, and how did it affect the client?

3. In your organization, how is census data communicated to clinical staff? Is it presented as
information, or does it carry implicit pressure? What is the unspoken message?

4. Do you believe it is possible to maintain clinical integrity while also being a financially
sustainable treatment organization? What would that balance look like in practice?

5. On a scale of 1 to 10, how much does business pressure currently influence clinical
decision-making in your workplace? What would need to change to move that number closer to
1?
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Part 3 · When Outreach Overrides Clinical
Judgment
When Outreach Overrides Clinical Judgment
One of the most common and most damaging boundary violations in treatment settings occurs at
the intersection of outreach, admissions, and clinical care. Outreach departments exist to connect
people who need treatment with the services available. This is a legitimate and vital function —
people in active addiction rarely seek help spontaneously, and proactive outreach can be the
difference between life and death.

The problem arises when outreach staff begin to influence, pressure, or override clinical decisions
about who gets admitted, at what level of care, and for how long. The structural incentive for this
boundary violation is baked into most treatment business models. Outreach and admissions staff
are often evaluated — formally or informally — based on the number of admissions they
generate. Their compensation, job security, and professional standing within the organization
may be directly tied to how many people they bring through the door.

This creates an incentive structure that can put outreach staff in direct conflict with clinical staff.
The outreach coordinator who has spent days cultivating a potential admission does not want to
hear that the person doesn't meet criteria for the level of care available. The admissions team
that has promised a family their loved one will receive specific services does not want the clinical
team to say those services aren't indicated.

The result is a pattern that plays out in treatment centers across the country: outreach secures a
potential client, makes promises about what treatment will look like, and then pressures the
clinical team to fulfill those promises — regardless of whether they align with the client's actual
clinical needs. The clinical team, aware of the financial stakes and the organizational culture that
prioritizes admissions, begins to bend.

Maybe they admit someone who would be better served at a lower level of care. Maybe they
agree to a treatment plan that was essentially written by the admissions team rather than by the
clinician conducting the assessment. Maybe they avoid recommending discharge because they
know it will create tension with the outreach department.

This dynamic is corrosive on multiple levels. First, it compromises client care by allowing
non-clinical personnel to make clinical decisions. An outreach coordinator, no matter how
experienced or well-intentioned, is not qualified to determine level of care, treatment modality, or
length of stay. These are clinical decisions that require clinical assessment, clinical judgment, and
clinical accountability.

Second, it erodes the professional identity and morale of clinical staff, who feel reduced from
professionals exercising expert judgment to assembly-line workers fulfilling orders placed by the
sales team. Third, it creates legal and ethical liability for the organization, because when clinical
decisions are driven by non-clinical interests, the organization becomes vulnerable to fraud
allegations, licensing violations, and malpractice claims.
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The solution is not to eliminate outreach or to create hostility between departments. The solution
is to establish clear, enforced boundaries between the outreach function and the clinical function.
Outreach connects potential clients with the organization. Clinical staff assess, diagnose, and
recommend treatment. These are separate functions performed by separate professionals with
separate accountability structures.

When outreach has done its job, it hands the client to clinical — and then steps back. It does not
sit in on clinical assessments. It does not influence level-of-care determinations. It does not
pressure the treatment team about length of stay. It does not make promises about clinical
services it has no authority to guarantee. This boundary must be structural (built into
organizational policy), cultural (reinforced by leadership messaging), and individual (maintained
by every clinician who refuses to let non-clinical interests drive their clinical judgment).

Reflection Questions
1. In your organization, how much influence does the outreach or admissions department have
over clinical decisions? Where specifically do you see boundary violations occurring?

2. Have you ever been pressured — directly or indirectly — by outreach, admissions, or marketing
staff to adjust a clinical recommendation? How did you respond, and how did it feel?

3. What promises has your organization's outreach or marketing made to potential clients or
families that the clinical team cannot realistically deliver? What is the impact on clients when
expectations don't match reality?

4. Does your organization have clear policies separating outreach functions from clinical
decision-making? If so, are they enforced? If not, what would those policies need to look like?
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5. If you could redesign the relationship between outreach and clinical in your organization, what
specific structural changes would you make?
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Part 4 · Separating Personal Views from
Professional Practice
Separating Personal Views from Professional Practice
Every clinician brings a personal worldview into the treatment room. Beliefs about the nature of
addiction, the role of spirituality in recovery, the value of medication-assisted treatment, the
meaning of abstinence, the importance of family involvement, the role of personal responsibility,
the significance of trauma — all of these are filtered through the clinician's own experiences,
training, values, culture, and recovery history (if applicable).

This is not a flaw; it is a feature of being human. The problem arises when personal views begin to
operate as clinical directives — when what the clinician believes becomes what the client
receives, regardless of whether those beliefs are evidence-based, client-centered, or clinically
appropriate for the specific individual in front of them.

The most common area where personal views infiltrate clinical practice is the medication-assisted
treatment debate. Clinicians who hold personal beliefs that "real recovery" requires complete
abstinence from all substances — including FDA-approved medications for opioid use disorder —
may actively or passively discourage clients from pursuing MAT, delay referrals, provide biased
information about medication options, or create a treatment environment where clients on
medication feel stigmatized, lesser, or unwelcome.

This is not clinical judgment; it is personal ideology being imposed on vulnerable people. The
evidence base for medications like buprenorphine and naltrexone is robust. A clinician who allows
personal beliefs to override evidence-based practice is practicing below the standard of care,
regardless of how sincerely those beliefs are held.

The same dynamic plays out across many other dimensions of treatment. Clinicians with strong
Twelve-Step backgrounds may impose a Twelve-Step framework on clients for whom it is not
appropriate or desired, treating resistance as pathology rather than preference. Clinicians with
personal experiences of family betrayal may undervalue family involvement in treatment.
Clinicians who achieved their own recovery through a particular pathway may unconsciously — or
consciously — steer all clients toward that same pathway, confusing personal experience with
universal truth.

