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Daniel Venture capital partner, the
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pipeline

CHAPTER 3
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Dr. Park Anesthesiologist, confidentiality barriers
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Marcus Fintech CTO, chest pains at 38 CHAPTER 6

Diana CRO at a public SaaS company, hasn’t
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Nathan and Michelle Burnout from the partner’s perspective CHAPTER 7

Robert Retired cardiothoracic surgeon, identity
crisis
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Amara Fintech CEO, the mid-career void CHAPTER 8

Sonia Founder and CEO, the board call from a
hospital room

CHAPTER 9

Thomas Private equity managing partner, quit
therapy too early

CHAPTER 10
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I

Foreword

wrote this book because I was tired of watching brilliant
people fall apart in silence.
As a psychotherapist, I’ve sat across from some of the most

accomplished people you can imagine. Founders who built
companies from nothing. Physicians who save lives before
breakfast. Attorneys who never lose. From the outside, they had
everything. From the inside, they were running on fumes.

They came to me not because they were weak, but because the
very traits that made them extraordinary had quietly turned
against them. The engine that powered their success was
overheating, and nobody could see it. They just knew something
was wrong.

What I kept hearing was some version of the same confession:

“I should be fine. I have everything I’m supposed to want. So
why do I feel like I’m drowning?”

That question haunted me. Not because I didn’t have answers,
but because the mental health system wasn’t built to deliver
them. Traditional therapy was not designed for people who think
in systems and strategy, who need a clinician who understands
the weight of a board meeting or the loneliness of being the
person everyone depends on. These people either got mediocre
care, or they got no care at all.
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That’s why I co-founded CEREVITY: to build a network of
clinicians who specialize in exactly this population. Not
generalists. Clinicians who understand your world because they
were trained specifically to work in it.

This book is for the person who Googles “therapy for
executives” at midnight. It’s for the leader who can’t remember
the last time someone asked how they were doing. It’s not a
replacement for therapy. It’s a mirror and a map. You’ve spent
your whole life performing. Let’s start the conversation about
what it’s costing you.

Martha Fernandez, LCSW
Co-Founder, CEREVITY
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I

Introduction
The Call That Changed Everything

t’s 2 a.m. and David is sitting in his car in the garage. The
engine is off. The house is dark. His wife and two kids are

asleep upstairs, and he is Googling “therapy for executives near
me” on his phone, his thumb hovering over each result like he’s
defusing a bomb.

David is the CEO of a Series B startup. Forty-three employees.
Twelve-million-dollar run rate. He closed his last funding round
four months ago, and everyone told him it was the win of a
lifetime. His investors are thrilled. His team thinks he’s
unstoppable. His LinkedIn profile reads like a highlight reel.

What nobody knows is that David hasn’t slept more than four
hours a night in six months. He’s drinking three glasses of
whiskey every evening to quiet the noise in his head. He had a
panic attack in a board meeting last week and told everyone it
was a bad reaction to medication. His wife asked him last month
if he still loved her, and he couldn’t answer. Not because the
answer was no, but because he didn’t feel anything at all.

David is not a real person. He’s a composite, built from dozens
of clients I’ve worked with over the years. But if you recognized
something in his story, if you felt a flicker of that’s me, then this
book is for you.
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•  •  •

I remember the moment I realized traditional therapy was failing
people like David.

It was early in my career. I was working with a client, a
managing partner at a major law firm, who had cycled through
three therapists in two years. Each time, she’d show up, talk for
fifty minutes, and leave feeling like she’d just described her life to
someone who had no framework for understanding it. One
therapist suggested she “practice gratitude.” Another asked her to
journal about her childhood. A third told her that her anxiety
was “probably just stress” and recommended yoga.

None of them were bad therapists. They were simply working
from a model that wasn’t built for her. They didn’t understand the
cognitive load of managing a team of sixty attorneys. They didn’t
understand how perfectionism operates differently when the
stakes involve million-dollar cases. They didn’t understand that
when she said “I’m tired,” she wasn’t talking about sleep. She was
describing a bone-deep exhaustion that no amount of rest could
fix, because the exhaustion was existential.

That client didn’t need to be told to relax. She needed a
clinician who understood her world well enough to challenge her
inside of it. Someone who could speak her language, match her
pace, and help her see the patterns that were slowly dismantling
her life without making her feel like she had to shrink herself to
fit into a therapeutic framework that wasn’t designed for people
like her.

That was the moment I knew something had to change. Not
just in my own work, but in the entire infrastructure of how
mental health care reaches high-performing professionals.

•  •  •

After years of working with high achievers (founders, surgeons,
partners, C-suite executives, elite athletes), I built everything
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around solving one problem: brilliant, driven people either
receiving therapy that didn’t fit or, more often, receiving no
therapy at all. Not because high achievers are more important
than anyone else, but because they have specific clinical needs
that require specific clinical expertise. The same way you’d see a
sports medicine specialist for a torn ACL instead of a general
practitioner, you deserve a therapist who is trained in the unique
psychology of high performance.

But this book isn’t about my work. This book is about you.
What you’re holding is not a self-help book. It’s not going to

tell you to wake up earlier, meditate more, or optimize your
morning routine. You’ve read those books. They didn’t work. Not
because the advice was wrong, but because it was never aimed at
the real problem.

This book is a clinical conversation in written form. It’s the
conversation I wish I could have with every high achiever who
sits in the dark at 2 a.m. wondering what’s wrong with them. It
will show you why you’re wired the way you are, why that wiring
is both your greatest asset and your most dangerous liability, and
what you can actually do about it. Starting now.

Every chapter opens with a real scenario drawn from
composite cases across my career. You will see yourself in these
stories. That’s the point. Because the first step toward change
isn’t a strategy or a framework. It’s recognition. It’s the moment
you stop performing long enough to say, “That’s me. And I’m not
fine.”

At the back of the book, you’ll find a toolkit: five worksheets
built from the frameworks in these chapters. Use them. Write in
them. That’s what they’re for.

Let’s begin.



P A R T  O N E

The Problem No One
Talks About
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R

C H A P T E R  1

You’re Not Fine

achel bills 2,400 hours a year. She’s a senior partner at one
of the most respected litigation firms in the country, and by

every external measure, she is at the top of her game. She won
three major cases last quarter. Her managing partners love her.
The associates on her team would follow her into a burning
building.

Rachel hasn’t slept through the night in over a year.
She wakes up at 3 a.m. most nights, heart pounding, running

through case details she’s already reviewed a hundred times.
She’ll lie there for an hour, staring at the ceiling, and then get up
and start working because at least that way the anxiety has
somewhere to go. By the time her alarm goes off, she’s already
put in two hours. Her assistant thinks she’s dedicated. Her
husband thinks she’s avoiding him. The truth is somewhere in
the middle, and she doesn’t have the language for any of it.

When people ask how she’s doing, Rachel says, “I’m fine.”
She says it to her partners. She says it to her mother. She says

it to herself in the mirror while she’s getting ready in the
morning, like a prayer she doesn’t believe anymore. Because “I’m
fine” is the only acceptable answer when your entire professional
identity depends on being the person who holds it together.
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Rachel is not fine. And on some level, she knows it. She’s
started having stomach problems that her doctor can’t explain.
She snaps at her kids over nothing and then lies awake feeling
guilty about it. She poured a glass of wine last Tuesday at 4 p.m.
and didn’t even realize she’d done it until it was empty. These are
signals. Her body is sending them constantly. But Rachel is
trained to override signals. That’s what made her a great litigator.
It’s also what’s slowly taking her apart.

The gap between knowing something is wrong and actually
doing something about it is enormous when your whole life is
built on the premise that you can handle anything.

•  •  •

“I’m fine” is the most dangerous sentence a high achiever can say.
Not because it’s a lie, exactly. It’s more complicated than that. It’s
a reflex. It’s a survival mechanism. It’s the script you learned to
recite so early in your career that you forgot it was a script at all.

High achievers are masterful at performing wellness. You
show up. You deliver. You hit your numbers, meet your
deadlines, close your deals. And because the people around you
measure health by output, nobody questions it. Your boss doesn’t
pull you aside and say, “Hey, you seem like you’re falling apart.”
Your spouse might sense it, but they’ve learned that asking
directly doesn’t get them anywhere. Your friends, if you still have
time for friends, see the curated version of you.

The mask works because it’s built on real competence. You are
good at what you do. You can handle more than most people.
That’s not delusion. That’s fact. But the mask doesn’t just hide
your struggle from other people. Over time, it hides your struggle
from you. You normalize the insomnia. You normalize the
drinking. You normalize the low-grade dread you feel every
Sunday night. You call it “the cost of success” and move on.
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And the world rewards you for it. That’s the cruelest part. The
more you suppress, the more you produce. The more you
produce, the more you’re praised. The more you’re praised, the
harder it becomes to admit that the whole thing is held together
with duct tape and caffeine. You become trapped in a feedback
loop where the exit door looks like failure, and failure is the one
thing you’ve organized your entire identity around avoiding.

•  •  •

There’s a clinical distinction that I come back to constantly with
clients: the difference between functioning and thriving.

Functioning means you’re getting through the day. You’re
meeting expectations. Bills are paid. Emails are answered. The
machine is running. From the outside, functioning looks fine. It
looks normal. It might even look impressive.

Thriving is different. Thriving means you have energy left at
the end of the day, not just for work, but for the people you love,
for the things that matter to you outside of performance. It
means your sleep is restful, not a collapse. It means you feel
present in conversations instead of running calculations in the
back of your mind. It means you can sit still without feeling like
you’re wasting time.

Most of the high achievers I work with haven’t thrived in
years. Some of them can’t remember what it felt like. They’ve
been in functioning mode for so long that they’ve genuinely
forgotten there’s another gear.

I have a question I ask every new client in our first session:
“When was the last time you felt good? Not productive. Not
accomplished. Just good?” Most of them go quiet. Some laugh,
like I’ve asked them something absurd. A few get emotional, and
those are the ones who are closest to understanding what they’ve
lost. Because the question isn’t really about happiness. It’s about
whether they still have access to their own inner life, or whether
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performance has consumed so much of their bandwidth that
there’s nothing left over for the experience of actually being
alive.

That silence tells me more than any intake form ever could.

•  •  •

One of the reasons high achievers stay stuck is that the people
around them can’t see what’s happening. And it’s not because
they don’t care. It’s because high achievers are too good at hiding
it.

Think about it from the outside. Your colleagues see someone
who delivers results under pressure. Your family sees someone
who provides, who shows up, who handles things. Your social
circle sees someone who has their life together. Nobody is
looking at you and thinking, “That person is suffering.” Because
suffering, in our culture, looks like falling apart. It looks like
missed deadlines and public breakdowns and visible failure.
High-achiever suffering looks like none of those things. It looks
like success.

There’s also a deeper issue at play. Most people in your life
benefit from your performance. Your partners rely on your
income. Your teams rely on your leadership. Your investors rely
on your execution. If you slow down, the whole ecosystem feels
it. That creates an unspoken pressure to keep going that has
nothing to do with your own willpower and everything to do
with the structure of your life. You’ve built a machine that
requires you to run at full speed, and the machine has no interest
in your well-being.

I’ve worked with clients who were in the deepest clinical
depression of their lives while simultaneously running
companies, managing surgical teams, and closing billion-dollar
transactions. Their performance didn’t slip. In some cases, it
actually improved, because the work became the only place they
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could escape the emptiness they felt everywhere else. The office
was a controlled environment where the rules made sense and
effort produced results. Home was unpredictable. Relationships
were messy. But work? Work was a system they could win.

And the worse they felt, the harder they worked. That is the
paradox that makes high-achiever burnout so difficult to catch.
The coping mechanism and the problem are the same thing.
Work is the drug and the escape. Achievement is the anesthetic.
And because the anesthetic keeps producing results, nobody
intervenes. The system rewards the very behavior that’s
destroying the person inside of it.

•  •  •

Dr. Rao is forty-four years old. She is an orthopedic surgeon,
fellowship-trained in sports medicine, and one of the most
sought-after specialists in her hospital system. She operates four
days a week, sees patients in clinic on the fifth, and spends most
of her weekends reviewing imaging studies and returning patient
calls because her referral volume outpaced her administrative
support two years ago and she never hired additional help. Her
outcomes are exceptional. Her patient satisfaction scores are in
the ninety-eighth percentile. She was named to a regional “Top
Doctors” list for the fourth consecutive year.

She is also, as of six months ago, unable to eat a full meal
without abdominal pain.

It started with migraines. Not the occasional tension headache
that comes with long surgical days, but debilitating, vision-
disrupting episodes that would hit twice a week without
warning. Her neurologist ordered an MRI. Clean. Prescribed a
triptan. It helped sometimes. Then the GI symptoms arrived:
bloating, cramping, episodes of nausea so severe she had to
excuse herself from the OR between cases. Her gastroenterologist
ran a full workup. Endoscopy, colonoscopy, food sensitivity
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panel, celiac screen. Everything came back within normal limits.
He suggested she try eliminating gluten. She did. Nothing
changed.

Then her rheumatologist found elevated inflammatory
markers on routine bloodwork. Not dramatically elevated, but
persistently so. ANA was weakly positive. Sed rate was creeping
up. Not enough to diagnose lupus or rheumatoid arthritis, but
enough to warrant monitoring. She was referred to a second
rheumatologist for a consult. More blood. More imaging. More
waiting rooms. More uncertainty.

Three specialists. Fourteen appointments in four months. No
unifying diagnosis.

What Dr. Rao’s doctors were looking at, separately and
without coordination, was, in all likelihood, the somatic
presentation of chronic stress in a body that had been running in
survival mode for over a decade. Stress is one of the most
common migraine triggers, and a nervous system stuck on high
alert is a reliable way to make migraines more frequent and more
severe. The GI symptoms fit the well-documented effect of
chronic stress on gut motility and the intestinal microbiome. The
inflammatory markers were consistent with years of HPA axis
dysregulation, the hypothalamic-pituitary-adrenal system that
governs your stress response stuck in the “on” position for so
long that her immune system had settled into chronic, low-grade
inflammation, braced for a threat that didn’t exist in the body
because it existed in the schedule.

This is what burnout looks like in a body that belongs to
someone who would never use the word “burnout” to describe
themselves.

High achievers don’t present to mental health providers with
burnout. They present to cardiologists with chest pain and
palpitations that don’t correlate with cardiac pathology. They
present to gastroenterologists with irritable bowel symptoms



18

that don’t respond to dietary intervention. They present to
rheumatologists with inflammatory markers that don’t resolve
because, in many of these cases, the inflammation isn’t coming
from an autoimmune process. It’s coming from a nervous system
that has been treating the operating schedule like a war zone for
fifteen years.

The medical system is built to look for disease. It is not built to
look for distress that presents as disease. And so the high
achiever gets referred from specialist to specialist, each one
examining their organ system in isolation, none of them stepping
back far enough to see the pattern: a body in revolt against a life
it was never designed to sustain at this pace.

The clinical term is somatization, the process by which
psychological distress converts into physical symptoms. But that
term, in common usage, carries an implication that the
symptoms aren’t real. They are real. Dr. Rao’s migraines are real.
Her GI pain is real. The inflammation is measurable,
documented, and causing genuine suffering. The symptoms are
not imaginary. They are the body’s honest accounting of a debt
the mind refuses to acknowledge.

