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Part 1 - Overview

Navigating Toxic Work Environments

A Clinical Self-Preservation & Professional Integrity Intensive
For SUD Clinicians & Staff - Protecting Ethics, Patients & Yourself
The Recovery Files - Coaching & Leadership Track

Stay & Change

Strategic advocacy

Stay & Accept

Bounded limits

Prepare to Leave

Deliberate exit

Three options. One unhealthy fourth: stay & drift.

This Work Is Private

Everything you write in this intensive is stored only on your device. It is not transmitted,
reviewed, or shared. That privacy is deliberate — honest discernment requires confidence that
your reflections will not be used against you. Work at your own pace. Do not rush.

Reading Sections

The Parallel Process: How Organizational Dysfunction Recreates Itself in Clinical Care

The Discernment Question: Stay & Change, Stay & Accept, Prepare to Leave
Self-Assessment

Worksheets & Exercises

The Recovery Files
Sheamus Moran - Founder of The Recovery Files - www.TheRecoveryFiles.com

Embrace, Empower & Evolve - Recovery Made Simple
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Part 2 - The Anatomy of a Toxic SUD Treatment
Environment

The Anatomy of a Toxic SUD Treatment Environment

Substance use disorder treatment is, by its nature, relational work. The clinical encounter rests on
trust, honesty, safety, and a shared commitment to the patient's recovery. When the
environment in which that work happens is toxic — when clinicians and staff cannot trust
leadership, cannot speak honestly without consequence, and cannot count on the organization to
back clinically sound decisions — the entire therapeutic enterprise is compromised. Naming that
clearly is the first step. You are not imagining it. You are not being oversensitive. You are not the
problem.

A toxic SUD treatment environment has recognizable features. Clinical decisions are overridden
by administrative or financial considerations with no clinical rationale offered. Feedback from
staff who actually deliver care is solicited performatively but not integrated. Leadership
communicates in ways that shut down rather than open up dialogue. Dissent, even when
well-grounded and respectfully offered, is treated as disloyalty. People are afraid — of being
written up, of being fired, of being quietly undermined, of being the next one blamed when
something goes wrong. And behind the fear is a culture of opacity: you do not know why
decisions are being made, who is actually making them, or what the real criteria are.

None of this is unique to SUD treatment. But SUD treatment has particular vulnerabilities that
make toxic environments especially harmful. Margins are thin. Census pressure is constant.
Regulatory requirements are heavy. Insurance dynamics are distorting. Staff turnover is chronic.
Many clinicians and staff are themselves in recovery, which means their livelihood, professional
identity, and personal wellness are all tied to the same institution. The cost of leaving is high. The
cost of speaking up feels higher. And the cost of staying silent compounds in ways that are harder
to see until they have done real damage.

The first critical reframe is this: you can love the work, love your patients, love your colleagues,
and still recognize that the environment around that work has become unsafe. These things are
not contradictions. In fact, the more deeply you care about the clinical mission, the more acutely
you will feel the dissonance when leadership strays from it. Cynicism is not a sign that you have
given up — sometimes it is a rational response to being ignored for a long time. Anger is not
unprofessional — it is information. Exhaustion is not weakness — it is the predictable result of
carrying weight you were never meant to carry alone.

This intensive is not a complaint session. It is a structured process for doing three things. First, to
help you see your situation clearly — to separate what is actually happening from what you have
been told is happening, and to distinguish the organizational dysfunction from your own clinical
work. Second, to help you protect yourself — your license, your ethics, your health, your
professional future — while you figure out what to do. Third, to help you move through a rigorous
discernment process about whether to stay and work to change the environment, stay and accept
bounded dysfunction, or prepare to leave.
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One final note before you begin. This work is for you. It does not require anyone else to
participate, agree, or even know you are doing it. The data you put into this tool lives on your
device. What you write is for your eyes. That privacy is deliberate — because the first condition
for doing this work honestly is the confidence that it will not be used against you.

Reflection Questions

1. Which features of a toxic environment described above are present in your current workplace?
Name the specific ones that resonate.

2. What has kept you from naming this situation clearly to yourself until now? Loyalty, hope,
financial dependence, fear of being wrong, something else?

3. Can you love the patients, the clinical work, and the mission while also recognizing the
environment has become unsafe? What internal resistance do you notice to holding both truths?

4. If you were consulting on this situation for a colleague, what would you say about it? How does
that perspective differ from what you tell yourself?