Clinicians with strong religious convictions may embed those convictions into treatment in ways
that exclude, alienate, or harm clients who do not share them. Political views represent another
increasingly dangerous area of infiltration. A clinician's beliefs about criminal justice, immigration,
gender identity, race, socioeconomic status, or social policy can profoundly influence how they
perceive, diagnose, and treat clients from different backgrounds.

A clinician who holds negative views about a particular population may provide that population
with subtly inferior care — not because they intend to, but because unconscious bias shapes
clinical attention, empathy, and treatment planning in ways that are difficult to detect and easy
to rationalize.
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Separating personal views from professional practice does not mean becoming a clinical robot
devoid of values. It means developing the self-awareness to recognize when your personal views
are operating, the discipline to set them aside when they conflict with client-centered care, and
the humility to acknowledge that your experience is not universal truth.

It means being able to say: "I personally believe X, but the evidence supports Y, and my client's
needs point to Z — so Z is what I will recommend." This is the hallmark of professional maturity. It
is the difference between a clinician who uses their role to validate their worldview and a clinician
who uses their training to serve the person in front of them.

The question is not whether you have personal views — of course you do. The question is whether
you have done the rigorous self-examination necessary to know where your clinical judgment
ends and your personal beliefs begin, and whether you have the professional discipline to
maintain that boundary every day, with every client, even when it is difficult.

Reflection Questions
1. What are your strongest personal beliefs about addiction and recovery? How might these
beliefs influence your clinical recommendations in ways you haven't fully examined?

2. Have you ever imposed your personal recovery philosophy on a client rather than tailoring
treatment to their individual needs and preferences? What happened?

3. How do your views on medication-assisted treatment specifically influence your clinical
practice? Are those views evidence-based or personally derived?

4. Can you identify a population, presentation, or lifestyle that triggers a personal reaction in you
that could affect the quality of care you provide? What is that trigger, and how do you manage it?
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5. Write a statement that distinguishes your personal recovery beliefs from your professional
clinical obligations. Where is the line, and how do you hold it?
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Part 5 · Building a Firewall: Structural & Personal
Strategies for Clinical Integrity
Building a Firewall: Structural & Personal Strategies for Clinical
Integrity
Understanding the problem is necessary but insufficient. The real work is building systems — both
organizational and personal — that protect clinical integrity from the constant pressure of
business interests, departmental politics, and personal bias. Think of this as building a firewall: a
structure that allows necessary information to flow between clinical and business operations
while blocking the transmission of inappropriate influence in either direction.

At the organizational level, the most critical structural protection is the separation of clinical
authority from financial authority. Clinical decisions — admission criteria, level-of-care placement,
treatment planning, length of stay, and discharge timing — must be made by credentialed clinical
professionals using standardized clinical assessment tools, with oversight by clinical supervisors
who are evaluated on clinical quality rather than census numbers.

This means that the person who decides whether a client stays or goes must not be the same
person whose performance is measured by how many beds are filled. When these roles are
conflated — when the clinical director is also responsible for meeting revenue targets — the
structural conflict of interest is built into the role itself, and no amount of personal integrity can
fully compensate.

Organizations need explicit policies that establish who has authority over clinical decisions and
who does not. These policies must be written, communicated to all staff, and enforced. "Enforced"
is the critical word here — many organizations have policies on paper that are routinely violated
in practice because leadership does not hold staff accountable for compliance.

The policy means nothing if the admissions director can still walk into a treatment team meeting
and influence discharge timing, or if the CEO can still call the clinical director and ask why a
particular high-revenue client was stepped down.

Clinical supervision must specifically address the ethical tensions created by the business of
treatment. Supervision that focuses exclusively on clinical skills — diagnostic formulation,
treatment planning, therapeutic technique — while ignoring the organizational pressures that
shape clinical practice is incomplete supervision.

Clinicians need a space where they can explore questions like: "I'm being pressured to keep this
client, and I don't think it's clinically appropriate — what do I do?" "I noticed I recommended a
higher level of care partly because our census is low — how do I correct for that?" "Marketing
promised this family something we can't deliver — how do I navigate that with the client?"

These are not hypothetical dilemmas; they are daily realities, and they require supervisory
guidance. At the personal level, clinical integrity requires three ongoing practices:
First, radical self-honesty about your clinical decision-making. Before finalizing any clinical
recommendation, ask yourself: "Would I make this exact same recommendation if there were no
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financial implications for the organization? Would I make this exact same recommendation if I set
aside my personal beliefs? Am I recommending what is best for this client, or what is easiest,
most profitable, or most aligned with my own worldview?" If you cannot answer "yes" to the first
question with complete honesty, you have identified a compromise that needs to be corrected.

Second, documentation discipline. Your clinical documentation should be a transparent, accurate
record of your clinical assessment and reasoning. It should be written for the client, the licensing
board, and the courtroom — not for the billing department. If an auditor or licensing investigator
reviewed your charts, would they find documentation that reflects genuine clinical judgment? Or
would they find documentation that has been shaped, stretched, or softened to serve financial or
organizational interests?
Third, consultation and community. Clinical integrity is nearly impossible to maintain in isolation,
especially in organizations where business pressure is intense. You need colleagues, supervisors,
mentors, and professional communities who reinforce the primacy of clinical judgment. You need
people who will ask you hard questions, challenge your rationalizations, and support you when
maintaining your clinical boundaries creates organizational tension.

Isolation makes compromise invisible. Community makes it accountable. The firewall is not built
once. It requires constant maintenance, because the pressure to compromise is constant. Every
day, in every clinical decision, you are either reinforcing the wall or allowing another brick to be
removed. The stakes are not abstract — they are the real human beings whose treatment you are
responsible for, and who trust that your clinical judgment is not for sale.

