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Part 1 · Getting started
Building Healing Communities
A 12-Month Patient Community & Programming Excellence Journey for SUD Clinical Supervisors

The Recovery Files · Embrace, Empower & Evolve

This timeline is a private, structured space to develop your capacity to build patient communities
where healing actually happens — where people feel safe, accountable to each other, engaged in
programming, and transformed by peer connection.

Your Role & Credentials

e.g., Clinical Supervisor, LCPC, CADC

Your Clinical Setting

e.g., Residential SUD, IOP, PHP, First Responder Program

Start Date for This Plan

e.g., January 2025

Who Holds You Accountable? (optional)

e.g., Clinical director, peer supervisor, mentor
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Part 2 · Phase I · Community Foundation
Phase I · Months 1–3

Community Foundation: Building the Culture Before You Build the
Program
"Community is not a program feature. It is the treatment itself."

Before group attendance improves, before accountability takes root, before any programming
change produces lasting engagement — the community has to be real. In substance use disorder
treatment, the peer community is arguably the most powerful therapeutic force available. It is
where patients first experience that they are not alone, that someone else understands, that
recovery is possible because they are watching it happen in the person sitting next to them. But
community does not happen automatically when you put people in the same building. It is built —
deliberately, intentionally, and from the top down. The clinical supervisor sets the culture by how
they train staff to facilitate it, how they design the physical and relational environment, and how
seriously they take peer connection as a clinical intervention in its own right.

Overview
Phase Goals — What This Phase is For
1. Develop a clear working definition of therapeutic community as a clinical framework, not just a
buzzword

2. Assess the current state of patient community in your setting — its strengths, its gaps, and its
barriers

3. Understand the conditions under which genuine peer connection and mutual aid emerge in
treatment settings

4. Examine the role of clinical staff in modeling, facilitating, and protecting community culture

5. Identify the structural, environmental, and relational factors that either build or undermine
patient community

6. Establish the community vision: what does a thriving, safe, healing patient community look like
here?

Phase Focus — How to Approach This Period
Phase I is reconnaissance before reconstruction. Walk your environment as if you were a new
patient arriving for the first time — what do you feel, what do you see, what does the space say
about how much you matter? Conduct informal conversations with three to five patients this
month about their experience of community: not as a survey, but as genuine curiosity. Ask staff
what they think makes a therapeutic community and listen to how specific — or how vague —
their answers are. The clarity of their answer tells you where the training needs to go.
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My Commitment This Phase
What is the one thing you most want to build, change, or improve in your patient community during Months 1–3?
Be concrete. Be honest.

Reflection Prompts
These prompts are designed for honest clinical reflection — about your patients, your staff, your
program, and your own leadership of the community-building work. Answer from your real
experience, not your aspirations.

1. Therapeutic Community Assessment

If you walked through your treatment environment right now and observed the quality of peer
relationships among patients — what would you see? Would you describe it as a genuine
community, a collection of individuals who happen to be in the same space, or something in
between?
The honest answer to this question is the starting point for everything else. Most treatment
environments are somewhere between genuine community and isolated coexistence. Where is
yours?
Record your honest reflection, clinical observations, or improvement commitments here...

2. Therapeutic Community Assessment

What do your patients say — formally or informally — about their experience of community in
your program? Do they feel known, connected, and supported by their peers? Do they look
forward to being around the group, or do they tolerate it as part of treatment?
Patient voice is the most accurate data source about community quality. What are they actually
telling you — and what are they not saying that their behavior is communicating?
Record your honest reflection, clinical observations, or improvement commitments here...

3. Staff Role in Community

How do your clinical staff currently facilitate patient community — beyond running groups and
managing conflict? What specific things do they do to nurture peer bonds, recognize community
contributions, or draw quieter patients into the relational fabric of the group?
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Staff who manage groups and staff who build community are doing very different things. The
difference shows up in every interaction outside the scheduled session.

Record your honest reflection, clinical observations, or improvement commitments here...