One caution before going further: physical symptoms always
deserve a full medical workup. Stress is a conclusion you reach
after the tests, not instead of them. But when the tests keep
coming back clean, it’s time to look at the life the body is living.

Dr. Rao is a composite, built from a pattern I see constantly:
clients who arrive at my office only after the medical system has
exhausted its diagnostic tools and they have exhausted their
patience. They come to therapy not because they think they’re
stressed, but because their internist, after running out of other
explanations, gently suggested that maybe it would help to talk to
someone. They show up skeptical, frustrated, and convinced that
the answer is medical, not psychological. Some of them are
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angry. They feel dismissed. They feel like they’re being told it’s
all in their head.

It’s not in their head. It’s in their cortisol. It’s in their vagal
tone, which has degraded from years of sympathetic dominance
until the parasympathetic nervous system can barely function.
It’s in their inflammatory cascade, which has become chronic
because the stress hormones that trigger it never fully clear the
system. It’s in their sleep architecture, which has been so
disrupted by nighttime cortisol spikes that seven hours in bed
can deliver far less restorative sleep than the clock suggests. The
body is keeping a ledger that the conscious mind refuses to read.

Dr. Rao didn’t come to therapy because she thought she was
burned out. She came because her gastroenterologist asked her,
during their third appointment, how many hours a week she
worked. When she answered honestly (she put it at sixty-five,
though her husband would have said seventy-five), the doctor
paused, looked at her chart, and said something no specialist had
said before: “I don’t think the problem is in your gut.”

He was right. And that single question, the one about her
hours, was the first time in fourteen appointments that any
clinician had treated Dr. Rao’s life as relevant to Dr. Rao’s
symptoms.

This is what I mean when I say the medical system isn’t built
to see this. Each specialist was doing their job competently,
within the scope of their training, examining one organ system at
a time. The neurologist looked at the brain. The
gastroenterologist looked at the gut. The rheumatologist looked
at the immune markers. Nobody looked at the person. Nobody
asked the question that should have been asked at appointment
one: what does your life actually look like?

When we started working together, Dr. Rao told me she’d
always assumed that the physical symptoms were the real
problem and the stress was just context. She had it exactly
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backwards. The stress was the pathology. The symptoms were
the presentation. And until someone named that inversion, she
was going to keep cycling through specialists who would keep
finding nothing, because the thing they were looking for doesn’t
show up on a scan. It shows up in a cortisol curve that never
returns to baseline. It shows up in a resting heart rate that has
been elevated so long she forgot what normal felt like. It shows
up in a woman who operates on other people’s bodies for a living
and has completely lost the ability to listen to her own.

The body doesn’t negotiate. It doesn’t care about your surgical
volume or your patient satisfaction scores or your position on the
regional rankings. It doesn’t care about your quarterly targets or
your production benchmarks or the fact that your department
can’t function without you. It keeps a ledger. And eventually,
always, it collects.

•  •  •

Here’s what nobody tells you about running on fumes: it doesn’t
just burn you out. It reshapes who you are.

Your body registers the damage long before your mind does.
I’ve watched clients develop chronic migraines, digestive issues,
unexplained back pain, autoimmune flares, none of which had a
clear medical explanation. Their doctors ran tests, found nothing
definitive, and sent them home with prescriptions that were
never going to work because the root cause wasn’t physical. It
was a nervous system that had been running in fight-or-flight for
so long it forgot how to turn off.

Chronic exhaustion changes your brain chemistry. It erodes
your capacity for empathy. It shortens your fuse with the people
you love. It flattens your emotional range until you can’t tell the
difference between a good day and a bad one because they all
feel the same: gray, automatic, on rails.
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•  •  •

Your relationships feel it first. You become the parent who’s
physically at the dinner table but mentally replaying the 4 o’clock
meeting. Your kids learn to read the look on your face and know
when to stop talking. Your friendships become transactional, if
they survive at all. You tell yourself you’ll be more available once
things calm down, but things never calm down, because you’ve
built a life that doesn’t have a calm setting.

But you notice. Somewhere underneath all the performance
and productivity, you notice. You notice that you don’t laugh the
way you used to. You notice that you can’t remember the last
book you read for pleasure, the last conversation that wasn’t
about work, the last time you felt genuinely excited about
something that had nothing to do with an outcome. You notice
that you’ve started measuring your days by what you got done
instead of how you felt living them.

And then you tell yourself it doesn’t matter. Because you’re
fine.

•  •  •

I know this pattern because I lived it. I worked full time and went
to school full time for years. Everyone told me I was impressive.
My professors commended my discipline. My employer valued
my output. I was the person who showed up early, stayed late,
and never complained.

No one asked me if I was okay.
I don’t blame them. I was performing wellness so

convincingly that there was nothing to question. And the truth is,
if someone had asked, I probably would have said, “I’m fine.”
Because I believed it. I had confused being functional with being
healthy, and I didn’t know those were different things. I thought
if I could keep up, I was okay. I thought the fact that I was
exhausted just meant I was working hard enough. I wore the
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fatigue like a badge because the culture I operated in treated it
like one.

That confusion is what keeps high achievers locked in this
cycle. You don’t recognize what’s happening because your
version of “not okay” still looks better than most people’s best
day. You compare yourself to a standard that has nothing to do
with wellness and everything to do with output. And as long as
the output is strong, you tell yourself the rest doesn’t matter.

Here is what I need you to hear, and I need you to hear it
without the filter you normally run everything through: the rest
is the only thing that matters. The output will survive a
slowdown. Your body, your relationships, your sense of self?
Those don’t bounce back as easily as a quarterly target. And by
the time most high achievers walk into my office, they’ve already
spent years making withdrawals from accounts they never
bothered to check the balance on.

•  •  •

If you’ve read this far and something in you is resisting, if there’s
a voice in the back of your head saying “This doesn’t apply to me”
or “I’m not that bad”, I’d ask you to sit with that for a moment.
That resistance isn’t strength. It’s the mask doing its job.

The first step isn’t fixing anything. It isn’t finding a therapist or
overhauling your schedule or reading the right book, although
all of those things may come later. The first step is much simpler
and much harder than any of that.

It’s just telling the truth. Not to your boss or your partner or
your therapist. To yourself. Looking at the way you’re living and
asking one honest question:

“Am I actually fine? Or have I just gotten really good at
pretending?”

And if pretending has become automatic, it’s worth
understanding why your brain was built to make it so easy.
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C H A P T E R  2

The Wiring

iran hasn’t taken a vacation in four years.
He’s a cardiologist. One of the best in his hospital

system. He runs a practice, oversees a team of fellows, and still
takes call three nights a week because he doesn’t trust anyone
else to manage his patients the way he would. His colleagues
respect him. His patients adore him. His wife stopped asking him
to take time off two years ago because the answer was always the
same: “After this quarter.” The quarter never ends.

The last time Niran sat still for more than twenty minutes
without checking his phone, reviewing charts, or mentally
reorganizing his schedule was so long ago that he can’t place it.
He tried to take a long weekend once. Made it to the airport. Sat
at the gate. And then opened his laptop and started working on a
research paper because the thought of doing nothing made his
chest tight. He told his wife the paper had a deadline. It didn’t.

What Niran calls discipline, his wife calls obsession. What his
colleagues call dedication, his therapist would call avoidance.
And what he experiences as “I just have a hard time shutting off”
is actually something far more specific. His brain is wired in a
way that makes stillness feel like danger and achievement feel
like oxygen. He’s not choosing to work this hard. On some
neurological level, he can’t stop.
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His wife has learned not to bring up the vacation conversation
anymore. She tried once, a few years ago, to book a week in the
mountains. Somewhere quiet. No agenda. Niran agreed,
reluctantly. Two days in, he was on his phone reviewing lab
results. By day three, he’d found a reason they needed to go home
early. He told her a patient needed him. The truth was subtler
and harder to say out loud: he needed the patient. He needed the
structure. Without work to organize his hours, he didn’t know
what to do with himself, and the not-knowing made him anxious
in a way that felt almost physical.

And he’s far from alone.

•  •  •

There’s a reason high achievers can’t downshift, and it has less to
do with ambition than most people think. It’s neurological. The
brains of high-performing individuals are often running a drive-
reward loop that was useful once and has since become a trap.

Here’s how it works. You accomplish something. Your brain
releases dopamine. Dopamine feels good, so your brain marks
that behavior as worth repeating. You accomplish something
bigger. More dopamine. The threshold rises. Now the baseline
achievement that used to satisfy you barely registers. You need a
bigger deal, a harder case, a higher target. The loop tightens. And
over time, your brain stops responding to ordinary life with any
enthusiasm at all, because ordinary life doesn’t produce enough
neurochemical reward to compete with the intensity of high-
stakes performance.

This is the same mechanism that drives addiction, and I use
that comparison deliberately. The substance is different, but the
pattern is identical. Tolerance builds. The dose has to increase.
Withdrawal feels unbearable. And the person caught in the cycle
is often the last to recognize it, because the behavior being
reinforced looks like success. Nobody stages an intervention for
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the physician who works eighty-hour weeks. Nobody pulls aside
the founder who hasn’t taken a day off in six months and says,
“We’re worried about you.” The world celebrates the behavior
while the brain quietly degrades under the weight of it.

The neuroscience of reward helps explain why. In addiction
research, repeated flooding of the mesolimbic dopamine
pathway is associated with a downregulation of D2 receptors in
the striatum: the system turns down its own sensitivity. Nobody
has scanned a surgeon’s brain after a decade of eighty-hour
weeks to prove that achievement does exactly the same thing at
the receptor level. But the behavioral pattern looks remarkably
similar, and the principle holds: the more you flood the system
with high-reward experiences, the less responsive it becomes to
ordinary ones. Your brain recalibrates what it considers
rewarding.

This is why activities that should feel pleasurable (dinner with
your family, a walk in the evening, reading something that has
nothing to do with work) start to feel flat. Not because those
things have changed, but because your reward system has been
hijacked by a cycle that only responds to output. Your prefrontal
cortex, the part of your brain responsible for long-term planning
and impulse control, gets overridden by a striatum screaming for
the next hit. You’re chasing the next thing before you’ve finished
the last thing, and you can’t explain why, because it doesn’t feel
like a choice. It feels like who you are.

I’ve watched this cycle dismantle people who, from the
outside, appeared to have everything under control. The partner
who closes a record-breaking deal and feels nothing. The surgeon
who saves a life and immediately starts worrying about the next
case. The founder who hits their revenue target and moves the
goalpost before anyone can celebrate. They’re not ungrateful.
Their brains have simply stopped registering accomplishment as
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satisfying. The dopamine hit that once came from doing well
now only comes from doing more. And “more” has no ceiling.

But it’s not who you are. It’s how you’re wired. And there’s a
difference.

•  •  •

Let’s talk about perfectionism, because most people
misunderstand what it actually is.

Perfectionism is not a personality trait. It’s a survival strategy.
It’s the adaptation your brain made early in life when it learned
that being good enough wasn’t safe, that only being exceptional
kept the anxiety at bay. For some people, this was shaped by a
parent who withheld approval unless performance was flawless.
For others, it was an academic environment that ranked and
sorted children by output. For many high achievers, it was
simply the discovery that excellence produced love, attention,
and safety, and that anything less produced silence.

Once your brain learns that equation (perfect equals safe,
imperfect equals danger), it will defend it with everything it has.
Perfectionism becomes automatic. It stops feeling like a choice
and starts feeling like the only way to operate. You don’t
experience it as rigidity. You experience it as standards. You tell
yourself, “I just care about quality.” And you do care about
quality. But there’s a difference between healthy standards and a
nervous system that treats every imperfection as a threat.

The tragedy of perfectionism as a survival strategy is that it
works just well enough to never get questioned. You become the
most reliable person in the room. You become the one who
catches every mistake, who delivers flawless work, who never
needs to be asked twice. And because perfectionism produces
excellence, everyone around you reinforces it. Your mentors
praised it. Your employers promoted it. Your clients depend on it.
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The whole ecosystem rewards the very thing that’s consuming
you from the inside.

I had a client, a managing director at an investment bank,
who rewrote the same client presentation eleven times before
sending it. Eleven drafts. The first version was excellent. His
team told him so. His colleagues told him so. But something in
his nervous system wouldn’t let him send it, because each time
he reviewed it, he found one more sentence that could be tighter,
one more data point that could be presented more cleanly, one
more slide that didn’t feel exactly right. By the time he finally
sent it, he’d spent forty hours on a deliverable that should have
taken six, and he still wasn’t satisfied. He told me he felt like a
fraud. Not because the work was bad. Because he couldn’t
understand why something that should have been routine had
consumed him so completely.

That’s what perfectionism looks like from the inside. It’s not
the pursuit of excellence. It’s the inability to stop pursuing. It’s
the voice that says “This isn’t good enough yet” long after the
work has passed every objective standard of quality. And the
cruelest part is that the person experiencing it often can’t tell the
difference between their healthy drive to do well and the
compulsive need to do more. They look identical from the
outside. The difference is in the body: the tightness in the chest,
the inability to walk away, the low-grade dread that follows you
home even after the deliverable is sent.

The clinical problem is that perfectionism, like the drive-
reward loop, escalates. The standard rises. The tolerance for
error shrinks. What used to be an A-minus performance that you
could live with becomes unacceptable. The gap between where
you are and where your brain demands you be grows wider, and
that gap is where anxiety, burnout, and self-contempt live. You’re
not failing by any external measure. But internally, you’re failing
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constantly, because the measuring stick you’re using was never
calibrated to anything humane.

•  •  •

Here is the hardest thing I tell my clients, and it’s the thing most
of them already sense but haven’t been able to articulate: the
traits that made you successful are the same traits that are now
destroying you.

Not because the traits are inherently bad. They’re not. They’re
extraordinary. But extraordinary traits without regulation are
like a fire without a fireplace. The same energy that heats the
house will eventually burn it down.

The relentless drive that got you through medical school is the
same drive that won’t let you rest. The hypervigilance that makes
you a brilliant strategist is the same hypervigilance that keeps
you awake at night. The intensity that draws people to your
leadership is the same intensity that burns through your closest
relationships. The need for control that made you an exceptional
operator is the same need for control that makes you impossible
to work for, impossible to live with, and impossible to help.
These traits didn’t change. The context changed. What was
adaptive when you were building something has become
maladaptive now that the something is built and you can’t stop
building.

In clinical terms, this is called a strengths-become-
vulnerabilities pattern, and it’s one of the most common things I
see in high-achieving clients. The trait that gets you to the top is
the trait that makes the top unbearable. And nobody warns you
about it, because the people who could warn you, the therapists,
the coaches, the mentors, are usually celebrating the same
behavior that’s quietly destroying your life.

I think of it like a thermostat that was set to high when you
were twenty-two and never recalibrated. The room temperature
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changed. Your life changed. But the internal setting is still where
it was when survival required maximum output at all times. Your
brain doesn’t know the difference between building a career and
maintaining one. It only knows one speed. And that speed, over
years, grinds down everything: your health, your patience, your
capacity to enjoy the life you built.

•  •  •

There’s a clinical concept called allostatic load. It refers to the
cumulative wear and tear on your body and brain when stress
systems are activated repeatedly without adequate recovery.
Think of it as the total biological cost of chronic high
performance. Every sleepless night, every skipped meal, every
Sunday evening spent dreading Monday, every conflict you
powered through instead of processing, all of it accumulates.
Your cortisol stays elevated. Your inflammatory markers creep
upward. Your cardiovascular system operates under constant
low-grade strain. The bill doesn’t come due all at once. It comes
due slowly, in the form of the health problems your doctor can’t
explain, the emotional numbness you can’t shake, the feeling that
your body is aging faster than it should.