Reflection Questions
1. Does your organization have a genuine structural separation between clinical authority and
financial authority? If not, where specifically are those functions inappropriately merged?

2. Think about your clinical documentation. If an outside auditor reviewed your charts, would they
find evidence of clinical decisions driven by business pressure? Be honest.

3. Does your clinical supervision address the ethical tensions of working within a business model?
If not, what questions would you bring to supervision if you felt safe doing so?
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4. What would it cost you personally and professionally to maintain your clinical integrity in the
face of organizational pressure? Are you willing to pay that cost?

5. Design your personal "clinical integrity checklist" — a set of questions you will ask yourself
before making every significant clinical decision to ensure it is driven by the client's needs and
not by other factors.
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Part 6 · Clinical Integrity Self-Assessment
Clinical Integrity Self-Assessment
Rate each statement: 1 (Not at all like me/my organization) to 5 (Very much like me/my
organization)

I have felt direct or indirect pressure to keep beds full even when clinical judgment suggests
otherwise

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

Census numbers and financial metrics are discussed more frequently than clinical outcomes in
my workplace

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have witnessed or been part of decisions where a client was admitted or retained primarily for
revenue reasons

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

Outreach or admissions staff influence clinical decisions about level of care, length of stay, or
discharge timing

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I feel that saying "this client doesn't meet criteria" is treated as a problem rather than a clinical
judgment

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

Financial incentives or bonus structures in my organization are tied to census rather than client
outcomes

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have observed marketing promises being made to families that clinical services cannot
realistically deliver

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I feel pressure to document or diagnose in ways that maximize insurance reimbursement rather
than reflect clinical accuracy

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have adjusted a treatment recommendation because I knew the organization needed the
revenue

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
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Not at all · Very much

I have kept a client at a higher level of care longer than clinically necessary because of bed
counts

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have felt unable to advocate for step-down or discharge when it was clinically appropriate
○ 1 ○ 2 ○ 3 ○ 4 ○ 5

Not at all · Very much

I have softened or changed clinical documentation to align with organizational preferences rather
than clinical reality

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have recommended services or programming that benefit the organization more than the client
○ 1 ○ 2 ○ 3 ○ 4 ○ 5

Not at all · Very much

I have stayed silent in treatment team meetings when I disagreed with a decision driven by
business interests

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have felt guilt about a clinical decision I made that was influenced by financial pressure
○ 1 ○ 2 ○ 3 ○ 4 ○ 5

Not at all · Very much

I sometimes question whether the treatment plans I write truly serve the client or primarily serve
the system

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

My personal beliefs about recovery (e.g., abstinence-only, medication-assisted treatment,
spirituality) have influenced clinical recommendations beyond what evidence supports

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have treated clients differently based on my personal reaction to their substance of choice,
criminal history, or lifestyle

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have imposed my own values about what recovery "should look like" rather than collaborating
with the client on their goals

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I sometimes judge clients for decisions that conflict with my personal moral or ethical framework
○ 1 ○ 2 ○ 3 ○ 4 ○ 5
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Not at all · Very much

My political views have influenced how I deliver services or interact with certain client populations
○ 1 ○ 2 ○ 3 ○ 4 ○ 5

Not at all · Very much

I have difficulty separating my emotional reactions to a client's behavior from my clinical
assessment of their needs

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have unconsciously favored clients I personally like or relate to and given less attention to those
I find difficult

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

My personal recovery experience (or lack thereof) creates blind spots in how I treat certain
presentations

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

My organization has clear, enforced policies separating clinical decision-making from business
operations

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

Clinical staff have the authority and support to make discharge and level-of-care decisions based
solely on clinical criteria

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

There is a culture of speaking up when business interests appear to conflict with client welfare
○ 1 ○ 2 ○ 3 ○ 4 ○ 5

Not at all · Very much

Leadership models the prioritization of clinical quality over financial performance in their
decisions and communications

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

Clinical supervision in my organization addresses ethical dilemmas related to business pressure,
not just clinical skills

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

Admissions and outreach staff understand and respect the boundary between their role and
clinical decision-making

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much
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My organization tracks and values clinical outcome data with the same intensity it tracks financial
data

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I feel safe reporting concerns about business interests overriding clinical judgment without fear of
retaliation

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I have a clear personal ethical framework that guides my clinical decisions regardless of
organizational pressure

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I can articulate the difference between "good business" and "business that compromises clinical
care"

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I regularly reflect on whether my clinical decisions are driven by client needs or by other factors
○ 1 ○ 2 ○ 3 ○ 4 ○ 5

Not at all · Very much

I would speak up — and have spoken up — when I believed a client's care was being
compromised by business interests

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I seek consultation or supervision when I feel caught between clinical judgment and
organizational expectations

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I maintain my professional identity as a clinician even when organizational culture pushes me
toward becoming primarily a "producer"

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I stay current with ethical codes, best practices, and evidence-based standards to anchor my
clinical decision-making

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much

I believe that maintaining clinical integrity ultimately serves the organization's long-term success,
even when it costs revenue short-term

○ 1 ○ 2 ○ 3 ○ 4 ○ 5
Not at all · Very much
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1. Which domain scored highest in vulnerability (Domains 1-3)? What does this tell you about
where the greatest threats to your clinical integrity currently exist?
Your reflection...

2. How do your Organizational Culture and Professional Identity scores compare to your Business
Pressure and Clinical Compromise scores? What does the gap reveal about the level of protection
available to you?
Your reflection...

3. Which specific items did you rate as 5? These represent the most urgent areas where clinical
integrity is being compromised or is at risk.

Your reflection...

4. Were any of your responses surprising? Did you discover a pattern of compromise you had not
consciously recognized or acknowledged?
Your reflection...

5. Based on this assessment, what is the single most important change — organizational or
personal — that needs to happen to better protect clinical integrity in your practice?
Your reflection...