5. What is the specific outcome you are hoping to get from this intensive — clarity, validation, a
decision, a plan, or something else?
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Part 3 - The Parallel Process: How Organizational
Dysfunction Recreates Itself in Clinica

The Parallel Process: How Organizational Dysfunction Recreates
Itself in Clinical Care

Parallel process is one of the most important and least discussed concepts in SUD treatment. In
supervision, it describes the phenomenon where the dynamics between clinician and patient
replicate themselves between supervisor and clinician. A clinician working with a shame-bound
patient may begin to feel inexplicably ashamed in supervision. A clinician working with a patient
who stonewalls may find themselves stonewalling their supervisor. The unconscious material
moves up the system because human systems are porous and emotion is transmitted.

The same dynamic operates at the organizational level. The emotional climate that leadership
creates for its staff becomes the emotional climate that staff inadvertently create for patients.
This is not a theoretical concern. It is a clinical reality with measurable consequences. When
clinicians are anxious, guarded, and hypervigilant, patients feel it — especially SUD patients,
whose own nervous systems are already finely tuned to detect threat. When staff are cynical and
burned out, therapeutic alliance suffers. When team members do not trust each other, patients
pick up the fractures and triangulate. When leadership models contempt, staff absorb it, and it
leaks into case conferences, charting, and subtle tone in groups.

This is why Father Martin's foundational principle — meeting people where they are, without
shame, without contempt — is so difficult to sustain in organizations that do not meet their own
staff where they are. If leadership shames clinicians for the very challenges leadership has
created, clinicians will eventually shame patients for challenges the patients did not create. The
modeling is not optional. The transmission is not optional. You cannot ask staff to offer
unconditional positive regard to patients while leadership offers them conditional regard based on
compliance. The clinical frame collapses.

Recognizing parallel process does several useful things for a clinician navigating a toxic
environment. First, it clarifies that the environment is not just unpleasant — it is actively
undermining clinical care. Second, it relieves some of the self-blame. Third, it reframes advocacy
for a better workplace culture as advocacy for patients. This is not self-indulgence. This is
treatment integrity.

The ethical obligation here cuts in a direction that many clinicians do not fully recognize: you owe
it to your patients to protect yourself from a workplace that would diminish the care you provide.
That is not a boundary violation. It is the foundation of ethical practice.
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Reflection Questions

1. Describe a recent clinical encounter where you believe your emotional state was shaped by
something happening with leadership or the workplace culture. What did the patient experience
as a result?

2. Have you noticed yourself behaving in ways with patients or colleagues that do not match your
values? Trace the parallel process — where in the organization did that emotional content
originate?

3. How does reframing workplace advocacy as patient advocacy shift your willingness to engage
with it?

4. If a trusted supervisor told you "The workplace is starting to shape you in ways you would not
endorse," what specific behaviors would they be pointing to?

5. What is the difference between accepting workplace dysfunction as "how things are here" and
allowing it to reshape your clinical practice? Where is the line, and are you over it?
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Part 4 - Moral Injury: The Wound You Did Not
Know You Had

Moral Injury: The Wound You Did Not Know You Had

Moral injury is a concept developed in military psychology, and more recently applied with
increasing specificity to healthcare. It is distinct from burnout, though the two often coexist.
Burnout is exhaustion — a depletion of energy, empathy, and capacity. Moral injury is a wound —
the psychological and spiritual damage that results from participating in, witnessing, or failing to
prevent acts that violate one's own deeply held moral code.

Clinicians in SUD treatment are structurally vulnerable to moral injury. You were trained to put
patient welfare first. You were taught to uphold specific ethical standards — confidentiality,
non-maleficence, informed consent, clinical appropriateness. When organizations instead
pressure you to discharge patients prematurely, to bill for services that were not clinically
indicated, to document care that did not happen, or to carry caseloads that make ethical practice
impossible — the result is not just stress. It is moral injury.

The symptoms of moral injury have a specific shape. You may feel ashamed in ways you cannot
fully account for — not ashamed of specific behaviors, but ashamed of who you are becoming.
You may feel a grinding cynicism toward the work you used to approach with meaning. You may
have found yourself rationalizing practices that, ten years ago, you would have flagged as clearly
wrong. You may be drinking more, eating differently, withdrawing from family, or feeling numb.
You may have begun to distrust your own clinical judgment.

Moral injury is not a character defect. It is the predictable human response to being placed in
moral conflict without sufficient support to resolve it. Good people with strong ethics working in
distorted systems develop moral injury. The wound is a signal that your conscience is still
functional. Numbness is not a sign of strength. It is a sign that the wound has been driven deeper
underground.

The treatment for moral injury is specific. It is not just self-care, though self-care matters. It is
moral repair. Moral repair involves naming the injury, restoring agency through concrete action,
rebuilding moral community, and ultimately making a decision about whether the environment
you are in can be ethically inhabited.