And here’s what makes allostatic load especially insidious in
high achievers: you’re too competent to collapse. Most people hit
a wall and are forced to stop. Their performance degrades visibly.
Their body gives out in a way that demands attention. But high
achievers have an extraordinary capacity to function under load.
You absorb the damage and keep going. You compensate. You
adapt. And because you never hit the wall in a way that’s visible
to anyone else, the load just keeps accumulating. By the time you
finally feel the weight of it, you’ve been carrying it for years.
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•  •  •

Daniel is forty-seven. He’s a partner at a venture capital firm that
manages just under two billion in assets. He sits on four boards.
He flies roughly a hundred and fifty thousand miles a year. He
has a wife, two teenage daughters, and a home in the suburbs
that he sleeps in maybe five nights a week.

His daily cycle, which he has never described to anyone in its
entirety, goes like this.

He wakes at 5:30 a.m. to an alarm he doesn’t need, because his
body has been conditioned to surface from sleep at precisely that
hour regardless of what time he fell asleep. By 5:45, he’s
consumed his first cup of coffee: a double espresso from the
machine in the kitchen. By 7:00, at his desk, a second double. By
10:00 a.m., he’s consumed roughly four hundred milligrams of
caffeine, the entire daily amount the FDA considers generally
safe for a healthy adult. He doesn’t think of it as heavy use. He
thinks of it as morning.

At noon, he takes twenty milligrams of Adderall. It’s
prescribed. He obtained the prescription eighteen months ago
through a telehealth platform that offers psychiatric evaluations
in fifteen-minute video appointments. He described his
symptoms accurately: difficulty focusing in long meetings,
mental fatigue by mid-afternoon, a sense that his cognitive edge
was dulling. The clinician on the other end of the video, who had
never met Daniel and would never meet him, diagnosed ADHD
based on a self-report checklist and prescribed the stimulant the
same day. Daniel doesn’t know whether he actually has ADHD.
He knows the medication works, in the sense that it produces
four hours of sharp, focused energy that gets him through the
afternoon block of calls and deal reviews. That’s enough for him.

By 6:00 p.m., the Adderall is wearing off. The comedown is
subtle but real: a kind of mental grayness, an irritability he can
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feel in his jaw. He gets home, if he’s home, around 7:30. By 8:00,
he’s poured his first scotch. A generous pour, two fingers,
Macallan 18. He tells himself it’s a nightcap. By 9:00, there’s a
second glass. The alcohol does what it’s designed to do: it quiets
the engine. The mental churn that has been running since 5:30
a.m. finally begins to slow. His shoulders drop. His breathing
deepens. For the first time all day, he feels something
approximating relaxation.

By 10:30, the scotch is wearing off and the rebound is kicking
in: a shallow, restless alertness that alcohol produces when it
clears the system. He’s tired but wired. His brain won’t settle. At
11:00, he takes ten milligrams of Ambien. He’s been taking it for
three years, another prescription from another telehealth
appointment, obtained after he described the insomnia
accurately enough to get what he needed. He’s asleep by 11:30.

At 5:30 a.m., the cycle begins again.
Here is what Daniel’s cycle actually is, stripped of the

normalizing narrative he’s built around it: each substance in the
stack solves a problem created by the previous one. The caffeine
compensates for the poor-quality sleep produced by the Ambien,
which doesn’t generate the deep, restorative sleep stages the
brain requires; it sedates, which is not the same thing. The
stimulant compensates for the attentional cost of running a brain
on four hundred milligrams of caffeine and six hours of
pharmacologically impaired sleep. The alcohol compensates for
the inability to downregulate after sixteen hours of stimulant-
driven sympathetic activation. The sleep medication
compensates for the alcohol’s disruption of sleep architecture:
alcohol is one of the most effective destroyers of REM sleep that
exists, which means the “relaxation” Daniel feels at 8:00 p.m. is
purchased at the direct cost of the restorative sleep he needs at
2:00 a.m.
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The stack is self-reinforcing. Each substance makes the next
one necessary. Remove any one element and the whole system
destabilizes: without the caffeine, he can’t function on the
degraded sleep; without the stimulant, he crashes by 2:00 p.m.;
without the alcohol, his nervous system won’t quiet; without the
Ambien, the alcohol rebound keeps him awake. Daniel hasn’t
consciously designed this system. It assembled itself over years,
one prescription and one habit at a time, each addition solving
an immediate problem without anyone (including Daniel)
mapping the cumulative architecture.

And from the outside, the system is invisible. Daniel isn’t
stumbling into meetings. He isn’t slurring words at dinner. He
isn’t missing flights or dropping deals. His performance, by every
metric his firm tracks, is excellent. The partners see a sharp,
energetic, decisive investor. His limited partners see a steward of
their capital who is always on, always available, always sharp.
Nobody sees the pharmacological scaffolding holding the
performance together, because the scaffolding works.

This is the unofficial pharmacology of high performance, and
it is staggeringly common in the populations I work with. The
specific substances vary. For some, it’s caffeine and wine. For
others, it’s prescription stimulants and benzodiazepines. For a
growing number, it’s microdosed psychedelics in the morning
and THC gummies at night. The cultural veneer changes by
industry: the tech founder’s stack looks different from the
surgeon’s stack looks different from the Wall Street partner’s
stack. But the underlying pattern is identical. A chemical system
built to sustain a pace of performance that the unassisted human
body was never designed to maintain.

The clinical question I need to address directly is whether this
constitutes addiction. For some clients, it does. The diagnostic
criteria are clear: loss of control over use, continued use despite
negative consequences, tolerance, withdrawal. When those
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criteria are met, the treatment plan includes substance-specific
intervention.

But for many high achievers, the pattern doesn’t meet the
clinical threshold for addiction. Daniel isn’t binge drinking. He
isn’t escalating his Adderall dose. He isn’t doctor-shopping for
Ambien. He’s using each substance within broadly acceptable
parameters, in quantities that most clinicians wouldn’t flag as
disordered. The problem isn’t the dose. It’s the architecture. It’s
the fact that a highly intelligent adult has constructed a chemical
life-support system to maintain a pace of output that his
unassisted biology cannot sustain, and that every component of
the system is subtly degrading the very capacities it’s designed to
preserve.

His sleep is getting worse, not better, despite the Ambien,
because pharmacological sedation doesn’t produce the slow-
wave and REM sleep his brain needs to consolidate memory and
regulate emotion. His attention is fragmenting, not sharpening,
despite the Adderall, because stimulants in a chronically
exhausted brain produce a narrow, rigid focus that mimics
concentration but lacks the flexibility that real cognitive
performance requires. His cardiovascular system is under strain
from the daily combination of caffeine, stimulants, and alcohol:
three substances that, in combination, create a stress load on the
heart that no cardiologist would endorse. And the nightly pairing
of alcohol and Ambien is one prescribers specifically warn
against, because both depress the central nervous system. His
emotional range is narrowing because every substance in the
stack is either amplifying or suppressing neurochemical
signaling in ways that leave no room for the subtle, modulated
emotional experience that constitutes psychological health.

The pattern isn’t always addiction. Sometimes it’s a perfectly
logical response to an impossible set of demands. Daniel isn’t
weak. He’s resourceful. He identified a set of problems and
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solved them with the tools available. But logical doesn’t mean
sustainable. And sustainability is the question that the fuel stack
never answers, because the stack is designed to get through
today, not to protect tomorrow.

The deeper issue, the one that no prescription can address, is
the nervous system underneath the stack: the system that can no
longer regulate itself without chemical intervention. That
nervous system, and what chronic activation has done to it, is
what we need to understand next.

•  •  •

If you think in systems, and most people reading this book do,
then here is the system that governs almost everything discussed
in these pages: your autonomic nervous system.

You have two branches. The sympathetic nervous system is
the accelerator. It mobilizes energy, sharpens focus, increases
heart rate, and prepares the body for action. This is the system
that fires when the deal is closing, when the surgical
complication arises, when the opposing counsel objects, when
the board asks a question you didn’t anticipate. It’s the system
that makes you fast, alert, and formidable under pressure. You
know this system intimately. You’ve been running on it for most
of your adult life.

The parasympathetic nervous system is the brake. It slows the
heart rate, facilitates digestion, restores energy, and enables the
kind of deep rest and repair that your body requires to sustain
itself over decades. This is the system that should activate when
the work is done, when you’re home, when the day is over and
the body needs to recover. It’s the system that enables restful
sleep, healthy digestion, immune function, and emotional
regulation. It’s also the system that, in most high achievers I
work with, has been functionally suppressed for years.
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The interaction between these two branches is governed by
what Stephen Porges calls the vagal brake: the vagus nerve’s
ability to modulate the balance between activation and rest.
Think of it as the mechanism that determines how quickly and
effectively you can shift from high-alert to recovery. In a healthy
system, the transition is fluid. You finish the presentation, your
heart rate comes down, your muscles release, your breathing
deepens, and within minutes you’re back to baseline. In a system
that has been chronically overactivated, the transition is
impaired or absent. You finish the presentation, and your body
stays in fight mode. You get home, and your nervous system is
still at the office. You lie in bed, and your heart rate won’t settle
because the vagal brake has lost its capacity to engage.

This is what chronic sympathetic dominance looks like, and it
explains more of the symptoms described in this book than any
other single mechanism. The insomnia isn’t a sleep problem. It’s
a nervous system problem: your body can’t downshift into the
parasympathetic state that deep sleep requires. The digestive
issues aren’t a gut problem. They’re a consequence of
sympathetic activation suppressing the digestive process for so
long that the gut’s microbiome and motility have been
fundamentally altered. The cardiac palpitations, the unexplained
inflammatory markers, the hormonal irregularities, the immune
suppression that leaves you catching every virus your kids bring
home: all of it traces back to a nervous system that has forgotten
how to rest.

What high achievers have done, without knowing it, is train
their nervous system to treat rest as a vulnerability state. Every
time you powered through exhaustion, your nervous system
learned that fatigue is not a signal to stop; it’s a signal to push
harder. Every time you overrode the body’s request for recovery
and checked your email instead, your nervous system learned
that stillness is dangerous and activation is safe. Every time you
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responded to a moment of quiet with the urge to produce, you
reinforced the neural pathway that says: if you stop, something
bad happens.

This training happened over years, through tens of thousands
of repetitions, and it is now encoded at the level of automatic
physiological response. It is not a belief you hold. It is a state
your body defaults to. And this is the critical insight: you cannot
think your way into parasympathetic activation. The prefrontal
cortex, the part of your brain responsible for reasoning and
decision-making, does not control the autonomic nervous
system. You can intellectually understand that rest is important.
You can know, with full cognitive clarity, that you need to slow
down. And your body will continue operating in sympathetic
overdrive, because the autonomic nervous system doesn’t take
orders from your conscious mind.

This is why telling a high achiever to “relax” is clinically
useless. It’s not that they don’t want to relax. It’s that their
nervous system has been conditioned to interpret relaxation as a
threat. The instruction itself produces a paradox: the more they
try to relax, the more their system activates in response to the
perceived vulnerability of relaxation. I’ve watched clients lie on a
couch in my office, jaw clenched, shoulders at their ears, heart
rate elevated, trying desperately to do the breathing exercise I’ve
assigned, and failing, because their nervous system is treating
the breathing exercise the same way it treats everything else: as a
task to be performed, evaluated, and optimized.

Dan Siegel’s concept of the “window of tolerance” is useful
here. The window of tolerance describes the zone of arousal
within which a person can function effectively and regulate their
emotional and physiological states. Below the window is
hypoarousal: shutdown, dissociation, collapse. Above the
window is hyperarousal: anxiety, reactivity, panic. Inside the
window, you can think clearly, feel your emotions without being
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overwhelmed by them, and engage with the world in a flexible,
adaptive way.

High achievers, as a population, have an extraordinarily
narrow window. They live at the top edge of it, always bordering
on hyperarousal, and they’ve built their entire professional lives
on the energy that comes from riding that edge. The problem is
that a narrow window leaves no margin. A minor stressor, a
traffic jam, a child’s tantrum, a colleague’s poorly timed
comment, pushes them over the edge and into reactivity, because
there’s no buffer between their operating state and their overload
state. They go from fine to furious in seconds, and they don’t
understand why, because the provocation seems so small. It’s not
about the provocation. It’s about the baseline. When you’re
already operating at ninety-five percent of your nervous system’s
capacity, a five percent increase tips you over.

The clinical implication is significant: before any of the
deeper therapeutic work described in Chapter 5 can take hold,
the nervous system needs to be stabilized. You can’t do
meaningful cognitive restructuring when your body is in fight-
or-flight. You can’t process old relational patterns when your
vagal tone is so degraded that emotional material triggers a
shutdown response. The nervous system is the foundation.
Everything else is built on top of it.

This is why the somatic approaches mentioned later in this
book are not optional additions to therapy. They’re prerequisites.
The nervous system needs to be retrained, not reasoned with. It
needs new experiences of safety that are registered in the body,
not just understood in the mind. And that retraining, while it
requires clinical guidance, is possible. The vagal brake can be
restored. The window of tolerance can be widened. The body can
learn, through practice and repetition, that stillness is not danger
and rest is not death.
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But that learning can’t happen on autopilot, and it can’t
happen while the fuel stack described in the last section is still
running. The nervous system needs to be met where it is, not
where you think it should be. That’s the clinical starting point.
And it changes everything about how treatment is structured for
this population.

•  •  •

Niran sits across from me and says, “I don’t know how to slow
down. I’ve tried. It makes me feel worse.” And I believe him.
Slowing down, for someone wired like this, doesn’t feel like rest.
It feels like failure. It triggers the same anxiety response as an
actual threat, because his brain has been trained to equate
stillness with vulnerability. The only place he feels safe is in
motion. The only place he feels in control is at work. And so work
expands to fill every hour, every thought, every relationship,
until there’s nothing left that isn’t work.

Four years without a vacation is not dedication. It’s a
symptom. And the underlying condition isn’t laziness or poor
time management or a lack of willpower. It’s a brain that was
optimized for performance and never given the tools to do
anything else.

The good news, and I want to be clear about this, is that wiring
is not destiny. Understanding the machinery is the first step
toward changing your relationship with it. You don’t have to
dismantle what makes you exceptional. You have to stop letting it
run on autopilot. But before you can reconfigure anything, you
have to know what you’re dealing with. And for a significant
number of high achievers, what they’re dealing with has a name
they’ve never been given.
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•  •  •

If any of this resonates, if you’re reading these descriptions and
feeling the uncomfortable recognition of seeing your own
patterns named in clinical terms, that’s not a failure. That’s the
beginning of something.

Understanding your wiring isn’t about pathologizing success.
It’s not about being broken. It’s about understanding the
machinery well enough to stop being controlled by it. You didn’t
choose this wiring. You didn’t wake up one morning and decide
to become someone who can’t sit still, who can’t stop working,
who measures every day by what was produced. These patterns
were laid down early, reinforced constantly, and rewarded so
thoroughly that they became invisible. They became you. Or,
more precisely, they became what you mistake for you.