Scoring guide
Reset all progress? This cannot be undone.

Your Clinical Integrity Profile
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For Domains 1-3, higher scores indicate greater vulnerability to business pressure, clinical
compromise, or personal bias infiltrating practice. For Domains 4-5, higher scores indicate
organizational and personal strengths that protect clinical integrity. The gap between your
vulnerability scores and your protection scores reveals how much structural and personal work
remains to build an effective firewall.
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Part 7 · Exercise 1: The Red Line Inventory
The Red Line Inventory
Defining What You Will and Will Not Compromise

Why Red Lines Matter

If you don't define your non-negotiables before you're under pressure, you will negotiate them in
the moment. Pressure has a way of making the previously unthinkable seem reasonable. This
exercise establishes your ethical boundaries in advance — in a clear-headed state — so that
when the pressure comes, you already know where the line is.

What will you never do regarding admitting or retaining a client for financial rather than clinical
reasons?
e.g., "I will never admit a client who does not meet clinical criteria for this level of care, regardless
of census pressure."

My Red Line — I will NEVER:
State your non-negotiable clearly and specifically...

Have I ever crossed this line? If so, what happened?
Be honest — this is between you and your professional conscience...

What will I do when pressured to cross this line?
Name specific actions, not just intentions...

What will you never do regarding keeping a client longer than clinically necessary?
e.g., "I will never delay a clinically appropriate discharge to maintain revenue."
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My Red Line — I will NEVER:
State your non-negotiable clearly and specifically...

Have I ever crossed this line? If so, what happened?
Be honest — this is between you and your professional conscience...

What will I do when pressured to cross this line?
Name specific actions, not just intentions...

What will you never do regarding how you document clinical information?
e.g., "I will never falsify, exaggerate, or manipulate documentation to maximize reimbursement."

My Red Line — I will NEVER:
State your non-negotiable clearly and specifically...

Have I ever crossed this line? If so, what happened?
Be honest — this is between you and your professional conscience...

What will I do when pressured to cross this line?
Name specific actions, not just intentions...

What will you never do regarding the services or modalities you recommend?
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e.g., "I will never recommend services based on what generates revenue rather than what serves
the client."

My Red Line — I will NEVER:
State your non-negotiable clearly and specifically...

Have I ever crossed this line? If so, what happened?
Be honest — this is between you and your professional conscience...

What will I do when pressured to cross this line?
Name specific actions, not just intentions...

What will you never accept from outreach or marketing regarding their influence on your clinical
work?
e.g., "I will never allow admissions staff to dictate or influence my clinical assessment or
treatment plan."

My Red Line — I will NEVER:
State your non-negotiable clearly and specifically...

Have I ever crossed this line? If so, what happened?
Be honest — this is between you and your professional conscience...
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What will I do when pressured to cross this line?
Name specific actions, not just intentions...

What will you never impose on a client from your own personal worldview?
e.g., "I will never withhold evidence-based treatment options because they conflict with my
personal beliefs about recovery."

My Red Line — I will NEVER:
State your non-negotiable clearly and specifically...

Have I ever crossed this line? If so, what happened?
Be honest — this is between you and your professional conscience...

What will I do when pressured to cross this line?
Name specific actions, not just intentions...
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Part 8 · Exercise 2: Clinical Decision Audit
Clinical Decision Audit
Examining Your Last 5 Major Clinical Decisions

The Audit Process

This exercise asks you to retrospectively examine your recent clinical decisions with radical
honesty. For each decision, you'll identify what you recommended, why you recommended it, and
whether any non-clinical factors influenced the recommendation. This is not about guilt — it's
about awareness. You cannot correct what you cannot see.

The Client Situation (no identifying information):
Briefly describe the client presentation and what decision needed to be made...

The Decision You Made:
What did you recommend — level of care, length of stay, discharge, treatment modality, etc.?

The Clinical Basis for This Decision:
What clinical evidence, assessment data, or best-practice guidelines supported this decision?

Were There Non-Clinical Factors? (Be brutally honest)

Census pressure? Organizational expectations? Personal bias? Outreach influence? Revenue concerns? Fear of
conflict?
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The "Pure Clinical" Test: If there were ZERO financial implications and no organizational pressure,
would you have made the exact same decision?
Yes / No / I'm not sure — and explain why...

If the answer above is anything other than a clear "yes," what would the purely clinical decision
have been?
Describe what you would have recommended if only clinical factors mattered...

The Client Situation (no identifying information):
Briefly describe the client presentation and what decision needed to be made...

The Decision You Made:
What did you recommend — level of care, length of stay, discharge, treatment modality, etc.?

The Clinical Basis for This Decision:
What clinical evidence, assessment data, or best-practice guidelines supported this decision?

Were There Non-Clinical Factors? (Be brutally honest)

Census pressure? Organizational expectations? Personal bias? Outreach influence? Revenue concerns? Fear of
conflict?
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The "Pure Clinical" Test: If there were ZERO financial implications and no organizational pressure,
would you have made the exact same decision?
Yes / No / I'm not sure — and explain why...

If the answer above is anything other than a clear "yes," what would the purely clinical decision
have been?
Describe what you would have recommended if only clinical factors mattered...

The Client Situation (no identifying information):
Briefly describe the client presentation and what decision needed to be made...

The Decision You Made:
What did you recommend — level of care, length of stay, discharge, treatment modality, etc.?

The Clinical Basis for This Decision:
What clinical evidence, assessment data, or best-practice guidelines supported this decision?

Were There Non-Clinical Factors? (Be brutally honest)

Census pressure? Organizational expectations? Personal bias? Outreach influence? Revenue concerns? Fear of
conflict?
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The "Pure Clinical" Test: If there were ZERO financial implications and no organizational pressure,
would you have made the exact same decision?
Yes / No / I'm not sure — and explain why...