4. Staff Role in Community

What are the unwritten rules of your patient community — the norms, expectations, and power
dynamics that staff did not create but that shape everything about how patients relate to each
other? Are those norms therapeutic or are they a parallel culture that works against treatment?
Every patient community has an informal culture. Supervisors who understand and engage with it
therapeutically can shape it. Those who ignore it cede the culture to whoever in the patient
population has the most influence.

Record your honest reflection, clinical observations, or improvement commitments here...

5. Community Vision

Describe the patient community you are trying to build in as much concrete detail as you can.
What does it feel like to be a new patient walking into it for the first time? What does it sound like
in the common spaces? What do peer relationships look like by the end of someone's stay?
Vision has to be specific enough to build toward. 'A supportive environment' is not a vision — it is
a hope. What specifically are you building?
Record your honest reflection, clinical observations, or improvement commitments here...

6. Barriers to Community

What are the three biggest obstacles to genuine therapeutic community in your current setting?
Think about physical environment, scheduling, staff culture, patient population characteristics,
organizational policy, and any other factors that currently work against connection.
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Naming obstacles is not complaining — it is clinical assessment. You cannot dismantle barriers
you have not specifically identified.

Record your honest reflection, clinical observations, or improvement commitments here...

7. Peer Connection as Clinical Tool

Do you and your staff treat peer connection as a clinical intervention with measurable outcomes
— or as a nice side effect of group therapy? How intentional is your community-building strategy,
and how explicitly is it built into your treatment model?
Research is consistent: peer connection in recovery settings is one of the most powerful
predictors of long-term outcomes. If it is not intentional, it is an accident. Accidents are not
treatment.

Record your honest reflection, clinical observations, or improvement commitments here...

8. Community Baseline

On a scale of 1–10, rate the current quality of patient community in your program. What would
need to be true for it to be a point higher? What would patients say if you asked them to rate it
anonymously?
A baseline rating, revisited quarterly, is one of the simplest and most powerful quality indicators a
supervisor can track. Set the number and commit to moving it.

Record your honest reflection, clinical observations, or improvement commitments here...

Community Scoring
Community Scoring — Community Foundation
Rate the current state of your program on each domain from 1 (not yet present or just beginning)
to 10 (genuinely embedded, consistent, and producing clinical results). Score the reality, not the
goal.

Honest assessment of current patient community quality and depth
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—
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Clear vision for therapeutic community that is specific and buildable
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Staff fluency in community-building as a clinical practice beyond group facilitation
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Identification of specific structural and relational barriers to community
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Patient voice actively informing the community assessment and vision
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Phase Score

Early stage. The honest work of naming where you are is the most important thing you can do
right now. Every community that thrives started from an honest assessment of where it was
falling short.

Action & Notes
Month-by-Month Action Plan for Months 1–3
What specific actions will you take each month to build, improve, or protect your patient
community? Name the change, name the measure, name who is responsible.

Month A — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Month B — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?
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Month C — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Phase Completion Checklist
Completed honest assessment of patient community quality this phase

Engaged with all 8 reflection prompts (minimum 4 with written responses)

Community scoring completed and reviewed honestly

Personal phase commitment written and in active use

Month-by-month action plan drafted with specific changes named

At least one patient conversation conducted to gather direct community feedback

At least one programming or community change piloted this phase

Transition reflection: what am I carrying forward to build on in the next phase?

My Private Notes
What are you observing about your patient community that you haven't said out loud yet? What is shifting, what is
harder than expected, what is giving you hope?
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Part 3 · Phase II · Accountability & Engagement
Phase II · Months 4–6

Accountability & Engagement: Creating the Conditions for
Participation to Be Chosen, Not Forced
"Accountability without relationship is just enforcement. Engagement without meaning is just
compliance."

Phase II addresses two of the most persistent challenges in SUD treatment programming: getting
patients to genuinely participate — not just physically attend — and creating a culture of mutual
accountability where patients hold each other and the community's values with investment and
ownership. Too many treatment programs confuse attendance with engagement, compliance
with commitment, and rule-following with community accountability. The difference between a
treatment program that patients go through and one they are transformed by is almost entirely
about whether engagement is genuine or performed.