But they’re not you. They’re your operating system. And
operating systems can be understood, reconfigured, and in some
cases, upgraded. That starts with knowing what you’re actually
running.

For a lot of high achievers, the wiring I’ve described in this
chapter has been operating in the background their entire lives
without a name. Some of them have spent decades building
elaborate workarounds for a brain they never fully understood:
color-coded systems, rigid routines, obsessive list-making, all of
it designed to compensate for something they couldn’t identify.
They thought everyone’s brain worked this hard just to function.
They thought the constant internal noise was normal.

It wasn’t. And many of them don’t find out what’s actually
going on until something breaks, or until someone close to them
gets a diagnosis that suddenly makes everything click.

That moment of recognition is what we need to talk about
next.
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C H A P T E R  3

The Diagnosis You Never
Got

ames is sitting in a pediatric neuropsychologist’s office,
watching his eight-year-old son try to complete a pattern

recognition test, when the doctor says something that changes
his life.

“The profile we’re seeing is consistent with ADHD, combined
presentation. It’s quite clear.”

James nods. He’d suspected as much. His son’s teacher had
flagged the restlessness, the unfinished assignments, the way
he’d zone out mid-sentence and then hyperfocus on Legos for
three hours straight. James had done his research. He’d read the
articles. He was prepared for this.

What he wasn’t prepared for was what came next.
The doctor starts walking through the diagnostic criteria, and

James feels something shift in his chest. Difficulty sustaining
attention on tasks. Fails to follow through on instructions.
Difficulty organizing tasks and activities. Avoids or is reluctant to
engage in tasks that require sustained mental effort. Easily
distracted. Forgetful in daily activities.

She’s describing his son. But she’s also describing him.
James is forty-two years old. He is the chief operating officer

of a healthcare company with three hundred employees. He built
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the operational infrastructure from the ground up. He is, by
every measure that matters to the people around him, one of the
most capable executives in his industry. He is also the person
who has seventeen browser tabs open at all times, who starts
every morning with a color-coded task list he designed himself
because without it his day collapses into chaos, who has three
half-finished books on his nightstand and four abandoned side
projects in various stages of development. He is the person who
can lock onto a strategy problem for six hours without eating and
then forget to pick up his daughter from soccer practice.

He’d always thought that was just how his brain worked. He’d
built his entire career around it: the systems, the lists, the rigid
routines that kept the chaos contained. He thought everyone’s
brain required this much scaffolding just to function. He thought
the constant mental noise was normal. He thought the fact that
he could crush a twelve-hour workday but couldn’t sit through a
two-hour dinner without checking his phone was a discipline
problem.

It wasn’t.
James walks out of that appointment with his son’s diagnosis

in hand and a question he can’t stop turning over: if his son has
it, and the traits look this familiar, what does that mean about the
last forty-two years of his life?

•  •  •

I know that question because I’ve lived it.
I was tested for learning disabilities in the fourth grade.

Something was clearly different about how I processed
information, but the evaluation didn’t produce a clear answer. No
conclusion. No diagnosis. Just a vague sense that something
didn’t fit, and a system that didn’t know what to do with a kid
who was smart enough to compensate but was clearly struggling
in ways that didn’t match the available labels.
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So I did what a lot of kids in that situation do. I adapted. I built
workarounds. I developed patterns, rituals, repetition. Structures
that held my brain together when it felt like it was pulling in
twelve directions at once. I wrote everything down. I over-
prepared for everything. I created systems so elaborate that the
systems themselves became part of my identity. People called me
organized. Disciplined. Detail-oriented. And I was all of those
things. But not because organization came naturally to me.
Because without it, I couldn’t function at all.

I spent the next twenty years like that. Building scaffolding.
Running workarounds. Performing capability that looked
effortless from the outside and cost me everything on the inside.
I worked full time and went to school full time. I showed up early,
stayed late, and never complained. And I was exhausted in a way
I couldn’t explain, because the amount of energy I was spending
just to keep up with what seemed to come easily to everyone else
was enormous.

I didn’t find out I had ADHD until I was thirty years old.
Thirty. Three decades of building a life around a brain I didn’t

understand, using tools nobody told me existed, compensating
for something I didn’t know had a name. When I finally got the
diagnosis, I felt two things at once, and they were both
overwhelming: relief that there was a name for this, and grief for
all the years I’d spent thinking something was just wrong with
me.

•  •  •

One of the most important conversations happening in clinical
psychology right now is about ADHD in adults, specifically in
high-achieving adults. And the research is striking.

In one study of entrepreneurs, twenty-nine percent reported a
history of ADHD. Compare that to roughly four to five percent of
the general adult population. That’s not a marginal difference. A
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separate study of nearly ten thousand people found that those
with a clinical ADHD diagnosis were almost twice as likely to be
starting or running a venture. The research can’t prove that
ADHD causes entrepreneurship. But the pattern is hard to ignore:
the same traits that make a classroom miserable seem to pull
people toward building things of their own.

Think about what ADHD looks like in a high-performing
context. Risk tolerance. Novelty-seeking. The ability to
hyperfocus on something that excites you to the exclusion of
everything else. The willingness to move fast, pivot hard, and bet
on yourself when the data says you probably shouldn’t. These are
the same traits that venture capitalists look for in founders.
They’re also the hallmarks of a neurological condition that most
people associate with kids who can’t sit still in class.

The reframe matters. ADHD traits, in the right context, are
genuine superpowers. But they come with a cost that rarely gets
discussed in the success stories. The same brain that can lock
onto a passion project for fourteen hours without eating is also
the brain that can’t sustain attention on the mundane but
necessary work that keeps a life from falling apart. The same
impulsivity that lets you say “Let’s just do it” in a pitch meeting is
the impulsivity that leads to decisions you regret at 2 a.m. The
same novelty-seeking that fuels your best ideas also means that
maintenance, routine, and follow-through feel physically
painful.

This is the paradox of ADHD in high achievers. The condition
is simultaneously the engine and the liability. And because the
engine has been producing results, most people never think to
look under the hood. The person with ADHD who built a
successful company doesn’t get screened for a
neurodevelopmental condition. They get featured in a magazine.
The traits that would have gotten them flagged in a classroom are
the same traits that get them funded in a boardroom. And so the
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condition goes unrecognized, unmanaged, and unaddressed,
while the person it lives inside keeps pushing harder and
wondering why they feel like they’re held together with wire.

•  •  •

But ADHD alone doesn’t fully explain what I see in my clinical
work. There’s another pattern that shows up with alarming
frequency, and it’s the combination that does the most damage.

ADHD and obsessive-compulsive disorder show up together
more often than chance would predict. Among people diagnosed
with OCD, studies find co-occurring ADHD in roughly one in four
children and about one in eight adults, though reported rates
vary widely from study to study. And there’s a related condition,
obsessive-compulsive personality disorder (OCPD), that’s even
more relevant to this population. Research shows that
individuals with OCPD are more likely to be self-employed. The
traits that define OCPD (relentless drive, perfectionism, an
inflated sense of personal responsibility, difficulty delegating
because nobody does it well enough) are the exact traits that fuel
founders, surgeons, and senior partners.

Now put those two conditions together. ADHD means you
can’t stop starting things. OCD or OCPD means you can’t stop
perfecting things. One foot on the gas, one foot on the brake, both
pedals pressed to the floor at all times. It’s a rocket engine with
no off switch. And the person living inside this combination
often describes it the same way: “I feel like I’m running at full
speed and falling behind at the same time.”

I hear that sentence, or some version of it, almost every week.
The client who launches three initiatives before breakfast and
then stays up until midnight reworking a presentation that was
already good enough. The executive who generates more ideas
than any team could execute and then obsesses over the
formatting of a single email. The founder who built a company
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from nothing and can’t delegate a single task because letting go
of control feels like letting go of the wheel on a highway.

These aren’t character flaws. They’re neurological patterns.
And when they go unrecognized, they create a very specific kind
of suffering: the person who is simultaneously the highest
performer in the room and the most internally chaotic.

What makes this combination so difficult to treat is that the
two forces mask each other. The ADHD-driven chaos gets hidden
by the OCD-driven control. From the outside, the person looks
meticulous, organized, unstoppable. From the inside, they’re
running two competing operating systems at once, one
screaming to move faster and the other screaming to make it
perfect. The energy that goes into managing that internal conflict
is enormous, and it’s energy that nobody else sees being spent.

•  •  •

Priya is thirty-nine. She is a vice president of operations at a
healthcare company with seven hundred employees. She
manages a team of forty. She oversees regulatory compliance,
vendor contracts, and the operational infrastructure that keeps
the clinical side of the business running. She is precise,
thorough, and relentlessly organized. Her CEO has called her, in
multiple performance reviews, “the most reliable executive on
my team.”

She was diagnosed with generalized anxiety disorder at
twenty-eight.

The diagnosis made sense at the time. She was in the early
years of a demanding career, working sixty-hour weeks, unable
to stop her mind from racing at night, cycling through every
open task and every potential failure point until her chest
tightened and her breathing shallowed. Her primary care
physician, during a routine visit where Priya mentioned the
insomnia and the chest tightness, asked a few screening
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questions, checked a few boxes, and wrote a prescription for
sertraline. Twenty milligrams. “Let’s see how this helps.”

It helped. Modestly. The racing thoughts didn’t stop, but they
became quieter. The chest tightness eased from a constant
pressure to an intermittent one. Priya told herself the medication
was working and the remaining symptoms were just the cost of
being in a high-pressure role. She adjusted her expectations
downward and kept going.

At thirty-two, the sertraline stopped working. Not abruptly;
more like a slow fade. The racing thoughts returned. The sleep
disruption worsened. And a new symptom arrived: a pervasive
flatness, a sense of going through the motions without any of the
engagement that used to make the work feel worth it. Her
physician, reviewing her symptoms, adjusted the diagnosis:
major depressive disorder, moderate severity, co-occurring with
the existing anxiety. The sertraline was increased to fifty
milligrams. When that didn’t hold, it was switched to
venlafaxine. When the venlafaxine produced intolerable side
effects, it was replaced with duloxetine. Three medication
changes in eighteen months, each one a clinical attempt to
address symptoms that kept shifting because the underlying
condition had never been correctly identified.

At thirty-four, Priya started therapy. Her first therapist
specialized in anxiety and used a cognitive behavioral
framework. They worked on identifying cognitive distortions:
the catastrophizing, the all-or-nothing thinking, the persistent
belief that if Priya didn’t personally oversee every detail,
something would go catastrophically wrong. The work was
competent. Priya is smart enough to be a good therapy client; she
did the homework, she applied the techniques, she tracked her
thought patterns with the same rigor she brought to vendor
audits. And it helped, to a point. She could name the distortions.
She could challenge them on paper. But the underlying drive, the



50

engine that produced the distortions in the first place, didn’t
change. It was like treating a fever without treating the infection.

Her second therapist, three years later, took a different
approach: psychodynamic, focused on the relational patterns
from Priya’s childhood that might be driving her perfectionism.
This work was deeper and, in some respects, genuinely useful.
Priya came to understand how her parents’ expectations had
shaped her relationship with achievement. She could articulate
the pattern with impressive clarity. But the articulation didn’t
translate into change, because the pattern wasn’t purely
psychological. It was neurological. And nobody had thought to
look.

At thirty-seven, Priya’s son was evaluated for ADHD after his
first-grade teacher flagged attention and organization concerns.
During the intake interview with the pediatric
neuropsychologist, Priya was asked to complete a family history
questionnaire. She found herself pausing on question after
question: “History of attention difficulties in biological parents.
History of anxiety disorders in biological parents. History of
difficulty with organization, time management, or task
completion in biological parents.” She checked yes on all of
them, and something shifted.

The neuropsychologist, after completing her son’s evaluation,
looked at Priya and said: “Have you ever been evaluated
yourself?”

Priya hadn’t. It had never occurred to her. She was the most
organized person she knew. She ran a forty-person team. She
managed regulatory compliance for a healthcare company. She
was the opposite of what she thought ADHD looked like.

But the neuropsychologist explained what Priya’s previous
clinicians had missed: in high-functioning adults, particularly
women, ADHD rarely presents as the stereotypical distractibility
and disorganization. It presents as anxiety. It presents as
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depression. It presents as the downstream consequences of a
brain that has been compensating for executive function deficits
through sheer force of effort for decades. The anxiety isn’t
generalized. It’s the predictable result of a nervous system that
knows, at some subconscious level, that the scaffolding could
collapse at any moment. The depression isn’t a chemical
imbalance arising from nowhere. It’s the exhaustion of a brain
that has been working three times as hard as it needed to for
thirty years.

Priya completed a full neuropsychological evaluation: six
hours of testing, a structured clinical interview, standardized
rating scales, and collateral history from her husband, who
described patterns Priya had normalized so completely she didn’t
recognize them as symptoms. The result: ADHD, combined
presentation. The same condition her son had. The same
condition that had been hiding behind a decade of anxiety and
depression diagnoses because every clinician who saw Priya saw
a well-dressed, articulate, professionally successful woman, and
none of them were trained to look past that presentation.

This is the misdiagnosis pipeline, and it runs through the
offices of well-meaning, competent clinicians who screen for
what they were trained to find. Most psychiatric training
programs spend minimal time on adult ADHD. Most are even less
prepared to identify it in girls and women, who in childhood are
diagnosed at roughly half the rate of boys, not because they have
it less often, but because their presentation doesn’t match the
model. The hyperactive boy disrupting a classroom gets flagged.
The inattentive girl daydreaming at her desk, getting good-
enough grades, and building elaborate compensatory systems
that nobody notices, does not.

If any of this sounds familiar, here is what correct screening
looks like. A proper ADHD evaluation in an adult involves a
neuropsychological assessment that tests executive function,
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processing speed, working memory, and sustained attention. It
includes a structured clinical interview that explores not just
current symptoms but the developmental history: what school
was like, what the early career was like, when the compensatory
strategies first appeared. It includes standardized rating scales
completed by the client and, ideally, by someone who knows
them well, a partner, a sibling, a close friend, because the client’s
own perception of their functioning is often distorted by decades
of normalization. And it includes a careful differential diagnosis
that distinguishes ADHD from the conditions it mimics: anxiety,
depression, bipolar disorder, thyroid dysfunction, sleep
disorders.

This process takes time. It is not a fifteen-minute telehealth
appointment. It is not a self-report checklist on a website. It is a
comprehensive clinical evaluation that requires expertise in both
adult ADHD and the specific ways it presents in high-functioning
populations. Finding a clinician who can conduct this evaluation
well is not always easy. But it is, for many of the readers of this
book, the single most consequential clinical step they will ever
take.

Priya, after her diagnosis, was started on a low dose of
stimulant medication and resumed therapy with a clinician who
understood ADHD. Within three months, she described the
experience in words I hear often from late-diagnosed adults: “I
didn’t know my brain could be this quiet.” The anxiety that had
been diagnosed and treated for eleven years resolved, not
because the anxiety treatment finally worked, but because the
anxiety was never the primary condition. It was a symptom of
something deeper, something that had been there all along,
running underneath everything, unnamed and untreated, while
Priya built an extraordinary career on top of it through nothing
but effort and will.
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•  •  •

If this sounds familiar, you’re not alone. And you’re not alone in
not knowing.