If the answer above is anything other than a clear "yes," what would the purely clinical decision
have been?
Describe what you would have recommended if only clinical factors mattered...

The Client Situation (no identifying information):
Briefly describe the client presentation and what decision needed to be made...

The Decision You Made:
What did you recommend — level of care, length of stay, discharge, treatment modality, etc.?

The Clinical Basis for This Decision:
What clinical evidence, assessment data, or best-practice guidelines supported this decision?

Were There Non-Clinical Factors? (Be brutally honest)

Census pressure? Organizational expectations? Personal bias? Outreach influence? Revenue concerns? Fear of
conflict?
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The "Pure Clinical" Test: If there were ZERO financial implications and no organizational pressure,
would you have made the exact same decision?
Yes / No / I'm not sure — and explain why...

If the answer above is anything other than a clear "yes," what would the purely clinical decision
have been?
Describe what you would have recommended if only clinical factors mattered...

The Client Situation (no identifying information):
Briefly describe the client presentation and what decision needed to be made...

The Decision You Made:
What did you recommend — level of care, length of stay, discharge, treatment modality, etc.?

The Clinical Basis for This Decision:
What clinical evidence, assessment data, or best-practice guidelines supported this decision?

Were There Non-Clinical Factors? (Be brutally honest)

Census pressure? Organizational expectations? Personal bias? Outreach influence? Revenue concerns? Fear of
conflict?
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The "Pure Clinical" Test: If there were ZERO financial implications and no organizational pressure,
would you have made the exact same decision?
Yes / No / I'm not sure — and explain why...

If the answer above is anything other than a clear "yes," what would the purely clinical decision
have been?
Describe what you would have recommended if only clinical factors mattered...

1. Looking across all five decisions, how many would you have made differently in a "pure
clinical" environment? What does this number tell you?
Synthesize your findings...

2. What non-clinical factor appeared most frequently across your decisions? Is this a personal
pattern or an organizational one?
Synthesize your findings...

3. Were there decisions where you rationalized a non-clinical influence as clinically justified? What
did that rationalization sound like?
Synthesize your findings...
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4. What would need to change in your organization — or in yourself — for every clinical decision
to pass the "pure clinical" test?
Synthesize your findings...
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Part 9 · Exercise 3: Department Boundary Map
Department Boundary Map
Where Each Department's Authority Ends and Clinical Authority Begins

The Map

Every department in a treatment organization has a legitimate function. The problem is not that
these departments exist — it's that their boundaries with clinical decision-making are often
undefined, unenforced, or deliberately blurred. This exercise maps the appropriate and
inappropriate zones of influence for each department.

APPROPRIATE ROLE
Connecting potential clients with the organization; providing information about services;
facilitating initial contact

BOUNDARY VIOLATIONS
Determining level of care; influencing clinical assessment; dictating length of stay; sitting in on
clinical meetings; pressuring clinical staff about admissions or discharges

In YOUR organization, where specifically has this department crossed the clinical boundary?
Describe specific examples you've witnessed or experienced...

What specific policy or structural change would prevent this boundary violation?
Name a concrete, actionable change...

APPROPRIATE ROLE
Conducting intake paperwork; verifying insurance; coordinating logistics of admission;
communicating client needs to clinical team

BOUNDARY VIOLATIONS
Making clinical determinations about appropriateness; overriding clinical denial of admission;
promising specific services or outcomes; pressuring clinical team to admit clients who don't meet
criteria
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In YOUR organization, where specifically has this department crossed the clinical boundary?
Describe specific examples you've witnessed or experienced...

What specific policy or structural change would prevent this boundary violation?
Name a concrete, actionable change...

APPROPRIATE ROLE
Promoting the organization's services accurately; creating educational content; managing public
relations

BOUNDARY VIOLATIONS
Making clinical promises; guaranteeing outcomes; misrepresenting services; creating
expectations that clinical team cannot fulfill; using client stories without proper consent and
clinical guidance

In YOUR organization, where specifically has this department crossed the clinical boundary?
Describe specific examples you've witnessed or experienced...

What specific policy or structural change would prevent this boundary violation?
Name a concrete, actionable change...

APPROPRIATE ROLE
Processing claims accurately; communicating insurance requirements; managing accounts

BOUNDARY VIOLATIONS
Influencing diagnosis or documentation for reimbursement purposes; pressuring clinicians to
code differently; making clinical decisions based on payer source; dictating treatment based on
what insurance will cover rather than what the client needs
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In YOUR organization, where specifically has this department crossed the clinical boundary?
Describe specific examples you've witnessed or experienced...

What specific policy or structural change would prevent this boundary violation?
Name a concrete, actionable change...

APPROPRIATE ROLE
Setting organizational mission and values; ensuring financial sustainability; creating culture of
clinical excellence; providing resources for quality care

BOUNDARY VIOLATIONS
Overriding clinical decisions for financial reasons; creating incentive structures that prioritize
census over outcomes; using census data to implicitly pressure clinical staff; failing to protect
clinical authority from business interference

In YOUR organization, where specifically has this department crossed the clinical boundary?
Describe specific examples you've witnessed or experienced...

What specific policy or structural change would prevent this boundary violation?
Name a concrete, actionable change...
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Part 10 · Exercise 4: Personal Beliefs Inventory
Personal Beliefs Inventory
Separating What You Believe from What the Evidence Supports

The Purpose

This is not about having the 'right' personal beliefs. It's about developing the awareness to know
when your personal beliefs are operating in your clinical work — and the discipline to set them
aside when they conflict with evidence-based, client-centered care. Unexamined beliefs become
invisible clinical policies.

What are your personal beliefs about MAT? Where did those beliefs come from? Are they
evidence-based or personally derived? How do they affect your clinical practice?
My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...

What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...

What do you personally believe about abstinence-based recovery versus harm reduction
approaches? Have these beliefs ever limited the options you presented to a client?
My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...
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What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...