Reflection Questions

1. Name one specific act or pattern in your workplace that you have participated in, witnessed, or
failed to prevent that violates your values. You do not need to share this with anyone — but write
it down here.
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2. Which symptoms of moral injury described above do you recognize in yourself? Be specific
about how they show up.

3. Have you noticed yourself rationalizing practices now that you would have flagged as wrong
earlier in your career? What has changed — the practice, or your tolerance for it?

4. What would "moral repair" look like in your specific situation? Is there a concrete action,
however small, that would reassert your ethical commitments?

5. If you are in recovery yourself, how has the moral dissonance at work affected your recovery?
What specifically needs attention?
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Part 5 - Psychological Safety, Scapegoating & the
Fear Economy

Psychological Safety, Scapegoating & the Fear Economy

Psychological safety is a technical term with a specific definition. It refers to the shared belief,
within a team, that it is safe to take interpersonal risks — to ask questions, admit mistakes,
propose ideas, disagree with superiors, and raise concerns — without fear of humiliation,
retaliation, or negative career consequences. Teams with high psychological safety outperform
teams with low psychological safety on virtually every outcome that matters.

Toxic SUD treatment environments run on what might be called a fear economy. The currency is
anxiety, and the transactions are informal. People do not speak up about things they see because
the social cost of speaking up is higher than the cost of remaining silent. Over time, the fear
economy produces a workforce that has internalized self-censorship. Clinicians no longer have to
be explicitly told what not to say. They already know.

Scapegoating is a predictable feature of low-psychological-safety environments. Organizations
that cannot metabolize their own dysfunction tend to project it onto designated individuals. The
classic scapegoat is the person who is most willing to speak truth, most clinically grounded, most
visibly competent, or most ethically serious. Their very presence makes the dysfunction feel
uncomfortable.

If you suspect you are being scapegoated, several things are important to understand. First,
scapegoating is almost always unconscious — the people participating in it usually do not
experience themselves as behaving badly. Second, trying to prove you are not the problem by
working harder, being more compliant, or becoming smaller almost never works. Third, the
primary defenses against scapegoating are documentation, external witnesses, and maintaining
a clear internal compass about your own competence and ethics.

Psychological safety cannot be installed by individual clinicians in the absence of leadership
commitment. But you can practice personal psychological safety — the internal discipline of
maintaining your own capacity to think, question, and raise concerns even when the environment
discourages it.

Reflection Questions

1. On a scale of 1 to 10, how psychologically safe is your current workplace? What specific
experiences support your rating?
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2. What is something you have wanted to raise in a meeting in the past month but did not? What
stopped you?

3. Have you observed scapegoating in your workplace — against yourself or someone else?
Describe the specific patterns.

4. If scapegoating is almost always unconscious on the part of the participants, does that change
how you respond to it? How?

5. Where in your work life can you practice personal psychological safety, even in small pockets?
Who are the specific colleagues with whom honest conversation is still possible?

© The Recovery Files Page 10



Embrace, Empower & Evolve - Deep Dive Modules Navigating Toxic Work Environments

Part 6 - Advocacy Without Martyrdom: Speaking Up
in Hostile Systems

Advocacy Without Martyrdom: Speaking Up in Hostile Systems

There is a particular romance in clinical culture around the idea of the lone clinician who speaks
truth to power at great personal cost. There is something to honor in that archetype. But it is also
a dangerous script to internalize, because the clinicians who most need to stay in this field cannot
advocate effectively for anyone if they are fired, blacklisted, or burned out. Effective advocacy
requires survival. Martyrdom is often less about principle than about exhaustion masquerading as
courage.

Advocacy in hostile systems is a skill. It involves strategic discipline, institutional knowledge, and
an honest assessment of what you can accomplish from where you sit.

The first principle of strategic advocacy is selectivity. You cannot win every battle, and you
cannot raise every concern. The clinicians who advocate effectively choose their battles with
care.

The second principle is documentation. Documentation is the spine of advocacy. Document
concerns contemporaneously — in the chart, in an email to your supervisor, in a dated note you
keep yourself. Clinicians who raise concerns in writing are harder to gaslight.

The third principle is the ladder. Every clinical concern has a formal path — clinical supervisor,
clinical director, medical director, quality and compliance, licensing board, regulatory agency. Use
it appropriately.

The fourth principle is coalition. Lone advocates are easier to dismiss than coalitions. When a
clinical concern is shared by multiple clinicians, it becomes structurally harder to reduce to a
personality issue.

The fifth principle is self-protection. Every act of advocacy carries risk, and the risk needs to be
priced into the decision. Build your infrastructure first, then advocate.