The diagnostic criteria for ADHD were built around a very
specific image: a hyperactive boy disrupting a classroom. That’s
who got tested. That’s who got diagnosed. That’s who got help. If
you were a quiet kid who daydreamed but got good grades, the
system didn’t flag you. If you were a girl who presented with
inattention rather than hyperactivity, you were diagnosed at
roughly half the rate of your male peers, not because you were
less likely to have ADHD, but because your presentation didn’t
match the model the system was looking for.

And if you were smart enough to compensate (if your IQ was
high enough to mask the executive function deficits, if you could
white-knuckle your way through school by working twice as
hard as everyone else), the system didn’t just miss you. It actively
rewarded you. You were the “gifted” kid. The “natural.” The one
teachers held up as an example. Nobody looked beneath the
performance because the performance was so good. The
possibility that it was costing you everything never occurred to
anyone, because in a system that measures success by output,
your output was exceptional.

This is how millions of adults end up in their thirties, forties,
and fifties with an undiagnosed neurological condition that has
been shaping their entire lives. They didn’t slip through the
cracks. The cracks were designed around someone who didn’t
look like them.

•  •  •

The moment of recognition, when it comes, is unlike anything
else I witness in my clinical work.

I’ve watched executives cry in my office. Not because the
diagnosis is devastating, but because it’s clarifying. Twenty,
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thirty, forty years of “what’s wrong with me” suddenly has an
answer. The relief is physical. I can see it in their shoulders. I can
hear it in their voice. There is a name for this. I’m not broken. I’m
not lazy. I’m not a fraud.

And then, almost immediately, the grief arrives. Because if
there’s a name for it, and there are treatments for it, and people
have known about this for decades, then how different could the
last twenty years have been? How many relationships might have
survived? How many sleepless nights could have been avoided?
How much of the suffering was unnecessary?

That grief is real, and it deserves space. I never rush a client
past it. But I also don’t let them stay there, because the most
important reframe is still ahead: this isn’t a deficit. It’s a
difference. Your brain isn’t broken. It’s running a different
operating system, one that happens to be exceptionally powerful
in certain contexts and exceptionally costly in others. The goal
isn’t to fix what’s wrong with you. The goal is to finally
understand what you’re working with so you can stop fighting
your own wiring and start building a life that fits it.

•  •  •

There’s one more thing I need you to know, and it’s the part that
catches most people off guard.

ADHD is one of the most heritable psychiatric conditions we
know of. Twin studies put its heritability at roughly seventy-four
percent on average, with some estimates near eighty. To put that
in perspective, that’s in the same range as height. If you have a
sibling with ADHD, your own risk is several times higher than
average; one large study found it roughly nine times higher. And
in an early study at Massachusetts General Hospital, more than
half of the children of parents with ADHD met criteria
themselves.
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This is why James’s story matters beyond James. When he sat
in that neuropsychologist’s office and recognized himself in his
son’s diagnosis, he wasn’t imagining things. The hereditary link
is among the strongest in all of psychiatry. And it means that
understanding your own brain isn’t just about you. It’s about
your children, your siblings, your parents, your entire family
system.

I’ve watched this realization ripple through families. A father
gets diagnosed at forty-five, and suddenly his daughter’s
struggles in school make sense. A mother recognizes her own
patterns in a son who’s been labeled “difficult.” A sibling gets
screened because their brother finally did, and the shared
experience becomes a bridge instead of a mystery. The diagnosis
doesn’t just change one person’s life. It changes the family’s
understanding of itself.

•  •  •

In clinical practice, we call this psychoeducation: the process of
helping someone understand their own condition well enough to
make informed decisions about their life and treatment. And for
high achievers with late-diagnosed ADHD, psychoeducation is
often the single most powerful intervention available. Not
medication, although medication can be transformative. Not
behavioral strategies, although those matter too. Understanding.
Because when you finally understand the machinery you’ve been
operating your whole life, everything shifts.

You stop blaming yourself for the things that never made
sense. You stop calling yourself lazy when you can’t start the task
you know you need to do. You stop wondering why you can
perform brilliantly under pressure but fall apart when the
pressure lifts. You stop measuring yourself against a neurotypical
standard that was never designed for the brain you actually have.
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And you start building. Not from scratch, but from a
foundation of self-knowledge that most high achievers have
never had access to. The workarounds you built? Many of them
were brilliant. They were your brain’s way of solving a problem it
couldn’t name. Now you can name it. And that changes
everything about what comes next.

The full DSM-5 diagnostic criteria for ADHD are included in
the Appendix at the back of this book. I’d encourage you to read
them, not to self-diagnose, but to educate yourself. If anything in
these last three chapters has resonated, the next step isn’t to read
another chapter. It’s to get screened. And if you’ve spent years in
therapy that didn’t work, it’s worth asking whether the therapy
failed you, or whether it was never designed for the brain you
actually have.

That question is what we’ll answer next.



P A R T  T W O

Why Traditional Therapy
Fails High Achievers
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C H A P T E R  4

The Therapy Gap

lena has fired three therapists in two years. She doesn’t use
the word “fired.” She says she “stopped going.” But the result

is the same.
She’s a managing partner at one of the largest litigation firms

in the country. She oversees sixty attorneys, manages a caseload
that would bury most people, and bills at a rate that makes her
one of the highest-revenue partners in the firm’s history. She is,
by every measurable standard, extraordinary at what she does.
She is also, by her own quiet admission, falling apart.

The first therapist was a referral from her primary care
doctor. A generalist. Nice enough. Warm office, soft lighting, the
kind of neutral expression that’s supposed to make you feel safe.
Elena showed up, sat down, and started talking about the
pressure she was under: the case that was consuming her
weekends, the partner meeting that had turned hostile, the fact
that she hadn’t slept through the night in months. The therapist
listened, nodded, and then asked how Elena felt about her
relationship with her mother.

Elena didn’t go back.
The second therapist came highly recommended by a

colleague. This one specialized in anxiety. Better fit, Elena
thought. For a few sessions, it was. The therapist taught her
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breathing exercises. They talked about cognitive distortions.
Elena learned the language: catastrophizing, all-or-nothing
thinking, should statements. She could name the patterns. But
naming them didn’t change them, because the therapist’s
framework treated her anxiety as irrational. It wasn’t. When
you’re managing million-dollar cases with opposing counsel
actively trying to dismantle your arguments, the vigilance isn’t a
distortion. It’s a professional requirement. The therapist couldn’t
distinguish between the anxiety that was clinical and the
vigilance that was keeping her clients out of harm’s way.

Elena stopped going after session eight.
The third therapist suggested she practice gratitude

journaling and consider whether her drive to succeed was rooted
in childhood perfectionism. Elena sat in the parking lot
afterward and cried. Not because the therapist was wrong about
the perfectionism, and she probably wasn’t, but because in fifty
minutes of conversation, the therapist had never once asked
what Elena’s actual life looked like. She didn’t ask about the
caseload, the team dynamics, the cognitive demands of the work,
the political landscape of a partnership structure. She treated
Elena’s distress as a personal failing to be managed with self-care
tools, as if the solution to running a high-stakes litigation
practice while your mental health deteriorates is to write down
three things you’re thankful for before bed.

Elena hasn’t tried therapy since. It’s been fourteen months.
She tells herself she doesn’t have time. The truth is she doesn’t
have faith. Three therapists, three mismatches, and a growing
conviction that therapy simply isn’t built for someone like her.

She’s wrong about that. But she’s not wrong about why she
thinks it.

•  •  •

Elena’s experience is not unusual. It is, in fact, the norm.
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The vast majority of licensed therapists in the United States
are trained as generalists. They learn a broad range of
therapeutic modalities: cognitive behavioral therapy,
psychodynamic therapy, humanistic approaches. They learn to
apply them across a wide spectrum of presenting concerns. This
training is valuable. It produces competent clinicians who can
help a great many people with a great many problems.

But it does not prepare them to work with high achievers. Not
because high achievers are more complex than other clients
(complexity is complexity), but because the presentation is
fundamentally different. The way distress shows up in a
managing partner, a founder, a surgeon, or a C-suite executive
does not look like what most therapists were trained to
recognize. It doesn’t look like dysfunction. It looks like
performance.

When a high achiever walks into a therapist’s office, the
therapist sees someone who is articulate, composed, and high-
functioning. The client describes their life in terms of strategy,
systems, and outcomes. They can narrate their own distress with
the same precision they’d bring to a board presentation. And the
therapist, trained to look for visible signs of impairment, often
doesn’t know what to do with someone who appears to have it all
together. The distress is real. But it’s hidden beneath a layer of
competence so thick that the therapist has to know where to
look, or they’ll miss it entirely.

Most miss it entirely.

•  •  •

I’ve heard hundreds of versions of the same story from clients
who came to me after years of failed therapy. The details change.
The pattern doesn’t.

The most common complaint is some version of my therapist
doesn’t understand my world. And what clients mean by that isn’t
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that the therapist lacks intelligence or empathy. They mean that
the therapist has no framework for understanding the specific
pressures of high-stakes professional life. They’ve never
managed a team. They don’t understand what it means to be
responsible for other people’s livelihoods. They can’t grasp the
cognitive load of holding a hundred competing priorities in your
head simultaneously, or the loneliness of being the person at the
top of an organization who can’t show weakness to anyone.

Without that framework, the therapist defaults to what they
know. And what they know is generalized treatment that works
for the general population. They suggest mindfulness. They
suggest boundaries. They suggest slowing down. And all of those
things might be clinically appropriate, but they’re delivered
without the context that would make them land. Telling a
surgeon to “practice being present” without understanding that
her days involve life-or-death decisions made under extreme
time pressure isn’t therapy. It’s a platitude.

The second most common complaint is it feels like venting.
High achievers are problem-solvers by nature. They come to
therapy looking for insight, strategy, and progress. They want to
understand why they’re stuck and what to do about it. What they
often get instead is fifty minutes of open-ended conversation that
feels productive in the moment but produces no tangible change.
The therapist listens, reflects, validates, and the client leaves
feeling exactly the same as when they walked in. After a few
sessions of this, the high achiever does what they do in every
other area of their life when something isn’t delivering results:
they cut it.

The third complaint is the most damaging: I don’t have time for
this. Not because they literally don’t have time; they find time for
everything that matters. It’s because the therapy isn’t providing
enough value to justify the time it takes. A high achiever who
bills at a thousand dollars an hour is making a significant
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investment every time they sit in a therapist’s office. If the return
on that investment is a guided breathing exercise and a
homework assignment to journal about their feelings, they’re
going to stop investing. Not because they don’t value mental
health. Because they’ve been taught by every other area of their
life that time spent without measurable results is time wasted.

•  •  •

There is a barrier to therapy that most high achievers will never
say out loud, even to the people closest to them. It isn’t time. It
isn’t cost. It isn’t skepticism about whether therapy works. It’s
fear. Specifically, the fear that seeking mental health treatment
will create a record that damages their career.

Dr. Park is fifty-one. He is an anesthesiologist at a major
academic medical center. He has practiced for twenty-two years
without a single malpractice claim. He is board-certified,
fellowship-trained, and widely respected by his colleagues. He is
also, by his own private assessment, clinically depressed. The
signs have been accumulating for three years: the emotional
numbness, the loss of interest in work that used to engage him,
the sleep that comes only with alcohol, the Sunday evenings
spent staring at the wall wondering how many more years of this
he can sustain.

Dr. Park knows he needs help. He is a physician. He
understands the neuroscience. He has referred patients to
psychiatrists. He is not, by any measure, someone who denies
the reality of mental illness.

He is terrified to seek treatment.
His fear is specific and, critically, it is not irrational. Dr. Park

practices in a state where the medical licensing board asks, on
the renewal application, whether the applicant has been
diagnosed with or treated for any condition that could impair
their ability to practice medicine. The question is broad. A
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diagnosis of major depressive disorder, documented in a medical
record, could trigger a board inquiry. An inquiry could lead to a
mandatory evaluation by a board-designated psychiatrist. An
evaluation could lead to conditions on his license: monitoring,
practice restrictions, mandatory reporting. Even if the outcome
is ultimately benign, the process itself leaves a mark. Colleagues
find out. Department chairs are notified. Malpractice insurers
ask questions.

The licensing board isn’t the only place the question appears.
The credentialing application he completes every two years to
keep his hospital privileges asks a version of it too. A
documented diagnosis of depression, combined with the
drinking Dr. Park knows is part of the picture, feels to him like a
risk he cannot afford. Not because his clinical work is impaired.
It isn’t. He is, by every objective measure, functioning at a high
level. But in his mind, the system doesn’t distinguish between
impaired and diagnosed, and the mere existence of a record feels
like exposure.

This is the confidentiality problem, and it affects far more
professions than most people realize.

Physicians face the most acute version. State medical boards,
physician health programs, and malpractice insurers all have
mechanisms for accessing mental health information under
certain circumstances. The rules vary by state. A growing
number of state boards have rewritten their questions to ask only
about current impairment, not past diagnosis or treatment.
Others haven’t. The inconsistency means that a physician
seeking therapy must navigate a patchwork of regulations that
even healthcare attorneys find confusing. The safest assumption,
and the one most physicians make, is that any documented
mental health treatment is a potential liability.

Attorneys face a similar landscape. Bar fitness inquiries in
many states ask about mental health treatment. The questions
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are ostensibly designed to identify impairment, but their breadth
captures anyone who has ever sought care, regardless of whether
the care affected their professional functioning. A junior
associate considering therapy must weigh the clinical benefit
against the possibility that the treatment will appear on a bar
application, a lateral hiring form, or a partnership review. A
senior partner must consider what the managing committee
would think if a mental health diagnosis appeared in a disability
insurance claim.

Executives face a different version of the same problem. For a
CEO, a CFO, or a board member of a publicly traded company, a
mental health diagnosis is a governance issue. Boards have
fiduciary obligations. Investors have disclosure expectations. The
line between personal health information and material
information about a company’s leadership is thinner than most
people realize, and the fear of crossing it keeps many executives
out of treatment entirely. I’ve worked with clients who were more
afraid of their board learning about their therapy than they were
of the depression itself.

Military and government professionals face the most codified
version. The SF-86, the form used for federal background
investigations, has a section on psychological health. It was
rewritten in 2017 to focus on specific situations (court-ordered
treatment, psychiatric hospitalization, a short list of serious
diagnoses, and conditions that substantially impair judgment)
rather than ordinary counseling, and federal guidance is explicit
that seeking care is not, by itself, a reason to deny a clearance.
But many cleared professionals don’t know that, the line between
“reportable” and “non-reportable” still feels murky, and a lot of
them simply avoid treatment altogether. The fear has outlived the
rule.

I am not telling you this to be alarmist. I am telling you this
because pretending the barrier doesn’t exist is one of the reasons
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so many high achievers avoid treatment. The standard advice,
“There’s no stigma in getting help,” ignores the reality that for
certain professions, there is a structural consequence to getting
help through conventional channels. The fear is not irrational.
It’s a real barrier, and dismissing it as stigma is both clinically
naive and practically unhelpful.

The question isn’t whether the fear exists. It’s how to structure
treatment in a way that addresses it.

Private-pay therapy eliminates the insurance paper trail
entirely. When you use health insurance for mental health
treatment, a diagnosis is submitted to the insurer, recorded in
their database, and can surface later, for example when you
apply for life, disability, or long-term care insurance. When you
pay out of pocket and file nothing with an insurer, no diagnosis is
submitted. No claim exists. The treatment lives in your
therapist’s clinical record and nowhere else.