Overview
Phase Goals — What This Phase is For
1. Distinguish between compliance-based attendance and genuine therapeutic engagement as
clinical outcomes

2. Develop a patient accountability model rooted in community ownership rather than clinical
enforcement

3. Build strategies for improving group attendance that address the actual reasons for avoidance

4. Create individual and group accountability structures that feel supportive rather than punitive

5. Understand the motivational factors that drive genuine engagement in treatment programming

6. Design group and community norms collaboratively with patients to build buy-in and ownership

Phase Focus — How to Approach This Period
Phase II requires direct observation. Sit in on three groups this month without a clinical agenda —
just watch the engagement level, the body language, the eye contact, the participation patterns.
Notice who is present and who is absent and why. After each group, ask the facilitator what they
noticed about engagement. Then ask two or three patients the same question. You will often get
three completely different pictures — and all of them are data. Start one conversation this phase
with your team about the difference between compliance and engagement.
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My Commitment This Phase
What is the one thing you most want to build, change, or improve in your patient community during Months 4–6?
Be concrete. Be honest.

Reflection Prompts
These prompts are designed for honest clinical reflection — about your patients, your staff, your
program, and your own leadership of the community-building work. Answer from your real
experience, not your aspirations.

1. Engagement vs. Compliance

What does genuine therapeutic engagement look like versus performative compliance in your
groups and programming? Can you tell the difference in the room? What specific behaviors tell
you a patient is truly engaged versus going through the motions?
A room full of patients who are physically present but emotionally absent is not a therapeutic
community — it is a waiting room. The clinical question is always: are they in the room or are they
in the room?
Record your honest reflection, clinical observations, or improvement commitments here...

2. Engagement vs. Compliance

When a patient consistently misses groups, arrives late, or participates minimally — what is your
clinical team's first assumption about why? Is it resistance, lack of motivation, schedule conflict,
or something else? How does that assumption shape the clinical response?
The assumption underneath the intervention determines the intervention. Patients who are told
they are resistant often become resistant. Patients who are asked 'what's getting in the way for
you?' often tell you something clinically important.

Record your honest reflection, clinical observations, or improvement commitments here...

3. Patient-Owned Accountability

What would it look like for patients in your program to hold each other accountable to community
values — not as peer enforcers, but as genuine peers who care about each other's recovery?
What structures, rituals, or norms would support that kind of accountability?
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Patient-owned accountability is one of the most powerful forces in therapeutic community
models. It cannot be manufactured by staff — it has to emerge from genuine peer investment.
But staff can create the conditions for it.

Record your honest reflection, clinical observations, or improvement commitments here...

4. Patient-Owned Accountability

Does your program have any formal or informal mechanisms for patients to hold peer
accountability — check-ins, community meetings, peer mentorship, group norms discussions? If
yes — how well are they working? If no — what would it take to introduce them?
Community meetings where patients surface concerns, celebrate peer growth, and address
community issues are a cornerstone of therapeutic community models. Are they present in your
setting — and are they genuinely therapeutic?
Record your honest reflection, clinical observations, or improvement commitments here...

5. Improving Group Attendance

What are the most common reasons patients in your program miss or avoid groups — including
the real reasons they would tell a peer but might not tell staff? How many of those reasons are
addressable through clinical or structural changes versus patient motivation issues?
Attendance problems are almost never primarily about motivation. They are about scheduling,
relevance, facilitator quality, group climate, and whether the patient believes the group is
actually worth their time. Address the system before blaming the patient.

Record your honest reflection, clinical observations, or improvement commitments here...

6. Improving Group Attendance

What would make your programming worth getting out of bed for? If your patients had full agency
over which groups they attended and which ones they skipped — what would be packed and what
would be empty? What does the answer tell you about your programming?
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This is one of the most clarifying questions a clinical supervisor can ask. The groups patients
would choose to attend are the ones where something real is happening. The ones they would
skip are usually the ones where nothing is.

Record your honest reflection, clinical observations, or improvement commitments here...

7. Motivational Climate

How do your clinical staff talk about — and to — patients who struggle with engagement? Is the
language motivational, curious, and relational? Or is it clinical-distance language that keeps the
patient's struggle at arm's length?
The motivational climate of a treatment program is set in individual conversations between staff
and patients far more than in policies or schedules. What conversation is your team having with
the disengaged patient?
Record your honest reflection, clinical observations, or improvement commitments here...