What are your personal beliefs about spirituality, God, or a Higher Power in recovery? How do
these beliefs influence what you recommend, emphasize, or de-emphasize in treatment?
My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...

What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...

What personal reactions do you have to clients with criminal histories? How might these reactions
influence the quality or intensity of care you provide?
My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...
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What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...

Are there substances of choice that trigger stronger personal reactions — positive or negative —
that may influence your clinical engagement? (e.g., opioids vs. alcohol vs. methamphetamine vs.
cannabis)

My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...

What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...

What personal beliefs do you hold about the relationship between mental illness and substance
use? Do these beliefs ever lead you to over-emphasize or under-emphasize one over the other?
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My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...

What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...

Does the socioeconomic status or insurance type of a client influence — even subtly — the quality
of attention, advocacy, or services you provide?
My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...

What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...

If you are in recovery, how does your personal pathway influence what you recommend? If you
are not in recovery, how does that create blind spots? Either way — where does personal
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experience end and professional judgment begin?
My honest personal beliefs about this topic:
Be completely honest — no one is reading this but you...

What does the current evidence base say?
What do evidence-based guidelines and research support?

Where is the gap between my beliefs and the evidence, and how do I manage it clinically?
Identify the gap and your strategy for holding the boundary...
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Part 11 · Exercise 5: Ethical Scenario Practice
Ethical Scenario Practice
Practicing Clinical Integrity Before the Pressure Hits

Practice Under No Pressure

These scenarios are designed to simulate real-world ethical dilemmas that occur daily in
treatment settings. By thinking through your responses now — in a calm, reflective state — you
build the ethical muscle memory needed to respond with integrity when these situations arise in
real time under real pressure.

THE SCENARIO
Your facility census has dropped to 60%. The CFO sends an email to all department heads with
the subject line "Urgent: Census Action Plan Needed." In the treatment team meeting that
follows, the clinical director says, "We need to be very thoughtful about any discharges this
week." You have a client who is clinically ready for step-down to outpatient.

THE QUESTION

What do you do? What do you say? To whom? What are the potential consequences of each
choice?
Your Response — What would you actually do?
Be specific about actions, words, and reasoning...

What ethical principles guide your response?
Name the specific ethical standards at stake...

What would make this harder in real life than on paper? What pressures would you face?
Name the real-world pressures honestly...

THE SCENARIO
An outreach coordinator has been working with a family for two weeks to get their adult son
admitted. On the day of admission, your clinical assessment indicates the client does not meet
medical necessity criteria for your level of care and would be better served by intensive
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outpatient. The outreach coordinator says to you privately, "The family is expecting him to stay.
We've already verified benefits. Can you make it work?"

THE QUESTION

What do you do? How do you navigate the competing interests? What is your obligation to the
client vs. the organization vs. the outreach coordinator?
Your Response — What would you actually do?
Be specific about actions, words, and reasoning...

What ethical principles guide your response?
Name the specific ethical standards at stake...

What would make this harder in real life than on paper? What pressures would you face?
Name the real-world pressures honestly...

THE SCENARIO
Your supervisor tells you that your documentation needs to be "stronger" to support continued
stay for a particular insurance company that has been denying claims. The supervisor says, "Just
make sure the language reflects the severity of the situation. Use words like 'imminent risk' and
'continued medical necessity.'" The client is progressing well and you believe they are
approaching readiness for step-down.

THE QUESTION

What do you do? Is this clinical guidance or pressure to falsify documentation? Where is the line?
What are the risks of compliance vs. refusal?
Your Response — What would you actually do?
Be specific about actions, words, and reasoning...
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What ethical principles guide your response?
Name the specific ethical standards at stake...

What would make this harder in real life than on paper? What pressures would you face?
Name the real-world pressures honestly...

THE SCENARIO
A client in your care is on Suboxone maintenance prescribed by their outside psychiatrist. They
are making excellent progress in treatment — attending groups, building relationships,
developing coping skills. Your personal belief is that Suboxone is "trading one addiction for
another" and that true recovery requires being medication-free. The client asks for your clinical
opinion on whether they should stay on Suboxone.

THE QUESTION

How do you respond? What is the ethical obligation here? How do you separate your personal
belief from your professional responsibility? What does the evidence say?
Your Response — What would you actually do?
Be specific about actions, words, and reasoning...

What ethical principles guide your response?
Name the specific ethical standards at stake...

What would make this harder in real life than on paper? What pressures would you face?
Name the real-world pressures honestly...

THE SCENARIO
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You have observed a pattern over several months where clients with high-paying private
insurance receive more individual therapy sessions, better rooms, and more clinical attention
than clients with Medicaid. You believe this constitutes a two-tier system of care based on payer
source rather than clinical need. When you raised the issue informally, a colleague said, "That's
just how it works — the private pay clients pay for the extras."

THE QUESTION

Is this acceptable? What are the ethical implications? What are your options for addressing it?
What are the risks of speaking up vs. staying silent?
Your Response — What would you actually do?
Be specific about actions, words, and reasoning...

What ethical principles guide your response?
Name the specific ethical standards at stake...

What would make this harder in real life than on paper? What pressures would you face?
Name the real-world pressures honestly...



Embrace, Empower & Evolve  ·  Deep Dive Modules Separating Business & Politics from Clinical Care

© The Recovery Files Page 43

Part 12 · Exercise 6: Documentation Integrity
Review
Documentation Integrity Review
Is Your Clinical Record an Accurate Reflection of Your Clinical Judgment?
The Documentation Test

Your clinical documentation serves three audiences: the client (whose story it tells), the licensing
board (which evaluates your professional judgment), and the courtroom (where your decisions
may be scrutinized). If your documentation would not withstand scrutiny from any of these three
audiences, it has been compromised. This exercise helps you identify where.

For each type of documentation pressure, indicate whether you've experienced it and describe
the specific situation.