The clinical record itself can be kept to what treatment
requires. A therapist working with this population documents
what is clinically necessary and nothing more. This isn’t about
hiding information. It’s the same principle of data minimization
that every sophisticated professional applies in their own work.

The structure matters. A private-pay arrangement, with a
clinician who understands the professional landscape of their
clients, who holds notes to a standard of minimum necessary
documentation, and who operates outside the insurance system
entirely, is not a workaround. It’s how specialized clinicians have
been working with physicians, attorneys, executives, and
government professionals for decades. The infrastructure exists.
The question is whether you know to look for it.

One thing this doesn’t change, and I want to be clear about it:
if a licensing board, a credentialing committee, or a clearance
form asks you a direct question, you answer it truthfully. Private-
pay treatment changes who holds the record. It doesn’t change
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your obligation to be honest, and nothing in this chapter is
advice to the contrary. The encouraging part is that the questions
themselves are narrowing, and more and more of them ask only
about current impairment, not whether you’ve ever sought help.

Dr. Park eventually found it. He works with a clinician who
sees him in a private office, bills him directly, files no insurance
claims, and keeps a clinical record limited to what his treatment
requires. His treatment is effective. His career is intact. His fear,
while not entirely gone (it may never be; the regulatory
landscape is what it is), has been addressed through structure
rather than ignored through avoidance.

The solution isn’t to pretend the fear doesn’t exist. It’s to find a
treatment structure that takes it seriously.

•  •  •

The deeper problem isn’t that traditional therapy is bad. It’s that
it was designed for a different set of assumptions about what
distress looks like and how people engage with treatment.

Traditional therapeutic models assume that the client’s
primary need is emotional processing. That the work of therapy
is to slow down, go inward, and develop a deeper relationship
with one’s feelings. For many people, this is exactly right. But for
a high achiever whose brain runs on strategy, systems, and
execution, the instruction to “sit with your feelings” can feel like
being asked to solve a math problem by staring at it. They don’t
need to sit with it. They need to understand it, map it, and build a
plan to address it. They need therapy that matches the way their
brain actually works, not therapy that asks their brain to work
differently before the real work can begin.

Traditional models also assume a relatively equal power
dynamic in the therapeutic relationship. The therapist is the
expert. The client is seeking help. But high achievers often know
more about the neuroscience of stress, the research on burnout,
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and the mechanics of cognitive performance than their
therapists do. They’ve read the books. They’ve listened to the
podcasts. They’ve already optimized everything that can be
optimized on their own. What they need isn’t information. It’s a
sparring partner, someone who can challenge their thinking at
the level they operate, who won’t be intimidated by their
intensity, and who can see the patterns they can’t see in
themselves precisely because they’re too close to the system.

Most therapists are not trained for that role. Not because they
lack skill, but because the training programs that produced them
were designed to work with a general population, and the
general population doesn’t show up to therapy with a twelve-
page intake form they wrote themselves, a pre-researched list of
modalities they think might be relevant, and an expectation that
the first session should produce actionable insight.

•  •  •

There’s a distinction that matters enormously for this population,
and most people have never considered it: the difference
between therapy that feels good and therapy that works.

Therapy that feels good is validating. It’s warm. It’s
supportive. You leave feeling heard. You feel like someone
understands you. And there’s real value in that, validation is a
clinical intervention, and feeling seen by another person can be
profoundly healing. But validation alone is not treatment. And
for a high achiever, validation without challenge is a trap,
because it reinforces the very dynamic that brought them to
therapy in the first place: performing well enough that nobody
questions what’s underneath.

A high achiever can walk into a therapist’s office, deliver a
perfectly curated narrative of their distress, receive empathic
validation, and walk out having revealed nothing that matters.
They’re that good at controlling the conversation. They’re that
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practiced at performing vulnerability without actually being
vulnerable. And a therapist who isn’t specifically trained to see
through that performance will take the presentation at face
value, because it’s convincing. The client seems engaged. The
alliance feels strong. The sessions feel productive. But nothing is
changing, because the therapist is working with the mask, not
the person behind it.

Therapy that works for high achievers is different. It’s still
warm. It’s still empathic. But it has an edge. The therapist sees
the performance and names it. They push past the curated
narrative and ask the questions the client is hoping nobody will
ask. They match the client’s intellectual pace without being
steamrolled by it. They hold the client accountable in ways that
feel uncomfortable but not unsafe. And critically, they
understand the client’s world well enough to know which
behaviors are adaptive and which ones are symptoms, because in
a high-stakes professional environment, the line between the two
is razor-thin, and a therapist who can’t see it will either
pathologize healthy ambition or normalize genuine dysfunction.

That distinction, between healthy ambition and dysfunction
wearing ambition’s clothes, is the clinical skill that separates a
therapist who can work with this population from one who can’t.
And it’s not a skill that most training programs teach.

•  •  •

This is why high achievers either cycle through therapists or
avoid therapy entirely. It’s not resistance. It’s a rational response
to a repeated experience of poor fit.

Think about it from their perspective. They’re people who
evaluate everything by results. They invest time, energy, and
money into therapy. The results don’t come. They try again with
someone new. Same outcome. They try a third time. Same. At a
certain point, the data tells them a clear story: therapy doesn’t
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work for me. And because they’re analytical enough to see the
pattern but don’t have the clinical knowledge to diagnose the
variable that’s actually driving the failure, therapist
specialization, they blame the modality instead of the match.

The tragedy is that the people who need therapy the most, the
ones carrying the heaviest loads, running the hottest engines,
absorbing the most allostatic damage, are the ones most likely to
conclude that therapy isn’t for them. They’re not wrong that their
experience of therapy has been inadequate. They’re wrong about
why.

Elena is sitting in her car, fourteen months removed from her
last session, convinced that therapy can’t help her. What she
doesn’t know is that the kind of therapy she needs exists. She just
hasn’t found it yet.

What that therapy looks like, and how it’s fundamentally
different from everything she’s tried, is what we’ll talk about
next.
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C H A P T E R  5

What Actually Works

lena almost didn’t make the call.
Fourteen months after her last session with her third

therapist, she’s sitting in her office at 11 p.m. on a Wednesday,
and she can’t remember why she drove back to work after dinner.
There was a reason. There’s always a reason. But right now,
staring at a screen full of case files she’s already reviewed, the
reason has evaporated and what’s left is just the hum of the
building’s ventilation system and the realization that she has
nowhere else to be. Her husband stopped waiting up months ago.
Her kids are asleep. She came back to the office because the
office is the only place where the noise in her head organizes
itself into something manageable.

A colleague had mentioned a therapist. Not a
recommendation exactly, more of an offhand comment at a bar
association dinner. “She works with people like us,” her colleague
had said, and something about the phrasing stuck. Not “she’s a
great therapist.” Not “she really helped me.” She works with
people like us. As if there were a category. As if someone had
built something specifically for the kind of person Elena was.

She calls the next morning. The intake process is different
from anything she’s experienced. Before the first session, she
receives a structured questionnaire that asks about her
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professional role, her cognitive demands, her decision-making
load, her sleep patterns, her substance use, and her relationship
dynamics: not as a checklist, but as a detailed clinical picture
that treats her professional context as relevant data rather than
background noise. Nobody has ever asked her these questions
before. Every previous intake form had asked about her
childhood, her family of origin, and whether she’d experienced
trauma. This one asks those things too. But it also asks how many
people report to her, how many hours a week she spends in high-
stakes decision-making, and what her recovery patterns look like
after sustained periods of intensity.

She fills it out in twenty minutes and feels, for the first time,
like someone is going to see the whole picture.

•  •  •

The first session is nothing like what she expected.
Elena walks in prepared to narrate. She’s done this before: the

curated summary of her life, delivered with the same precision
she’d bring to an opening statement. She knows how to present
distress in a way that’s honest enough to be useful but controlled
enough to maintain the image. She’s been doing it for years. She
starts to do it now.

The therapist lets her talk for about four minutes. Then she
interrupts, not rudely, but with a directness that catches Elena off
guard.

“Elena, I’m going to stop you for a second. What you just
described, the eleven o’clock return to the office, the fact that you
can’t identify why you went back, that’s not a time management
issue. That’s a nervous system that doesn’t know how to be
anywhere except in performance mode. I want to talk about that,
not about your caseload.”

Elena stares at her. No therapist has ever redirected her this
quickly. No therapist has ever named what was happening
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beneath the story she was telling. Every previous clinician had
taken her narrative at face value (the overwork, the stress, the
pressure) and treated those as the problem. This one looked
through the narrative and identified the pattern driving it.

In that moment, something shifts. Not dramatically. Not like a
movie. But Elena feels, for the first time in years, the faint and
disorienting sensation of being seen by someone who actually
knows what they’re looking at.

•  •  •

What happened in that session wasn’t magic. It was
specialization.

The therapist Elena found had been trained specifically to
work with high-performing professionals. She understood the
clinical presentation: not from a textbook, but from hundreds of
hours working with clients whose distress hides behind
competence. She knew that the first thing a high achiever does in
therapy is perform. She knew that the narrative would be
polished, coherent, and almost entirely beside the point. And she
knew that the real clinical data wasn’t in what Elena said. It was
in what she did: coming back to the office at 11 p.m. with no clear
purpose, unable to locate herself anywhere outside of work.

This is the fundamental difference between generalist therapy
and specialized clinical work with high achievers. The generalist
takes the presentation as the starting point. The specialist knows
the presentation is the defense. The real work starts when you
get past it.

A clinician who specializes in this population does several
things differently from the first session forward.

First, they assess the professional context as clinical data.
They don’t treat the client’s work life as background information.
They treat it as the environment that’s producing the symptoms.
A surgeon who can’t sleep isn’t just someone with insomnia. She’s
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someone whose nervous system has been calibrated by years of
life-or-death decision-making to treat rest as a vulnerability. You
can’t address the insomnia without understanding what the
operating room did to her neurology. A generalist treats the
symptom. A specialist treats the system.

Second, they match the client’s cognitive pace. High achievers
think fast, connect dots quickly, and get bored by conversations
that move too slowly. A therapist who works with this population
doesn’t spend four sessions building rapport before doing any
clinical work. They engage from minute one. They ask sharp
questions. They offer observations that demonstrate they
understand the client’s world. They earn trust through
competence, not through warmth alone, because that’s how high
achievers evaluate everyone in their lives.

Third, they see through the performance. This is the skill that
matters most and the one that’s hardest to teach. A high achiever
will walk into therapy, deliver a flawless account of their
situation, and leave having revealed nothing of substance, unless
the therapist knows how to interrupt the pattern. The specialist
watches for the gaps. The story that’s too polished. The emotion
that flickers and gets suppressed. The question the client
redirects away from. The thing they mention casually that
deserves clinical attention precisely because they mentioned it
casually. The generalist follows the client’s lead. The specialist
knows when the client’s lead is actually a diversion.

•  •  •

The modalities that work for this population aren’t exotic.
They’re well-established clinical approaches applied with a
specific understanding of how high-achieving brains engage with
treatment.

Cognitive behavioral therapy (CBT) is often the foundation,
because it speaks the language high achievers already
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understand: patterns, systems, cause and effect. CBT maps the
relationship between thoughts, feelings, and behaviors, and it
gives the client a framework for identifying and restructuring the
cognitive distortions that drive their distress. For a population
that thinks in systems, this approach makes immediate sense. It’s
logical. It’s measurable. It produces visible results. And critically,
it respects the client’s intelligence by making them an active
participant in their own treatment rather than a passive recipient
of therapeutic wisdom.

But CBT alone isn’t enough for most high achievers, because
the distress isn’t purely cognitive. It’s stored in the body. The
chronic tension, the elevated cortisol, the nervous system that
won’t downregulate: these aren’t thought patterns. They’re
physiological states that have been reinforced by years of high-
intensity performance. This is where somatic approaches and
EMDR (Eye Movement Desensitization and Reprocessing)
become essential.

EMDR was originally developed to treat trauma, and it
remains one of the most effective interventions for post-
traumatic stress. But its application extends well beyond acute
trauma. For high achievers, EMDR can target the deeply encoded
beliefs that drive perfectionism, the fear of failure that was
installed in childhood, and the performance-based identity that
makes rest feel like danger. These aren’t memories the client can
think their way through. They’re stored at a level that cognitive
approaches alone can’t reach. EMDR accesses them through
bilateral stimulation (typically guided eye movements) that
allows the brain to reprocess experiences that have been locked
in a maladaptive pattern.

The skeptics in the room (and high achievers are almost
always skeptics) want to know why eye movements matter. The
honest answer is that the exact mechanism is still being studied,
but the clinical evidence is robust. The American Psychological
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Association, the World Health Organization, and the Department
of Veterans Affairs all recognize EMDR as an effective treatment.
What I can tell you from clinical experience is that clients who
have spent years in talk therapy without progress often
experience significant shifts through EMDR in a fraction of the
time. Not because it’s a shortcut. Because it’s reaching material
that talk therapy was never designed to access.

•  •  •

I want to walk you through what an EMDR session actually looks
like, because the skepticism I encounter about this modality
almost always comes from people who’ve never seen it work.
And it works differently than most people imagine.

Elena, whose case we’ve been following since Chapter 4, has
been working with her therapist for two months. The first month
was assessment and stabilization: understanding Elena’s history,
mapping her coping strategies, building enough safety in the
therapeutic relationship to do the deeper work. The second
month began the targeting phase: identifying the specific
memories, beliefs, and body sensations that were driving Elena’s
most entrenched patterns.

The pattern they kept returning to was Elena’s perfectionism.
Not perfectionism as a personality quirk, but perfectionism as a
survival response: the deep, automatic belief that any mistake,
no matter how small, would lead to catastrophic consequences.
Elena could articulate this intellectually. She knew, cognitively,
that a typo in a brief was not going to end her career. But her
body didn’t know that. Every time she found an error in her
work, her nervous system responded as if the threat were
existential: racing heart, tightened throat, a flood of shame so
intense it could derail her entire day.

In a traditional talk therapy model, Elena and her therapist
might spend weeks or months exploring where this belief came
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from, analyzing it, challenging it with evidence. And that work
has value. But EMDR operates on a different premise: that the
belief isn’t just a thought pattern. It’s a neurological encoding,
stored in the brain at a level that cognitive analysis alone can’t
reach. To change it, you have to access it at the level where it
lives.

The target memory they identified was specific. Elena’s first
year as a litigation associate. A brief she’d filed on behalf of a
senior partner. She’d proofread it four times. The partner, in a
meeting with the entire practice group present, pulled up the
brief on the conference room screen, pointed to a formatting
inconsistency on page twelve, and said: “This is the kind of
sloppiness that loses cases. If you can’t handle the details, I’ll find
someone who can.”

Elena was twenty-six. She had been at the firm for eight
months. She went to the restroom afterward and vomited. She
didn’t tell anyone. She went back to her desk and rewrote the
entire brief from scratch. She stayed until 2 a.m. She never made
that kind of error again. She also never filed another document,
in the next sixteen years, without a level of review that bordered
on compulsive.

The memory, in standard clinical terms, had become
maladaptively stored. The emotional intensity of the original
experience (the humiliation, the shame, the perceived threat to
her career) had locked the memory in place with its full
emotional charge intact. And attached to that memory was a
belief that had become automatic: “If I make a mistake, I lose
everything.”