The final principle is acceptance. You cannot make leadership hear what it refuses to hear. Some
concerns will not be addressed no matter how well you raise them. At that point, your options
narrow to three: accept, escalate externally, or prepare to leave.

Reflection Questions

1. Looking at concerns you have raised at work in the past year, how many resulted in meaningful
change? What does that pattern tell you about what kind of advocacy is possible in your
environment?
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2. Which of the five principles (selectivity, documentation, the ladder, coalition, self-protection)
are you already doing well? Which are underdeveloped?

3. Identify one current clinical concern that warrants advocacy. Using the framework above,
design your actual advocacy strategy — what you will raise, how, with whom, and in what
sequence.

4. What infrastructure do you need to build before you engage in significant advocacy —
documentation habits, external mentorship, financial runway, knowledge of your rights?

5. Where in your work have you been unwilling to accept that a particular concern is currently
unaddressable? What would accepting that change about how you engage with it?
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Part 7 - The Discernment Question: Stay & Change,
Stay & Accept, Prepare to Leave

The Discernment Question: Stay & Change, Stay & Accept, Prepare
to Leave

Every clinician working in a compromised environment eventually faces a discernment question
with three possible answers. Stay and work to change the environment. Stay and accept the
bounded dysfunction. Prepare to leave. There is no right answer in the abstract. But naming the
three options clearly is itself a form of liberation, because it interrupts the unconscious drift that
keeps many clinicians stuck in a fourth, unhealthy option: stay and slowly deteriorate.

Staying and working to change requires several conditions. Leadership must be capable of
change. You must have enough influence, longevity, or positional leverage to meaningfully affect
the environment. And you must be honest with yourself about whether you are genuinely
pursuing change or simply prolonging hope.

Staying and accepting requires a different kind of clarity. It involves acknowledging that the
environment has real dysfunction that is not going to resolve, and deciding that you can continue
working there without compromising your ethics, your wellbeing, or the quality of care you
provide.

Preparing to leave is not the same as leaving. Preparation involves honest assessment of the
timeline, financial runway, professional positioning, and exit strategy.

There is no shame in leaving. There is no virtue in staying. Neither stance is inherently ethical or
unethical. What is ethical is clarity about your situation, honesty about your capacity, and
deliberate action rather than drift. Drift is the enemy. Years can pass in drift.

Discernment is not a one-time decision. It is a practice. You will revisit the three options as your
situation evolves. The goal is not to arrive at a final answer but to keep asking the question
honestly.

Reflection Questions

1. Of the three options — stay and change, stay and accept, prepare to leave — which most
accurately describes your current stance? Have you explicitly chosen it, or have you drifted into
it?
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2. If you are in "stay and change" mode, what concrete evidence from the past year suggests that
change is actually possible? Are you pursuing change or prolonging hope?

3. If you are in "stay and accept" mode, can you name your non-negotiable ethical lines? Are you
holding them, or have they quietly moved?

4. If you are in "prepare to leave" mode, what is your actual timeline, and what specific
preparation steps do you still need to complete?

5. Apply the clinician-to-patient test: what would you tell a recovery patient describing your
current work environment? What does your honest answer reveal?
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Part 8 - Workplace Climate & Impact
Self-Assessment

Workplace Climate & Impact Self-Assessment

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

Concerns | raise about patient care, safety, or clinical process are routinely minimized, dismissed,
or deflected by clinical leadership

0102030405
Not at all - Very much

Leadership communicates in ways that feel condescending, evasive, or designed to end the
conversation rather than understand it

0102030405
Not at all - Very much

Decisions that affect my clinical work are made without consultation, even when my perspective
is directly relevant

0102030405
Not at all - Very much

When | offer evidence-based clinical input that contradicts a leadership preference, | am treated
as an obstacle rather than a colleague

0102030405
Not at all - Very much

Leadership uses credentials, rank, or positional power to shut down clinical discussion rather than
engage the substance

0102030405
Not at all - Very much

Clinical meetings are performances rather than collaborative problem-solving — dissent is not
actually welcome

0102030405

Not at all - Very much

Feedback flows only downward; upward feedback is rhetorically invited but practically punished
0l02030405

Not at all - Very much

| have watched leadership respond to legitimate clinical concerns with defensiveness,
counter-accusation, or personal attack

0102030405
Not at all - Very much

| frequently worry about being fired, written up, or disciplined for reasons that feel
disproportionate to my actual work

0102030405
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Not at all - Very much

| filter what | say in meetings based on who is present rather than on what the clinical situation
requires

0102030405
Not at all - Very much

I have witnessed colleagues be terminated, demoted, or pushed out under circumstances that felt
retaliatory