8. Norm-Setting & Buy-In

When were your group and community norms last created or revisited collaboratively with
patients — not announced to them, but built with them? What would it mean clinically to let
patients co-author the expectations of the community they live in?
Norms that patients helped create are norms they enforce. Norms handed down from staff are
norms patients may follow while staff are watching. The difference in clinical impact is enormous.

Record your honest reflection, clinical observations, or improvement commitments here...

Community Scoring
Community Scoring — Accountability & Engagement
Rate the current state of your program on each domain from 1 (not yet present or just beginning)
to 10 (genuinely embedded, consistent, and producing clinical results). Score the reality, not the
goal.

Clinical team's ability to distinguish genuine engagement from performed compliance
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—
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Patient accountability structures that are community-owned rather than staff-enforced
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Attendance improvement strategies that address actual barriers rather than patient motivation
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Programming that patients would choose to attend if attendance were optional
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Collaborative norm-setting that produces genuine patient buy-in and ownership
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Phase Score

Early stage. The honest work of naming where you are is the most important thing you can do
right now. Every community that thrives started from an honest assessment of where it was
falling short.

Action & Notes
Month-by-Month Action Plan for Months 4–6
What specific actions will you take each month to build, improve, or protect your patient
community? Name the change, name the measure, name who is responsible.

Month A — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Month B — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?



Embrace, Empower & Evolve  ·  Timeline Mapping Building Healing Communities

© The Recovery Files Page 14

Month C — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Phase Completion Checklist
Completed honest assessment of patient community quality this phase

Engaged with all 8 reflection prompts (minimum 4 with written responses)

Community scoring completed and reviewed honestly

Personal phase commitment written and in active use

Month-by-month action plan drafted with specific changes named

At least one patient conversation conducted to gather direct community feedback

At least one programming or community change piloted this phase

Transition reflection: what am I carrying forward to build on in the next phase?

My Private Notes
What are you observing about your patient community that you haven't said out loud yet? What is shifting, what is
harder than expected, what is giving you hope?
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Part 4 · Phase III · Safe & Healing Environments
Phase III · Months 7–9

Safe & Healing Environments: Safety Is Not a Policy. It Is an
Experience.
"People cannot heal in environments where they do not feel safe enough to be honest."

Psychological safety is the soil that all therapeutic growth grows in. Without it, group therapy is
performance, peer support is surface-level, and accountability is theater. The patients in your
care have often experienced profound betrayals of trust — in their families, their relationships,
their communities, and sometimes in the very treatment systems they are now re-entering.
Creating a genuinely safe therapeutic environment is not about removing all discomfort — growth
requires productive discomfort. It is about creating a space where patients know that honesty will
not be weaponized against them, that vulnerability will be met with dignity, that conflict will be
addressed rather than suppressed.

Overview
Phase Goals — What This Phase is For
1. Develop a clinical framework for psychological safety as a measurable, buildable treatment
environment condition

2. Assess the current safety culture in your program from the patient perspective — not the staff
perspective

3. Train staff in trauma-informed practices that build safety at every point of contact with patients

4. Build protocols for addressing peer conflict, community violations, and trust ruptures
therapeutically rather than punitively

5. Create physical and relational environments that communicate dignity, respect, and the
expectation of healing

6. Establish rituals, practices, and structures that actively generate the experience of healing
community

Phase Focus — How to Approach This Period
Phase III requires you to get uncomfortable in the best way. Ask patients directly — in individual
sessions or in a community forum — what makes them feel safe here, and what makes them feel
unsafe. You will hear things that surprise you, things that implicate staff behavior or program
structure in ways that require action. Bring that feedback to your team without defensiveness.
This phase is also about elevating your trauma-informed practice from a concept to a clinical
standard.
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My Commitment This Phase
What is the one thing you most want to build, change, or improve in your patient community during Months 7–9?
Be concrete. Be honest.

Reflection Prompts
These prompts are designed for honest clinical reflection — about your patients, your staff, your
program, and your own leadership of the community-building work. Answer from your real
experience, not your aspirations.