Here is what the EMDR processing session looked like.
Elena and her therapist began with what EMDR calls the setup

phase. Elena identified the target memory: the conference room,
the senior partner’s face, the words on the screen. She identified
the negative cognition: “If I make a mistake, I lose everything.”
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She identified the positive cognition she wanted to believe
instead: “I can make mistakes and still be safe.” She rated how
true the positive cognition felt on a scale of one to seven. She said
two. She identified where the distress lived in her body: her
throat and her stomach. She rated the intensity of the distress on
a scale of zero to ten. She said eight.

Then the bilateral stimulation began. Elena’s therapist used a
light bar, a device that moves a point of light back and forth,
which Elena tracked with her eyes. Other clinicians use tactile
buzzers held in each hand, or auditory tones that alternate
between ears. The mechanism is the same: rhythmic bilateral
input that engages both hemispheres of the brain while the target
memory is held in awareness.

What happened next is the part that surprises people who
haven’t experienced it.

Elena didn’t relive the memory in the way that exposure
therapy might require. Instead, the memory began to move.
Other associations surfaced: her father’s voice when she brought
home a B-plus, a college professor’s red pen marks, the face of a
childhood friend who stopped talking to her after Elena
corrected her in front of other kids. The therapist didn’t direct
these associations. They emerged naturally, the brain’s own
network linking related experiences together, in a way some
researchers compare to what happens during REM sleep. The
therapist’s role was to facilitate the processing, offering brief
pauses between sets of bilateral stimulation to check in, to note
what was emerging, and to guide Elena back to the target if the
processing stalled.

Over the course of the session (roughly sixty minutes of active
processing), something shifted. The memory didn’t disappear.
Elena could still recall the conference room, the partner’s words,
the feeling of standing there exposed. But the emotional charge
had decreased. The throat tightness loosened. The stomach knot
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softened. When the therapist asked Elena to rate the distress
again, she said three. When asked how true the positive cognition
felt now, she said five.

This is what EMDR does. It doesn’t erase the memory. It
doesn’t rewrite history. It allows the brain to reprocess an
experience that was stored with its full emotional intensity still
attached, and to integrate it into the broader network of the
person’s life experience in a way that reduces its pathological
charge. The memory becomes a memory instead of a wound. The
belief system attached to it loosens its grip. The body lets go of
what it’s been holding.

Elena did three more EMDR sessions targeting related
material. By the end, the core belief had shifted: not from
“mistakes are dangerous” to “mistakes don’t matter” (that would
be neither realistic nor clinically desirable for a litigator), but
from “mistakes mean I lose everything” to “mistakes are part of
my work and I can handle them.”

The test came six weeks later. Elena filed a brief and realized,
after it was submitted, that she’d transposed two digits in a
citation. Old Elena would have spiraled. She would have called
the clerk’s office in a panic, rewritten the section, lost sleep,
spent the next week second-guessing everything she filed. New
Elena noticed the error, filed a correction, and moved on. She
described it to her therapist the following week with something
close to wonder: “I just corrected it. That’s all. I corrected it and I
went home.”

It was the first time in her sixteen-year career that an
imperfection in her work had not triggered a crisis response.

The clinical point is this: EMDR doesn’t erase your standards.
It disconnects your standards from your survival system. You can
still care about precision, still pursue excellence, still hold
yourself to a high bar. What changes is that the bar is no longer
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electrified. You can reach for it without your nervous system
treating every shortfall as a threat to your existence.

For a population that has been told, implicitly and explicitly,
that their standards are what make them exceptional, this
distinction matters enormously. The fear of any therapeutic
intervention is always the same: “Will this make me less sharp?
Will I lose my edge?” The answer, clinically and practically, is no.
You lose the suffering. You keep the skill.

•  •  •

I’m a psychotherapist, not a psychiatrist. I don’t prescribe
medication. But I would be doing you a disservice if I didn’t talk
about it, because for some of the patterns described in this book,
medication is not optional. It’s foundational.

There is a resistance to medication among high achievers that
I encounter in almost every initial consultation. It shows up as
intellectual skepticism: “I’ve read the literature on SSRIs and the
effect sizes aren’t that impressive.” It shows up as practical
objection: “I can’t afford to be foggy during a trial.” It shows up as
moral judgment, usually unspoken but always present: the belief
that needing medication is an admission that you can’t handle
things on your own, that the brain you’ve been relying on to
build an extraordinary career is somehow defective, and that
accepting pharmaceutical help is a concession of weakness.

I’m going to address that belief directly, because it’s the one
that keeps the most people from the treatment they need.

Your brain is an organ. It has neurochemistry. Sometimes that
neurochemistry needs support. This is not a metaphor. It’s not a
motivational reframe. It’s the same biological reality that governs
every other organ in your body. If your pancreas doesn’t produce
enough insulin, you take insulin. If your thyroid doesn’t produce
enough hormone, you take levothyroxine. If your brain doesn’t
produce, regulate, or respond to neurotransmitters in the way it
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needs to for you to function, that is the same category of
problem, and the solution is the same category of intervention.
Medication for a neurological condition is not a crutch. It’s a
correction.

Let me walk through the most relevant pharmacological
categories for the patterns described in this book.

For the readers who recognized themselves in Chapter 3, the
chapter on ADHD, stimulant medication warrants serious
consideration. The evidence base for stimulant treatment of
ADHD in adults is extensive and robust. Methylphenidate and
amphetamine-based medications (the two primary classes) work
by increasing dopamine and norepinephrine availability in the
prefrontal cortex, the exact brain region responsible for the
executive function deficits that define the condition. For adults
who have been compensating for undiagnosed ADHD for
decades, the effect of proper stimulant treatment is often
described in remarkably consistent terms: “I didn’t know my
brain could work this way.” “The noise is gone.” “I can start a task
and finish it without the internal negotiation.”

This is not the same as the performance-enhancement culture
that has normalized stimulant use in certain professional
communities. There is a meaningful clinical distinction between
a person with ADHD taking a prescribed stimulant at a
therapeutic dose, and a person without ADHD using stimulants
to override the natural limits of attention and energy. The first is
treatment. The second is the fuel stack described in Chapter 2.
The first produces a brain that functions the way it was designed
to, with improved regulation, reduced internal chaos, and
sustainable performance. The second produces a temporary
sharpening that comes at a neurological cost, specifically the
tolerance and depletion cycle that makes the next day harder
than the last.
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The distinction matters because many high achievers have
watched colleagues use stimulants recreationally and concluded
that the medication itself is the problem. It isn’t. The problem is
unstructured, unsupervised use of a powerful neurochemical
tool without a clinical indication. Prescribed appropriately,
monitored carefully, and integrated into a broader treatment
plan, stimulant medication for adult ADHD is one of the most
well-supported interventions in all of psychiatry.

For anxiety and depression that co-occur with burnout, and
they frequently do, SSRIs (selective serotonin reuptake
inhibitors) and SNRIs (serotonin-norepinephrine reuptake
inhibitors) are the first-line pharmacological options. The
mechanism is different from stimulants: these medications
increase the availability of serotonin (and, in the case of SNRIs,
norepinephrine) in the synaptic space, and over several weeks
they help many people regain the emotional stability that
chronic stress has worn down. How they work is more
complicated than the old “chemical imbalance” story, but the
evidence that they help is solid. The “gradually” is important.
Unlike stimulants, which take effect within hours, SSRIs and
SNRIs require several weeks to reach therapeutic levels. The
patience this requires is especially difficult for high achievers,
who are accustomed to interventions that produce immediate,
measurable results.

I also need to address the side effect concern directly, because
it’s the second most common reason high achievers resist
medication. Yes, psychiatric medications have side effects. Some
people experience fatigue, weight change, sexual dysfunction, or
cognitive blunting. These are real, they matter, and they are
manageable. A skilled psychiatrist doesn’t prescribe a
medication and walk away. They titrate. They adjust. They
monitor. They switch medications if the side effect profile isn’t
tolerable. The process of finding the right medication at the right
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dose is iterative, and it requires a prescriber who understands
that this population needs to maintain cognitive sharpness, not
just achieve symptom reduction.

This brings me to the collaborative model, which is the
standard of care for the kind of treatment this book describes.
The most effective clinical arrangement for high achievers is a
therapist and a psychiatrist working in concert: the therapist
providing the ongoing therapeutic work (the identity
reconstruction, the boundary-building, the somatic processing,
the cognitive restructuring) and the psychiatrist managing the
pharmacological foundation that allows that work to take hold.

The reason this matters clinically is that medication and
therapy are not competing interventions. They’re
complementary. Medication creates a neurological floor: a
baseline of stability from which the therapeutic work can
actually proceed. You cannot do deep cognitive restructuring
when depression is so severe that your brain interprets every
neutral event as a threat. You cannot process old relational
wounds through EMDR when your anxiety is so acute that your
nervous system hijacks the processing before it can complete.
Medication doesn’t replace therapy. It makes therapy possible.

The collaboration works best when the therapist and
psychiatrist communicate directly, with the client’s consent.
Shared clinical notes. Coordinated treatment goals. The therapist
noticing behavioral changes that might indicate a medication
adjustment is needed. The psychiatrist adjusting dosing based on
the therapist’s observations of how the client is responding in
session. This kind of integrated care is not universally available,
but it exists, and for the patterns described in this book, it
represents the gold standard.

When is therapy alone sufficient? When the client’s symptoms
are primarily driven by situational stress, identity fusion, or
relational patterns, and the underlying neurochemistry is intact
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enough to support the therapeutic work without
pharmacological support. A clinician experienced with this
population can usually make that assessment within the first few
sessions.

When is medication indicated? When the neurological
substrate is compromised enough that therapy alone cannot gain
traction. When the depression isn’t purely reactive, when the
anxiety has become physiologically self-sustaining, when the
ADHD has been unmanaged for so long that the compensatory
strategies are collapsing under their own weight. In those cases,
starting therapy without addressing the pharmacological
component is like trying to renovate a house while the
foundation is cracking. The renovation might be excellent work.
But it won’t hold.

If you’ve read this far and you’re still resistant, I understand.
The resistance is not something to be ashamed of. But I’d ask you
to examine it with the same rigor you bring to any other
decision. Ask yourself: if a trusted colleague told you they were
taking medication for a heart condition, would you think less of
them? If your answer is no, then ask yourself why the brain
should be different. It shouldn’t. It isn’t. The brain is an organ.
Sometimes organs need support.

Beyond specific modalities, the most effective approach for
this population is integrative, meaning the clinician draws from
multiple frameworks based on what the client needs in a given
moment. Some sessions are structured and strategic, working
through cognitive patterns with the precision high achievers
expect. Some sessions are slower, focused on nervous system
regulation and the somatic experience of emotions the client has
been overriding for years. Some sessions are confrontational,
pushing the client past a defense they’ve been hiding behind.
The skill isn’t knowing one modality well. It’s knowing which
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tool to use when, and having the clinical range to shift between
them fluidly based on what’s emerging in the room.

•  •  •

Elena comes back the following week. And the week after that.
For the first time in her experience of therapy, she doesn’t dread
the session. She doesn’t sit in the parking lot wondering if this is
worth her time. She walks in and something she didn’t expect
happens: she works. Not performs. Works.

The difference is difficult to describe to someone who hasn’t
experienced it, but I’ll try. In her previous therapy, Elena had
been the narrator of her own story. She controlled the pace, the
framing, the emotional temperature. The therapist listened and
responded within the narrative Elena provided. It felt like a
conversation. It looked like therapy. But nothing moved.

Now, the therapist is inside the system with her. She’s not
listening from a neutral distance. She’s tracking patterns across
sessions, naming the defenses in real time, and holding Elena
accountable to the insights she’s generating. When Elena
intellectualizes (which she does constantly, because analyzing
her emotions is safer than feeling them), the therapist catches it
and redirects her back to the body. When Elena performs a
breakthrough that isn’t real (and yes, high achievers can perform
breakthroughs), the therapist names it. Gently. But directly.

And because the therapist understands Elena’s world, the
work is never disconnected from the life she’s actually living.
They talk about the partnership dynamics. They talk about the
cognitive load. They talk about what it costs to be the most
competent person in every room. But they talk about it clinically,
not commiseratively. The therapist isn’t impressed by Elena’s
accomplishments and isn’t intimidated by her intensity. She
treats Elena the way Elena treats a complex case: with rigor,
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precision, and the refusal to accept a surface-level answer when
there’s something deeper underneath.

For the first time, Elena doesn’t feel like she has to shrink
herself to fit inside the therapy. The therapy fits her.

•  •  •

The difference between Elena’s first three experiences and this
one isn’t that her previous therapists were bad. I want to be clear
about that, because this distinction matters. The therapists Elena
saw before were likely competent clinicians doing their best with
the training they had. The problem was fit, not quality.

This is why specialization matters, not as a luxury, but as a
clinical necessity. The same way you wouldn’t send an elite
athlete to a general practitioner for a sports injury, you shouldn’t
send a high-performing executive to a generalist therapist for
burnout that’s rooted in neurological patterns, identity fusion,
and the cumulative damage of years of chronic high
performance. The presentation is too specific. The defenses are
too sophisticated. The risk of misread is too high.

The evolution happening in mental health care right now is
the recognition that high performers constitute a distinct clinical
population with distinct clinical needs. This isn’t elitism. It’s the
same principle that drives every other area of specialized
medicine. Cardiologists exist because the heart requires
specialized knowledge. Neurologists exist because the brain
requires specialized knowledge. And clinicians who specialize in
high-performing populations exist because the intersection of
achievement, neurology, identity, and chronic stress produces a
clinical picture that requires its own expertise.

The challenge has been access. For years, finding a therapist
who understood this population meant getting lucky: a referral
from a colleague, a name passed along at a dinner, word of
mouth in a professional network. There was no system for it. No
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directory. No way to know whether the therapist you were calling
had any experience working with someone whose distress was
hidden behind a wall of competence. That’s changing. Networks
of clinicians specifically trained to work with high achievers are
emerging, built on the recognition that this population deserves
the same standard of specialized care that every other distinct
clinical group receives.

But knowing that specialized therapy exists isn’t enough. You
need to know how to find it, how to evaluate it, and how to tell
the difference between a therapist who claims to work with high
achievers and one who actually has the clinical depth to do it.
That’s a practical question, and it deserves a practical answer.
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C H A P T E R  6

How to Find the Right
Therapist

arcus had a system for everything. As the CTO of a fintech
company that had grown from twelve people to three

hundred in four years, systems were how he made sense of the
world. He had a system for hiring. A system for technical debt. A
system for the fifteen direct reports who needed something from
him every hour of every day. He optimized relentlessly: his
calendar, his communication cadence, his decision-making
frameworks. His board loved him. His engineers trusted him. He
was, by every metric his company tracked, indispensable.

What Marcus didn’t have was a system for the fact that he’d
started having chest pains at thirty-eight. His cardiologist ran
every test and found nothing wrong. His primary care doctor
suggested stress management. His wife suggested therapy.
Marcus suggested he was fine.

He wasn’t fine. But he’d tried therapy once, three years ago,
after a particularly brutal board meeting that left him unable to
sleep for a week. He’d found a therapist through his insurance
directory, sat through four sessions of what felt like structured
small talk, and concluded that therapy was for people who didn’t
know how to think through their own problems. He wasn’t being
arrogant. He was being accurate about the mismatch: the
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therapist had no framework for understanding what a CTO at a
high-growth startup actually does, and Marcus spent more time
explaining his job than working on his mental health.