Being asked or pressured to use specific language (e.g., "imminent risk," "medical necessity")
that doesn't reflect your clinical assessment

Describe the specific situation if applicable...

Writing documentation to justify a decision that was already made by someone else (non-clinical
staff, leadership) rather than documenting your own clinical reasoning

Describe the specific situation if applicable...

Omitting clinical observations that support discharge or step-down because of organizational
pressure to retain the client

Describe the specific situation if applicable...
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Inflating symptom severity, functional impairment, or risk assessments to support continued stay
or higher level-of-care billing

Describe the specific situation if applicable...

Using copy-paste templates that don't reflect the individual client's actual presentation or
progress

Describe the specific situation if applicable...

Documenting services, interventions, or group attendance that didn't actually occur or didn't
occur as described

Describe the specific situation if applicable...

Writing treatment plans that reflect organizational programming rather than individualized client
goals

Describe the specific situation if applicable...

Feeling pressure to diagnose in ways that maximize insurance coverage rather than reflect
clinical accuracy

Describe the specific situation if applicable...
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1. Based on this review, what is the most significant documentation integrity issue in your current
practice?
Be specific and actionable...

2. If a licensing board investigator reviewed your last 10 charts, what would they find? Would your
documentation withstand scrutiny?
Be specific and actionable...

3. What specific changes will you make to your documentation practices starting today?
Be specific and actionable...

4. What will you do the next time you are pressured to document in a way that does not reflect
your clinical judgment?
Be specific and actionable...
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Part 13 · Exercise 7: Client Advocacy Action Plan
Client Advocacy Action Plan
Concrete Steps for Putting Client Welfare First

The Advocate's Role

Clinical integrity is not a passive quality — it's an active practice. It requires not just refusing to
compromise, but actively advocating for what is in the client's best interest, even when that
advocacy creates tension with organizational interests. This exercise builds a concrete plan for
client advocacy in your specific work environment.

What specific steps will you take when your clinical assessment indicates a client is ready for a
lower level of care, but organizational pressure pushes to retain them?
The clinical indicators I will document:
Be specific — name actions, words, and people...

The language I will use with the treatment team:
Be specific — name actions, words, and people...

How I will handle pushback from leadership or admissions:
Be specific — name actions, words, and people...

How I will communicate with the client and family:
Be specific — name actions, words, and people...

What will you do when a client is referred for admission but does not meet clinical criteria for your
level of care?
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How I will conduct and document the assessment:
Be specific — name actions, words, and people...

How I will communicate the clinical finding to admissions/outreach:
Be specific — name actions, words, and people...

What I will do if pressured to admit anyway:
Be specific — name actions, words, and people...

What alternative recommendations I will make for the client:
Be specific — name actions, words, and people...

What will you do when marketing or outreach has created expectations that clinical services
cannot meet?
How I will address unrealistic expectations with the client/family:
Be specific — name actions, words, and people...

How I will communicate the gap to organizational leadership:
Be specific — name actions, words, and people...
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What I will advocate for to prevent it from happening again:
Be specific — name actions, words, and people...

How I will protect the therapeutic relationship from the disappointment:
Be specific — name actions, words, and people...

What steps will you take when you identify a pattern — not just an isolated incident — of business
interests overriding clinical care?
How I will document the pattern:
Be specific — name actions, words, and people...

Who I will bring the concern to first:
Be specific — name actions, words, and people...

What I will do if internal reporting doesn't produce change:
Be specific — name actions, words, and people...

External resources I can access (licensing boards, ombudsman, legal counsel):
Be specific — name actions, words, and people...
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Part 14 · Exercise 8: Organizational Culture
Assessment
Organizational Culture Assessment
Evaluating Your Organization's Commitment to Clinical Integrity

Culture Eats Policy for Breakfast

An organization can have the best policies in the world, but if the culture doesn't reinforce those
policies, they are meaningless. This exercise evaluates the actual culture of your organization —
not what's written in the policy manual, but what actually happens day to day.

Does leadership communicate that clinical quality is the top priority — AND do their decisions
back that up? Or is there a disconnect between what is said and what is done?
RED FLAGS
Census data presented at clinical meetings; clinical staff evaluated on productivity metrics; "team
player" language when clinicians push back on non-clinical decisions

GREEN FLAGS
Outcome data presented alongside financial data; clinical authority respected; leadership publicly
supports clinical decisions even when they cost revenue

Where does YOUR organization fall on this dimension? Provide specific evidence.

Be honest and specific — cite actual examples, not aspirations...

What one change would most improve this dimension in your organization?
Name a specific, actionable change...

Who actually has the final say on clinical decisions — clinical staff, or administration?
RED FLAGS
Non-clinical staff influence level of care, length of stay, or discharge; CEO or CFO can override
clinical recommendations; admissions staff determine treatment plans

GREEN FLAGS
Clinical decisions made by credentialed clinicians; administrative staff provide input but do not
override; clinical authority is policy, not just practice
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Where does YOUR organization fall on this dimension? Provide specific evidence.

Be honest and specific — cite actual examples, not aspirations...

What one change would most improve this dimension in your organization?
Name a specific, actionable change...

Does clinical supervision address the ethical tensions of working in a business environment?
RED FLAGS
Supervision focuses only on clinical skills; ethical dilemmas are avoided or minimized; supervisors
are themselves compromised by organizational pressure

GREEN FLAGS
Supervision explicitly addresses business-clinical tensions; supervisors model ethical
boundary-holding; clinicians feel safe bringing ethical concerns to supervision

Where does YOUR organization fall on this dimension? Provide specific evidence.

Be honest and specific — cite actual examples, not aspirations...

What one change would most improve this dimension in your organization?
Name a specific, actionable change...