1. Psychological Safety Assessment

How safe do your patients actually feel — not how safe your policies say they should feel? What
evidence do you have? What do patients share in individual sessions that they clearly hold back
in groups — and what does that gap tell you about your group safety climate?
The safest measure of group safety is the gap between what patients say individually and what
they say in group. A large gap means the group is not yet safe enough for real work. A small gap
means something genuinely therapeutic is happening.

Record your honest reflection, clinical observations, or improvement commitments here...

2. Psychological Safety Assessment

Are there populations, identities, or presenting issues within your patient community that tend to
feel less safe — less welcomed, less represented, less able to be fully honest? What specific
dynamics might be contributing to that, and what has been done to address them?
Safety is not uniform across a community. Patients from marginalized communities, those with
significant trauma histories, those who identify as LGBTQ+, or those with co-occurring mental
health needs may experience the safety of a community very differently from others.

Record your honest reflection, clinical observations, or improvement commitments here...

3. Trauma-Informed Environment

What does a trauma-informed environment mean concretely in your setting — beyond the
phrase? What specific staff behaviors, language choices, physical environment decisions, and
interaction norms reflect genuine trauma-informed practice versus the appearance of it?
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Trauma-informed care is one of the most used and least understood frameworks in SUD
treatment. The test is not whether you have a policy — it is whether patients feel the difference in
every interaction.

Record your honest reflection, clinical observations, or improvement commitments here...

4. Trauma-Informed Environment

When conflict arises between patients — which it will, because close community always produces
conflict — what is your program's clinical approach? Is conflict addressed as a community healing
opportunity or as a management problem? Who is involved in the repair process?
Conflict in a therapeutic community is not a problem to be eliminated — it is some of the most
important therapeutic material available. A community that never has visible conflict is either
non-existent or suppressed. How conflict is handled either deepens safety or destroys it.

Record your honest reflection, clinical observations, or improvement commitments here...

5. Physical & Relational Environment

Walk through your physical environment with the eyes of someone carrying significant shame,
trauma, and fear of judgment. What does the space communicate? Does it feel institutional and
clinical, or does it communicate dignity and the expectation of healing?
Environment is not neutral. The physical space communicates something to every patient who
enters it. What is yours communicating — and is that the message you want to send?
Record your honest reflection, clinical observations, or improvement commitments here...

6. Physical & Relational Environment

What specific relational rituals — morning check-ins, community meals, celebration of milestones,
welcome rituals for new patients, transition rituals when patients leave — does your program use
to build the felt experience of community and belonging?
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Rituals are the architecture of belonging. They mark time, acknowledge growth, welcome the
new, and honor the departing. Programs without rituals leave patients without a sense that their
presence and their journey mattered.

Record your honest reflection, clinical observations, or improvement commitments here...

7. Healing Community Practices

What is the explicit theory of change for peer community in your treatment model — how does
belonging to and contributing to a community of people in recovery produce healing? Is that
theory articulated to patients and staff, or is community building something that 'just happens' in
the background of formal treatment?
When patients understand why community is therapeutic — not just that it is supposed to be
good for them — they engage with it very differently. The theory of change for peer connection is
worth making explicit.

Record your honest reflection, clinical observations, or improvement commitments here...

8. Restoring Safety After Rupture

When trust is broken in the community — a serious boundary violation, a dangerous peer
dynamic, a staff action that patients experience as unjust — what is your clinical protocol for
restoring safety? Who is responsible for the repair, and how transparent is the process with the
community?
Community resilience is not built in the absence of rupture — it is built in how ruptures are
repaired. A community that has been through a serious rupture and emerged stronger is more
therapeutic than one that has never been tested.

Record your honest reflection, clinical observations, or improvement commitments here...

Community Scoring
Community Scoring — Safe & Healing Environments
Rate the current state of your program on each domain from 1 (not yet present or just beginning)
to 10 (genuinely embedded, consistent, and producing clinical results). Score the reality, not the
goal.
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Honest patient-perspective assessment of current psychological safety in the program
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Staff consistently model trauma-informed relational practice at every point of contact
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Community conflict is addressed therapeutically as a healing opportunity
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Physical and relational environment communicates dignity and the expectation of healing
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Community rituals that actively build belonging, recognition, and the felt experience of healing
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Phase Score

Early stage. The honest work of naming where you are is the most important thing you can do
right now. Every community that thrives started from an honest assessment of where it was
falling short.