0102030405
Not at all - Very much

| keep private records of communications, incidents, or directives in case | need to defend myself
later

0102030405
Not at all - Very much

| feel that advocating for a patient could cost me professionally — and | have modified my
advocacy accordingly

0102030405
Not at all - Very much

There are topics everyone knows not to raise — not because they are inappropriate, but because
raising them is dangerous

0102030405
Not at all - Very much

| experience somatic stress symptoms (sleep disruption, Gl issues, chest tightness, dread)
specifically tied to work

0102030405
Not at all - Very much

| sometimes believe | am being targeted or set up — given tasks designed to fail, excluded from
information, or blamed for outcomes | did not control

0102030405
Not at all - Very much

Operational decisions in my workplace increasingly override clinical judgment in ways that affect
patient outcomes

0102030405
Not at all - Very much

Length of stay, level of care, and treatment planning are driven more by payer source or census
than by patient need

0102030405

Not at all - Very much

Admissions are accepted that exceed the clinical capacity of the team to treat safely
0102030405

Not at all - Very much
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Documentation pressures have reshaped clinical interactions — we write for compliance and
billing rather than for treatment

0102030405
Not at all - Very much

| have been asked, directly or indirectly, to modify clinical recommendations in ways that serve
organizational interests over patient welfare

0102030405
Not at all - Very much

The stated mission of the organization and the lived reality of how decisions get made have
measurably diverged

0102030405
Not at all - Very much

Patients are being discharged, transferred, or denied services in ways | believe are clinically
inappropriate

0102030405
Not at all - Very much

| can name specific leadership decisions from the past year that | believe violated the primary
clinical mission

0102030405

Not at all - Very much

| regularly feel that | am participating in, or failing to prevent, things that violate my clinical ethics
0102030405

Not at all - Very much

| have lost sleep over decisions | watched leadership make that | believe harmed a patient or
colleague

0102030405

Not at all - Very much

| feel cynical, numb, or detached from work | once approached with energy and meaning
0102030405

Not at all - Very much

| second-guess my own clinical judgment in situations where | know | am competent — because
the environment has taught me to distrust my perceptions

0l02030405
Not at all - Very much

| have caught myself behaving in ways toward patients or colleagues that do not match my
values because the workplace culture shapes me in that direction

0l02030405
Not at all - Very much

I no longer speak up about things | used to advocate for — not because they stopped mattering,
but because advocacy is too costly
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0102030405
Not at all - Very much

My personal life is absorbing the spillover from work: my family, sleep, health, mood, or recovery
is being affected

0102030405
Not at all - Very much

| recognize signs of moral injury, burnout, or compassion fatigue in myself that | would flag
immediately if | saw them in a patient

0102030405
Not at all - Very much

| have clear internal ethical lines — things | will and will not do regardless of pressure from
leadership

0102030405
Not at all - Very much

| document clinical decisions thoroughly and in real time, creating a record that protects patients
and myself

0102030405
Not at all - Very much

| have at least one trusted clinical peer, supervisor, or mentor outside the workplace | can consult
when things feel wrong

0102030405
Not at all - Very much

| know my professional protections — licensing board standards, reporting channels, employment
rights — and how to access them

0102030405

Not at all - Very much

I am building or maintaining a strong professional identity independent of this particular job
0102030405

Not at all - Very much

| practice disciplined self-care that protects my clinical judgment and emotional regulation under
workplace pressure

0102030405
Not at all - Very much

| have the financial, logistical, and emotional capacity to leave this job if | need to — or | am
actively building that capacity

0102030405
Not at all - Very much

I can distinguish between the organization and my own clinical work, and | do not allow the
dysfunction around me to erode the quality of care | provide

0102030405
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Not at all - Very much

1. Which domain scored highest? What does that reveal about where the most urgent work is?
Your reflection...

2. How does your Protection Capacity score compare to your Dysfunction, Fear, Drift, and Impact
scores? What does the gap tell you about your risk exposure?
Your reflection...

3. Which specific items did you rate as 57 These are not abstract — they are the concrete realities
shaping your daily clinical life.

Your reflection...

4. Were any of your answers surprising? Did naming something clearly change how urgent it
feels?
Your reflection...

5. Based on this assessment, what is the single most important change you need to make in the
next 30 days?
Your reflection...

Scoring guide

Reset all progress? This cannot be undone.