How do clinical staff feel about the integrity of the care they provide?
RED FLAGS
High turnover; cynicism about organizational priorities; moral distress; "just doing my job"
mentality; ethical concerns dismissed as naivety

GREEN FLAGS
Staff feel proud of the care they provide; ethical concerns are welcomed; clinicians feel
empowered to advocate; low burnout related to moral distress
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Where does YOUR organization fall on this dimension? Provide specific evidence.

Be honest and specific — cite actual examples, not aspirations...

What one change would most improve this dimension in your organization?
Name a specific, actionable change...

Is the organization transparent about its financial interests and honest about the tension between
business and clinical priorities?
RED FLAGS
Financial pressures are hidden from clinical staff; questioning business decisions is discouraged;
problems are addressed only when external pressure (lawsuits, licensing actions) forces change

GREEN FLAGS
Financial realities are openly discussed; clinical staff understand the business model without
being pressured by it; ethical concerns are investigated and addressed proactively

Where does YOUR organization fall on this dimension? Provide specific evidence.

Be honest and specific — cite actual examples, not aspirations...

What one change would most improve this dimension in your organization?
Name a specific, actionable change...
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1. Looking across all five dimensions, what is the overall culture of your organization regarding
the separation of business from clinical care? Is it a culture that protects clinical integrity, or one
that compromises it?
Synthesize your assessment...

2. What is the most significant cultural problem you identified? What would it take to change it?
Synthesize your assessment...

3. What is your personal role in either maintaining or changing this culture? What power do you
have, and what are you willing to use?
Synthesize your assessment...

4. If you could have a completely honest conversation with your organization's leadership about
this topic, what would you say?
Synthesize your assessment...
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Part 15 · Exercise 9: Supervision & Consultation
Framework
Supervision & Consultation Framework
Building Support Systems for Clinical Integrity

You Cannot Hold the Line Alone

Clinical integrity in the face of persistent business pressure requires support. Isolation makes
compromise invisible and rationalization easy. A robust supervision and consultation framework
gives you people who will ask hard questions, challenge your rationalizations, and support you
when integrity creates organizational tension.

1. Do you currently have a clinical supervisor who addresses ethical dilemmas related to business
pressure — not just clinical skills? If yes, describe. If no, what would you need?
Assess your current support honestly...

2. Do you have colleagues you trust enough to be honest with about compromises you've made
or pressure you're facing? Who are they?
Assess your current support honestly...

3. Do you have access to external consultation — ethics committees, professional organizations,
mentors outside your organization — for situations where internal reporting isn't safe or
sufficient?
Assess your current support honestly...

4. When was the last time you brought a business-versus-clinical ethical dilemma to supervision
or consultation? What happened? If you haven't, what stopped you?
Assess your current support honestly...
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5. On a scale of 1 to 10, how supported do you feel in maintaining clinical integrity in your current
work environment? What would increase that number?
Assess your current support honestly...

Identify specific people and resources for each role in your support network.

Clinical Supervisor Who Addresses Ethical Tensions

Who is this person? If you don't have one, what steps will you take to find one?
Name specific people, organizations, and contact information...

Trusted Clinical Peer(s) for Honest Consultation

Name 2-3 colleagues you can be completely honest with about ethical pressures.

Name specific people, organizations, and contact information...

External Mentor or Consultant

Who outside your organization can provide objective perspective? A former supervisor,
professional association contact, or ethics consultant?
Name specific people, organizations, and contact information...

Professional Organization or Ethics Board

What professional organizations can you access for ethical guidance? (licensing board ethics
hotline, professional association ethics committee, etc.)

Name specific people, organizations, and contact information...

Legal Resource
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If you ever need to report unethical practices or protect yourself legally, who would you contact?
Do you know your rights as a clinical whistleblower?
Name specific people, organizations, and contact information...
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Part 16 · Exercise 10: Professional Integrity
Commitment
Professional Integrity Commitment
Your Personal Declaration of Clinical Ethics

Why a Written Commitment Matters

A commitment that exists only in your mind is easily rationalized away under pressure. A written
commitment — specific, detailed, and signed — becomes an anchor point that holds you steady
when the current of organizational pressure pulls toward compromise. This is your professional
declaration of what you stand for as a clinician.

1. What is the most important insight you gained from this intensive about the relationship
between business and clinical care in your work?
Synthesize your learning...

2. What is the most significant compromise you have made — or been pressured to make — that
you now recognize as a violation of clinical integrity?
Synthesize your learning...

3. What is the most important change you need to make in your own practice to better protect
clinical integrity?
Synthesize your learning...

4. What is the most important change your organization needs to make? What role can you play
in advocating for that change?
Synthesize your learning...



Embrace, Empower & Evolve  ·  Deep Dive Modules Separating Business & Politics from Clinical Care

© The Recovery Files Page 57

5. What did this intensive reveal about personal beliefs that have been infiltrating your clinical
practice? What will you do differently?
Synthesize your learning...

Create a set of questions you will ask yourself before every significant clinical decision. These
should become automatic — a mental checklist that runs in the background of your professional
life.

Checklist Item #1:
e.g., "Would I make this same recommendation if there were zero financial implications?"

Checklist Item #2:
e.g., "Is this recommendation based on the client's needs or my personal beliefs?"

Checklist Item #3:

Checklist Item #4:

Checklist Item #5:
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Checklist Item #6:

Write your personal declaration of clinical integrity. This should be a statement of who you are as
a clinician, what you will and will not compromise, and what your clients can expect from you
regardless of organizational pressure.

My Professional Integrity Declaration:
I am a clinical professional who... I commit to... I will never... My clients can expect... When faced with pressure to
compromise, I will... I hold myself accountable by...

Signed (Your Name):
Your full name...

Date:
Today's date...

Witnessed By (a trusted colleague, supervisor, or mentor — share this commitment with someone
who will hold you accountable):
Name the person you will share this commitment with...

"The client who trusts you with their life deserves a clinician whose judgment is not for sale."

— The Recovery Files