Action & Notes
Month-by-Month Action Plan for Months 7–9
What specific actions will you take each month to build, improve, or protect your patient
community? Name the change, name the measure, name who is responsible.

Month A — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?
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Month B — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Month C — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Phase Completion Checklist
Completed honest assessment of patient community quality this phase

Engaged with all 8 reflection prompts (minimum 4 with written responses)

Community scoring completed and reviewed honestly

Personal phase commitment written and in active use

Month-by-month action plan drafted with specific changes named

At least one patient conversation conducted to gather direct community feedback

At least one programming or community change piloted this phase

Transition reflection: what am I carrying forward to build on in the next phase?

My Private Notes
What are you observing about your patient community that you haven't said out loud yet? What is shifting, what is
harder than expected, what is giving you hope?
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Part 5 · Phase IV · Programming Excellence
Phase IV · Months 10–12

Programming Excellence: Groups Worth Coming To, Experiences
Worth Having
"The best group is the one patients leave thinking: I needed that today."

The final phase of this timeline brings everything together into the crown jewel of
community-based treatment: programming that patients actually want to attend, that produces
observable clinical change, and that staff find meaningful to facilitate. Phases I through III built
the foundation — community culture, genuine accountability, and psychological safety. Phase IV
is where that foundation becomes a vehicle for clinical excellence in programming design,
facilitation quality, activity engagement, and long-term sustainability.

Overview
Phase Goals — What This Phase is For
1. Conduct a comprehensive programming audit — what is working, what is not, and what
patients and staff actually need

2. Redesign at least one underperforming program element using patient input, staff expertise,
and evidence-based practice

3. Build a clinical framework for group facilitation excellence that supervisors can use to coach
staff

4. Create a patient feedback loop that continuously informs programming quality and relevance

5. Develop sustainability strategies that maintain programming quality through census changes
and staff transitions

6. Write a Community & Programming Philosophy Statement that captures the vision and
commits to the standards

Phase Focus — How to Approach This Period
Phase IV is about legacy and sustainability. The work you have done across this year — building
community foundation, creating genuine accountability, establishing psychological safety — now
needs to become infrastructure rather than initiative. Conduct the programming audit this month
with patients and staff in the room together. Write the Community and Programming Philosophy
Statement and share it with your team. Build the feedback loop that makes patient voice a
standing part of how you assess and improve your program.
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My Commitment This Phase
What is the one thing you most want to build, change, or improve in your patient community during Months 10–12?
Be concrete. Be honest.

Reflection Prompts
These prompts are designed for honest clinical reflection — about your patients, your staff, your
program, and your own leadership of the community-building work. Answer from your real
experience, not your aspirations.

1. Programming Audit

If you looked honestly at your current programming schedule — every group, every activity,
every structured experience — which ones are producing real clinical value and which ones are
occupying time? What would you eliminate, redesign, or add if you had full authority and no
constraints?
A programming audit that starts from 'what should stay?' rather than 'what is required?' produces
very different results. The courageous version of this question asks what you would build from
scratch if you were starting over.

Record your honest reflection, clinical observations, or improvement commitments here...

2. Programming Audit

When did you last formally gather patient feedback on your programming — not satisfaction
scores, but genuine qualitative input about what is helping, what is not, what is missing, and what
they wish existed? What did you learn, and what changed as a result?
Programming that is designed without patient input is designed for a patient that does not exist.
The patients you actually have are the best consultants for the programming they actually need.

Record your honest reflection, clinical observations, or improvement commitments here...

3. Facilitation Quality

What does an excellent group facilitator look like in your setting? Not the technical competencies
— the human qualities. What do they do in the first five minutes that sets the tone? How do they
hold silence, manage conflict, draw out the quiet patient, and bring the group back from
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tangents?
Facilitation excellence is one of the most underinvested areas in SUD treatment supervision.
Many supervisors review group notes but never observe groups. The quality of what happens in
the room is the most important clinical variable you have.