For Domains 1-4, higher scores indicate greater dysfunction, fear, drift, or personal impact. For
Domain 5 (Protection Capacity), higher scores indicate a professional strength. The gap between
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your dysfunction scores and your protection capacity reveals how urgently you need to build
infrastructure.
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Part 9 - Exercise 1: Situation Mapping

Situation Mapping
Seeing What Is Actually Happening
Why This First

Before strategy, clarity. Toxic environments thrive on confusion — shifting narratives, private
reassurances that contradict public actions, deniability. Mapping the situation in writing converts
atmosphere into evidence. You cannot navigate what you cannot see.

1. Describe your current role, length of tenure, and reporting structure. Who do you report to
directly, and who do they report to?
Document clearly and factually...

2. In plain factual language, describe the three most significant workplace concerns you have
right now.

Document clearly and factually...

3. What documented evidence exists for each concern — emails, meeting notes, chart entries,
policies, outcomes data? What evidence is missing?
Document clearly and factually...

4. Who else knows about each of these concerns? Who would corroborate if asked, and who
would deny or distance?
Document clearly and factually...
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5. When did these dynamics begin? Can you identify a triggering event, a leadership change, or a
gradual drift?
Document clearly and factually...

6. What specific dynamic or pattern do you see repeating? Name the pattern, not just individual
incidents.

Document clearly and factually...

7. What is the official narrative about how your workplace operates, and where does it diverge
from reality?
Document clearly and factually...

8. What narrative have you been telling yourself about your workplace? How does it compare to
the above?
Document clearly and factually...
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Part 10 - Exercise 2: Leadership Communication
Audit

Leadership Communication Audit
Mapping the Response Patterns You Are Working Against

Name the Pattern

Every leadership has communication patterns when confronted with concerns. Some are healthy
(curiosity, engagement, follow-through). Many are not. Identifying which patterns are present in
your environment tells you which advocacy strategies will work and which will not.

Concerns are minimized, redirected, or met with "that is not how we see it" without engagement

How often does this pattern appear? (1 = rarely, 5 = constantly)
0l02030405

Describe a specific recent instance...

Responses center leadership feelings or credentials rather than the substance of your concern

How often does this pattern appear? (1 = rarely, 5 = constantly)
0l02030405

Describe a specific recent instance...

Your perceptions are reframed as distorted, dramatic, or the cause of the problem you are raising

How often does this pattern appear? (1 = rarely, 5 = constantly)
0l02030405

Describe a specific recent instance...

Communications go unanswered; decisions are made without you; information is withheld
selectively

How often does this pattern appear? (1 = rarely, 5 = constantly)
0102030405
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Describe a specific recent instance...

Verbal affirmation that is never followed by any actual change or integration

How often does this pattern appear? (1 = rarely, 5 = constantly)
0l02030405

Describe a specific recent instance...

Speaking up is followed by schedule changes, caseload shifts, written discipline, or quiet
exclusion

How often does this pattern appear? (1 = rarely, 5 = constantly)
0102030405

Describe a specific recent instance...

1. Looking across all six patterns, which one dominates your leadership culture?
Synthesize the audit...

2. Is there anyone in leadership who does NOT show these patterns?
Synthesize the audit...
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3. What communication approaches with leadership should you abandon because they reliably
fail?
Synthesize the audit...
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Part 11 - Exercise 3: Scapegoating & Targeting
Inventory

Scapegoating & Targeting Inventory

Is This About You, Or Is It Being Done To You?
Read This First

Every clinician receives some critical feedback; that is not scapegoating. Scapegoating is a
pattern — multiple indicators appearing together, over time, in ways that cannot be explained by
your actual performance. If you are uncertain, trust the pattern, not the narrative. Documentation
is the antidote.

1. Are you blamed for outcomes you did not control or decisions you did not make? Give
examples.

Be specific about patterns vs. isolated incidents...

2. Are you assigned tasks, caseloads, or timelines that appear structured to fail?
Be specific about patterns vs. isolated incidents...

3. Is information you need withheld, delayed, or inconsistent?
Be specific about patterns vs. isolated incidents...

4. Do colleagues speak about you rather than to you? How does this show up?
Be specific about patterns vs. isolated incidents...
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5. Are behaviors accepted from others resulting in discipline when you do them?
Be specific about patterns vs. isolated incidents...

6. How many of these indicators are present? When did the pattern begin?
Be specific about patterns vs. isolated incidents...

7. What is the organizational tension you may be being used to evacuate?
Be specific about patterns vs. isolated incidents...

8. Write three concrete protective actions you will take in the next two weeks.

Be specific about patterns vs. isolated incidents...
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Part 12 - Exercise 4: Mission Drift Recognition

Mission Drift Recognition

Where the Clinical Mission Has Been Compromised
The Drift Question

Organizations rarely abandon their mission in a single moment. They drift. Each small
compromise seems reasonable in context. But compromises compound, and over time the
operational reality diverges substantially from the stated mission.