Record your honest reflection, clinical observations, or improvement commitments here...

4. Facilitation Quality

How do you currently develop, coach, and recognize excellence in group facilitation among your
staff? Is facilitation quality discussed explicitly in supervision? Are staff observed and given
specific behavioral feedback? Is excellent facilitation identified and celebrated as a clinical
achievement?
Facilitation quality is teachable — but only if it is observed, specifically named, and explicitly
developed. Most group facilitators in SUD settings have never received structured feedback on
their facilitation from a supervisor who observed a full session.

Record your honest reflection, clinical observations, or improvement commitments here...

5. Activity Attendance & Meaningful Engagement

What programming exists in your setting that goes beyond formal group therapy — therapeutic
recreation, community service, expressive arts, physical activity, spiritual practices, peer-led
groups? How well are patients engaging with these activities, and what is the clinical rationale for
each one?
Healing happens in the full range of human experience — not just in the therapy room. The
activities and experiences that sit alongside formal treatment are often where some of the most
important community moments occur.

Record your honest reflection, clinical observations, or improvement commitments here...

6. Activity Attendance & Meaningful Engagement

What one new programming element — group, activity, ritual, or community experience — could
you introduce in the next 90 days that would most improve the quality of patient community and
therapeutic engagement in your setting? What would it look like, who would lead it, and how
would you measure whether it was working?
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The 90-day new programming commitment is a powerful change strategy: specific enough to
implement, short enough to evaluate, and meaningful enough to matter. What is yours?
Record your honest reflection, clinical observations, or improvement commitments here...

7. Sustaining Excellence

When key staff leave, census drops, or organizational pressure builds — what happens to the
quality of your patient community and programming? Is there infrastructure, documentation, and
shared culture that sustains excellence independent of any one person? Or does it depend on
individual champions?
Programming excellence that lives in one person's passion is fragile. Programming excellence
that lives in a team's shared culture and in documented systems is sustainable. Which one are
you building?
Record your honest reflection, clinical observations, or improvement commitments here...

8. Community & Programming Philosophy

Write your Community and Programming Philosophy Statement: what you believe about how
healing happens in community, what standards you hold for the patient experience in your
setting, and what you are committed to building and sustaining for the people who come here for
care.

A philosophy statement is the supervisor's public commitment to the patient community. It is not
an administrative document — it is a living declaration of what you are building and why it
matters.

Record your honest reflection, clinical observations, or improvement commitments here...

Community Scoring
Community Scoring — Programming Excellence
Rate the current state of your program on each domain from 1 (not yet present or just beginning)
to 10 (genuinely embedded, consistent, and producing clinical results). Score the reality, not the
goal.

Programming audit completed and used to drive specific improvements
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○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Patient feedback is a standing, structured input into programming decisions
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Facilitation quality is actively observed, coached, and developed through supervision
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

At least one new or redesigned programming element introduced and evaluated
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Community & Programming Philosophy Statement written and embedded in team culture
○ 1 ○ 2 ○ 3 ○ 4 ○ 5 ○ 6 ○ 7 ○ 8 ○ 9 ○ 10

—

Phase Score

Early stage. The honest work of naming where you are is the most important thing you can do
right now. Every community that thrives started from an honest assessment of where it was
falling short.

Action & Notes
Month-by-Month Action Plan for Months 10–12
What specific actions will you take each month to build, improve, or protect your patient
community? Name the change, name the measure, name who is responsible.

Month A — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Month B — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?
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Month C — Actions, Experiments & Measures

What specific community or programming change will you implement or pilot this month? What will success look
like?

Phase Completion Checklist
Completed honest assessment of patient community quality this phase

Engaged with all 8 reflection prompts (minimum 4 with written responses)

Community scoring completed and reviewed honestly

Personal phase commitment written and in active use

Month-by-month action plan drafted with specific changes named

At least one patient conversation conducted to gather direct community feedback

At least one programming or community change piloted this phase

Transition reflection: what am I carrying forward to build on in the next phase?

My Private Notes
What are you observing about your patient community that you haven't said out loud yet? What is shifting, what is
harder than expected, what is giving you hope?