1. Are length of stay, level of care, and treatment planning driven by clinical need or by
payer/census?
Name specific decisions or practices...

2. Are patients being admitted who exceed the clinical capacity of the team to treat safely?
Name specific decisions or practices...

3. Are patients being discharged for operational convenience when continued treatment is
clinically indicated?
Name specific decisions or practices...

4. Has documentation shifted from clinical utility toward billing and compliance in ways that
distort care?
Name specific decisions or practices...
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5. Where do the organization's stated values most visibly diverge from its operational decisions?
Name specific decisions or practices...

6. Across these areas, where is drift most severe? Where is the mission still intact?
Name specific decisions or practices...

7. Is drift accelerating, stable, or improving? What evidence supports your assessment?
Name specific decisions or practices...

8. Which drift areas violate your ethical thresholds, and which can you accept as bounded
compromise?
Name specific decisions or practices...
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Part 13 - Exercise 5: Fear Decoder & Reality Test

Fear Decoder & Reality Test
Separating Warranted Caution From Fear Economy Distortion
The Discipline

Fear in toxic workplaces exists in two forms. Some fear is accurate — it is tracking real
consequences that would actually occur. Other fear is inflated — it is the product of the fear
economy teaching you to over-predict punishment. Treating them the same is strategically costly.

1. What is the fear you feel most intensely right now at work? State it plainly.

Be honest about both real risks and inflated fears...

2. What factual basis do you have for this fear? Who has experienced the feared consequence
here?
Be honest about both real risks and inflated fears...

3. If the feared consequence actually occurred, how would you respond — financially,
professionally, practically?
Be honest about both real risks and inflated fears...

4. What specific step, taken now, would reduce the actual risk?
Be honest about both real risks and inflated fears...
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5. Which of your fears have the strongest evidence base? Which have limited evidence?
Be honest about both real risks and inflated fears...

6. What would change about your advocacy and decision-making if you could separate real risk
from inflated fear?
Be honest about both real risks and inflated fears...

7. Which two mitigation steps are most urgent? Commit to completing them within 30 days.

Be honest about both real risks and inflated fears...

8. How has the fear economy shaped your behavior over the past six months?
Be honest about both real risks and inflated fears...
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Part 14 - Exercise 6: Advocacy Strategy Design

Advocacy Strategy Design
For the Specific Concern That Matters Most

Pick One Concern

This worksheet designs a strategic advocacy plan for a single concern. Pick the one that (a) has
genuine clinical weight, (b) is likely to be seen as legitimate by reasonable people, and (c) has
some meaningful probability of producing change.

1. State the concern in a single sentence, as you would write it in a formal letter.

Be strategic and specific...

2. What clinical standard, policy, regulation, or ethical principle does this concern connect to?
Be strategic and specific...

3. What is the concrete harm — to patients, staff, or the organization — if this is not addressed?
Be strategic and specific...

4. Who has the authority to actually resolve this concern? Name the person, not just the role.

Be strategic and specific...

5. Who would be an ally? Who would oppose? Who is neutral but influential?
Be strategic and specific...
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6. Design the escalation ladder: Step 1 (direct conversation) through Step 5 (external channels).

Be strategic and specific...

7. At which step do you plan to begin? What would cause you to escalate? What would cause you
to stop?
Be strategic and specific...

8. What self-protection infrastructure must be in place before you advocate?
Be strategic and specific...
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Part 15 - Exercise 7: The Ethical Line Worksheet

The Ethical Line Worksheet
Defining Your Non-Negotiables Before They Are Tested

Decide Now, Not Later

The time to decide what you will not do is before you are asked to do it. Under pressure, in the
moment, with a supervisor waiting for an answer, ethical lines that seemed obvious in the
abstract become blurry.

1. Patient harm: What actions have you been asked to take (or remain silent about) that you
believe directly harm patients?
Name your lines clearly and specifically...

2. Documentation integrity: Has there been pressure to document care that did not happen or
frame notes to serve billing over clinical accuracy?
Name your lines clearly and specifically...

3. Confidentiality: Have there been situations where patient confidentiality was compromised for
organizational convenience?
Name your lines clearly and specifically...

4. Scope of practice: Have you been asked to practice beyond your credential or assign tasks to
others that exceed theirs?
Name your lines clearly and specifically...
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5. Write your absolute non-negotiables — the specific things you will not do regardless of
pressure.

Name your lines clearly and specifically...

6. For each non-negotiable: what will you do if this line is crossed? Be specific — refuse,
document, escalate, resign?
Name your lines clearly and specifically...

7. Write your personal ethical commitment statement — the principles that govern your clinical
practice regardless of what leadership asks.

Name your lines clearly and specifically...

8. How will you use this statement on the hardest days?
Name your lines clearly and specifically...
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Part 16 - Exercise 8: Moral Injury Processing

Moral Injury Processing
Naming the Wound, Beginning the Repair
A Specific Kind of Wound

Moral injury is what happens to good clinicians in distorted systems. Naming it is not self-pity — it
is clinical accuracy. This exercise walks through the specific injuries and begins the work of moral
repair.

1. Which symptoms of moral injury do you recognize in yourself? (shame, cynicism,
rationalization, self-doubt, numbness, spillover, grief)

Write honestly — this is for your eyes only...

2. Name the specific act, pattern, or failure-to-act that has most wounded your conscience. This is
for your eyes only.

Write honestly — this is for your eyes only...

3. Have you noticed yourself rationalizing practices now that you would have flagged as wrong
earlier in your career?
Write honestly — this is for your eyes only...

4ANAMING: Write the thing you cannot stop thinking about.

Write honestly — this is for your eyes only...
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5AGENCY: Name one concrete action, however small, that would reassert your ethical
commitments.

Write honestly — this is for your eyes only...

6COMMUNITY: Identify one person with whom you can speak honestly about this injury. Not for
advice — for witness.

Write honestly — this is for your eyes only...

7REPAIR: What does internal repair look like for you? A letter you will not send? An amends you
can make?
Write honestly — this is for your eyes only...

8. If you are in personal recovery: how has the moral dissonance at work affected your recovery?
Bring this to your sponsor or therapist.

Write honestly — this is for your eyes only...
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Part 17 - Exercise 9: Support Structure Audit

Support Structure Audit

The Infrastructure You Need to Navigate This
You Cannot Do This Alone

Clinicians who navigate toxic environments successfully have infrastructure — people,
knowledge, resources, and financial capacity that expand their options. This audit identifies
where your infrastructure is strong and where it is thin.

1. Clinical consultation: Do you have an external supervisor, mentor, or experienced peer outside
your workplace? Who?
Be honest about gaps and strengths...

2. Trusted peers: Who are the colleagues with whom honest, discreet conversation is possible?
Be honest about gaps and strengths...

3. Personal therapist: Do you have a mental health professional who knows you and can help you
process the personal impact?
Be honest about gaps and strengths...

4. Legal & HR resources: How well do you know your employment rights, licensing board
standards, and professional protections?
Be honest about gaps and strengths...
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5. Financial cushion: What is your current financial runway if you needed to leave? Months?
Years?
Be honest about gaps and strengths...

6. Professional network: Are your credentials current, your network active, your references
cultivated?
Be honest about gaps and strengths...

7. Which two support tiers are your weakest? What is the single most urgent step to strengthen
them?

Be honest about gaps and strengths...

8. Write your 30-day infrastructure commitment: three specific actions, each with a deadline.

Be honest about gaps and strengths...
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Part 18 - Exercise 10: Stay / Change / Leave
Framework

Stay / Change / Leave Framework

The Discernment That Interrupts Drift
The Capstone

You have mapped the situation, audited leadership communication, named the scapegoating and
drift, decoded the fear, designed your advocacy, defined your ethical lines, processed moral
injury, and audited your support infrastructure. This final worksheet synthesizes all of it into a
discernment and a concrete plan.

Of the three legitimate options, which most accurately describes your current stance?
Stay & Change

Leadership is capable of response; | have meaningful influence; change is genuinely possible
Stay & Accept

The dysfunction is bounded; my ethics are not compromised; | am building a life beyond this job
Prepare to Leave

Ethical lines are being crossed; mission drift is severe; | am building my exit deliberately

Stay & Drift

| recognize | have not chosen — | am drifting. Naming this is the first step out of it.

1. What evidence from the prior worksheets supports the stance you selected?
Your response...

2. What evidence argues against it? Engage the counterargument honestly.

Your response...
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3. What would have to change in the next six months for you to shift stances?
Your response...

1. What specific, concrete actions will you complete in the next 30 days?
Your response...

1. What should be measurably different 90 days from today?
Your response...

1. Where do you want to be one year from today?
Your response...

1. What events, if they occur, will automatically trigger escalation or departure?
Your response...

1. Write a short commitment to yourself — the clinician you entered this field to be.

Your response...

"You cannot pour from an empty cup. You also cannot advocate from a wounded one."

Helpers helping helpers. The same rigor, honesty, and care you bring to the people you serve —
turn it inward. Whatever you decide, decide it consciously. The drift ends today.
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