So when his wife brought it up again, Marcus did what he does
with every problem: he researched it. And what he found, once
he started looking with the right keywords and the right
questions, changed the trajectory of the next two years of his life.

•  •  •

If you’re reading this chapter, there’s a good chance you’ve
already tried therapy and it didn’t work, or you’ve been thinking
about therapy and don’t know where to start. Either way, the first
thing I need you to understand is this: finding the right therapist
is not like finding a good restaurant. You can’t rely on ratings,
reviews, or proximity. The most important variable in
therapeutic outcomes is the match between clinician and client,
and for high achievers, that match requires a very specific set of
qualifications that most directories don’t filter for.

Here’s what to look for.
Experience with high-performing populations. This is the

baseline. Not “I’ve worked with a few executives.” Not “I’m
comfortable with high-functioning clients.” You want a clinician
whose caseload is built around people like you. Ask directly:
what percentage of your clients are high-performing
professionals? If the answer is vague, or if they pivot to talking
about their general experience, that tells you something. A
clinician who specializes in this population will be specific about
it, because they’ve built their clinical work around it.

Clinical depth, not just coaching credentials. There is an
important distinction between a licensed therapist and a coach,
and for the level of work most high achievers need, you want a
licensed clinician. Coaches can be valuable for performance
optimization, goal-setting, and accountability. But they are not
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trained to diagnose, they cannot treat clinical conditions like
ADHD, depression, or anxiety disorders, and they are not
equipped to work with the neurological and psychological
patterns described in this book. If you’re reading this and
recognizing yourself, you need a therapist: someone with a
clinical license (such as an LCSW, LMFT, or LPC, a licensed
psychologist with a PhD or PsyD, or a psychiatrist) and the
training to work at the depth your situation requires.

Familiarity with ADHD, OCD/OCPD, and comorbid
presentations in adults. If Chapter 3 resonated with you, this is
critical. Many therapists are trained to recognize ADHD in
children but have limited experience with the way it presents in
high-functioning adults: the elaborate compensatory systems,
the perfectionism that masks the chaos, the comorbidity patterns
that complicate diagnosis. Ask whether the therapist has
experience assessing and treating adult ADHD, and whether they
understand how ADHD interacts with OCD, OCPD, and
performance-driven anxiety. If they look confused by the
question, they’re not the right fit.

A willingness to be direct. This one is harder to assess from a
website, but you’ll know it within the first session. A therapist
who works well with high achievers doesn’t just listen and
reflect. They challenge. They interrupt when the narrative is a
diversion. They name what they see even when it’s
uncomfortable. If your first session feels like a pleasant
conversation where you did most of the talking and left feeling
“heard” but unchanged, that’s a data point. Feeling heard is
necessary. It’s not sufficient.

Comfort with your intensity. High achievers are intense. They
think fast, argue well, and have strong opinions about
everything, including their own treatment. Some therapists find
this intimidating. Others find it exhausting. The right therapist
finds it energizing, not because they’re impressed by you, but
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because they have the clinical confidence to meet your intensity
without being overwhelmed by it. You need someone who won’t
flinch when you push back, who won’t take it personally when
you question their approach, and who won’t mistake your
directness for resistance.

•  •  •

Most people treat the first therapy session as an audition where
the therapist evaluates them. Flip that. The first session is your
opportunity to evaluate the therapist. You are hiring someone for
one of the most important roles in your life. Treat it accordingly.

Here are the questions that matter.
What percentage of your caseload is high-performing professionals?

You’re looking for specificity. A clinician who works primarily
with this population will give you a number or a range. A
clinician who doesn’t will give you a general answer about being
“comfortable with all types of clients.”

What modalities do you use, and how do you decide which one to
use when? This question tests clinical range. You want a therapist
who can work across multiple modalities (CBT, EMDR, somatic
approaches, psychodynamic work) and who makes deliberate,
individualized decisions about which tools to deploy based on
what’s emerging in treatment. Be cautious of a therapist who
only uses one modality for every client. Clinical work with high
achievers requires flexibility.

How do you approach clients who are high-functioning but
struggling internally? This question reveals whether the therapist
understands the core clinical challenge of this population: the
gap between external performance and internal experience. A
strong answer will reference the mask of competence, the
tendency to intellectualize, and the need to work beneath the
surface presentation. A weak answer will sound like generic
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therapy language applied to a population the therapist doesn’t
fully understand.

Do you have experience with adult ADHD and related conditions? If
Chapter 3 applied to you, this is non-negotiable. You need a
clinician who understands the neurodevelopmental landscape,
not one who thinks ADHD is something kids outgrow.

What does progress look like in your work with clients like me?
High achievers want to know what they’re working toward. A
strong therapist will describe measurable shifts: changes in
sleep, in relational presence, in the ability to disengage from
work, in the reduction of somatic symptoms. A weak therapist
will talk about “the process” without defining what progress
actually means.

•  •  •

I’m going to be direct about what should concern you, because
high achievers have a tendency to override their instincts when
they’ve committed to something. If you’ve decided to try therapy,
you’ll be tempted to stick with the first person you find, even if
the fit isn’t right, because quitting feels like failure. It’s not.
Leaving a bad match is the same thing you’d do if you hired the
wrong person for a critical role. It’s not personal. It’s judgment.

Be concerned if the therapist seems intimidated by your
professional life or your intensity. If they defer to you constantly,
if they seem impressed rather than curious, if they never push
back; they’re not going to be able to do the work you need. You
don’t need another person in your life who treats you like you
have it all figured out. You need someone who can see what you
can’t.

Be concerned if, after three to four sessions, the work still
feels like venting. Good therapy produces discomfort. Not crisis,
discomfort. You should be thinking about things differently after
a session. You should feel like something was disrupted, not just
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discussed. If every session ends and you feel validated but
unchanged, the therapy isn’t working. It’s just comfortable. And
comfortable is not what you need right now.

Be concerned if the therapist pathologizes your ambition.
There is a difference between a clinician who helps you see
where your drive has become maladaptive and one who treats
your ambition itself as the problem. You don’t need to be told that
you work too hard. You already know that. You need someone
who understands why you work the way you do and can help you
change your relationship with it without dismantling what
makes you exceptional.

And be concerned if the therapist doesn’t ask about your
professional context in the first session. If they jump straight to
childhood, family of origin, and emotional history without
understanding the environment you operate in every day, they’re
working from a model that wasn’t designed for you. Your
professional life isn’t background. It’s the primary system
producing your symptoms. Any therapist who ignores it is
missing the most important clinical data in the room.

Running that search on your own takes time, and most high
achievers don’t have much to spare. It’s the reason CEREVITY
exists. Every clinician in the network was selected for their
clinical depth and their experience with high-performing
professionals, and an intake coordinator does the matching for
you. If you’d rather skip the search, the details are in the
Resources section at the back of this book.

•  •  •

Now let me tell you what should make you stay.
Stay if the therapist names something in the first session that

you’ve never articulated yourself. That’s pattern recognition. It
means they’ve seen your presentation before and they know
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what’s underneath it. That is the single most reliable indicator
that you’re in the right room.

Stay if you feel slightly uncomfortable. Not unsafe,
uncomfortable. The right therapist will say things you don’t want
to hear, ask questions you’ve been avoiding, and reflect back a
version of yourself that doesn’t match the one you’ve been
performing. That discomfort is the work. If everything the
therapist says feels affirming and agreeable, you’re in a
validation loop, not therapy.

Stay if they hold you accountable. A therapist who remembers
what you said three sessions ago, notices when your behavior
contradicts your stated goals, and calls you on it, that’s clinical
rigor. High achievers respect rigor. They just aren’t used to
experiencing it in a therapeutic setting.

Stay if they don’t seem impressed by you. The right therapist
isn’t awed by your title, your income, or your accomplishments.
They’re interested in what those things cost. That neutrality (the
absence of being dazzled) is what creates the space for you to
finally stop performing and start working.

•  •  •

Marcus found the right therapist on his third search. Not his
third session, his third deliberate, criteria-driven search,
conducted with the same rigor he’d apply to evaluating a
technical architecture. He asked the questions. He evaluated the
answers. He trusted the data.

In their first session, the therapist told him something no one
had ever said to him before: “The chest pains aren’t a mystery.
Your body has been keeping score, and it’s trying to get your
attention. The question isn’t what’s wrong with your heart. It’s
what you’ve been asking your nervous system to carry.”

Marcus went quiet. Not because he didn’t have a response.
Because for the first time, he didn’t need one. Someone had
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finally identified the problem in a language he understood, and
the relief of being accurately diagnosed (not medically, but
clinically) was so profound that it disarmed every system he’d
built to keep the world at a manageable distance.

That moment (the moment the right clinician sees you clearly
enough to name what you couldn’t) is the beginning. Not the end.
The work that follows is harder than anything in this book so far.
It requires you to look honestly at the life you’ve built, the cost
it’s exacting, and the parts of yourself you’ve sacrificed to keep
the machine running.

That audit is where we start next.
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C H A P T E R  7

The Burnout Audit

iana’s company sends out a wellness survey every quarter.
Anonymous. Voluntary. Fourteen questions about stress,

sleep, work-life balance, and overall satisfaction. Diana fills it out
in two minutes, the same way she fills out everything that isn’t
directly tied to a deliverable, quickly, instinctively, and without
much thought.

She scores fine every time. Moderate stress. Adequate sleep.
Satisfactory work-life balance. Her responses land her squarely
in the middle of the curve, indistinguishable from the rest of her
leadership team. The HR department looks at the aggregate data,
notes that the executive tier is within normal ranges, and moves
on.

Diana is the chief revenue officer of a publicly traded SaaS
company. She manages a global sales organization of over two
hundred people, reports directly to the CEO, and presents to the
board every quarter. She is forty-six years old. She has not cried
in three years. She has not laughed (really laughed, the kind that
catches you off guard) in longer than she can remember. She goes
to her daughter’s soccer games and sits in a folding chair
scrolling through Slack. She has sex with her husband about
once a month and can’t remember the last time she was present
for it. She runs five miles every morning at 5 a.m., not because
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she enjoys it but because stopping makes her feel like she’s losing
control of the one variable in her life that still responds to effort.

By the wellness survey’s criteria, Diana is fine.
By any clinical standard that actually measures what matters,

Diana is in orange and heading for red.
The gap between those two assessments (what the survey

measures and what’s actually happening) is the gap this chapter
exists to close.

•  •  •

Most burnout assessments are designed to catch people who are
visibly struggling. They measure obvious indicators: missed
deadlines, declining performance, absenteeism, expressed
dissatisfaction. They are calibrated for the general workforce,
and for the general workforce, they work reasonably well.

They do not work for high achievers. Not because high
achievers aren’t burning out, but because high achievers burn
out differently. Their performance doesn’t decline. Their
attendance doesn’t slip. Their output doesn’t drop. What drops is
everything that isn’t output: their emotional range, their
relational presence, their physical health, their capacity to
experience pleasure, their connection to the life they’ve built
outside of work. A standard wellness survey can’t capture that,
because it wasn’t designed to look for it.

And high achievers are terrible self-reporters when it comes
to wellness. Not because they’re dishonest. Because they’ve lost
the baseline. When you’ve been running at maximum capacity
for years, you forget what normal feels like. You rate your stress
as “moderate” because you’re comparing it to the crisis you
handled last month, not to any objective standard of human
wellbeing. You rate your sleep as “adequate” because you’ve
forgotten what restful sleep feels like. The recalibration that
happens inside a high-performing nervous system means that
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the person answering the survey has already normalized
conditions that would alarm a clinician.

That’s why the burnout audit I use with clients looks nothing
like a wellness survey.

•  •  •

The framework I’ve developed over years of clinical work with
high achievers assesses burnout across four domains. Not with a
score or a scale, but with questions designed to bypass the
performance filter and get to what’s actually happening. The
point isn’t to produce a number. It’s to produce recognition.

The first domain is physical. Your body is the most honest
reporter you have, and it’s the one you’re most practiced at
ignoring. The questions I ask aren’t about whether you exercise
or eat well. Most of my clients do both, often obsessively. The
questions are about what your body is doing that you can’t
control. Are you waking up in the middle of the night? Is your jaw
clenched when you become aware of it? Do you have
unexplained pain (headaches, back pain, digestive issues) that
your doctor has investigated and found nothing definitive? Have
you noticed that you get sick more often than you used to, or that
you recover more slowly? Has your relationship with alcohol
changed, not dramatically, but quietly, the way a glass of wine at
dinner became two glasses became something you don’t feel
right without?

These aren’t wellness questions. They’re nervous system
questions. They measure allostatic load (the cumulative
biological cost of chronic stress) in the language of daily
experience. Most high achievers, when they sit with these
questions honestly, are surprised by how many apply to them.
They’ve been normalizing the symptoms for so long that it takes
a structured inventory to make the accumulation visible.
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The second domain is emotional. And this is where high
achievers have the most difficulty, because emotional awareness
is precisely the thing that chronic high performance erodes. The
key question isn’t whether you feel sad or anxious; those are
states that most high achievers have learned to manage or
suppress. The key question is whether your emotional range has
narrowed. Can you still access joy? Not satisfaction at a result,
joy. The spontaneous, unearned feeling of being glad to be alive.
Can you still feel moved by something beautiful, amused by
something funny, tender with someone you love? Or has
everything flattened into a gray efficiency, where days are
measured by what was accomplished and the space between
accomplishments feels empty?

I also ask about irritability, because it’s the emotional signal
most high achievers will admit to. Are you shorter-tempered
than you used to be? Do small things set you off: a slow driver, a
poorly worded email, your child asking you a question at the
wrong moment? Irritability in high achievers is rarely about
anger. It’s about capacity. When your nervous system is running
at maximum load, there is no buffer left for the minor
disruptions of ordinary life. Every interruption feels like a threat
because your system has no margin left to absorb it.

The third domain is relational. This is where the damage is
most visible to the people around you and most invisible to you.
The questions I ask are specific. When was the last time you had
a conversation with your partner that wasn’t logistical? When
was the last time you were fully present with your children, not
physically present while mentally elsewhere, but actually there?
Do you still have friendships that aren’t transactional? Is there
anyone in your life who sees the real version of you, or has every
relationship become another stage where you perform?

The relational domain is where high achievers tend to
minimize the most. They’ll acknowledge the strain but attribute
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it to circumstances. “We’re both busy.” “The kids are at a
demanding age.” “I’ll be more present after this quarter.” These
aren’t explanations. They’re deferrals. And the longer the
deferrals accumulate, the wider the distance grows, until the
relationships that were supposed to be the point of everything
you’ve built become the thing you’ve sacrificed to build it.

•  •  •

Nathan doesn’t use the word “burnout” to describe what’s
happening to his wife. He uses different language: “She’s just not
here anymore.”

Nathan is forty-four. His wife, Michelle, is the chief medical
officer of a regional health system. She oversees clinical quality
for twelve hospitals, manages a medical staff of over six hundred
physicians, and reports directly to the CEO. She is, by the
standards of the healthcare industry, operating at the highest
level of her profession. She was promoted to the CMO role three
years ago. Nathan says that’s approximately when he lost her.

He doesn’t mean she left. She’s physically present. She comes
home most nights by 7:30, sometimes later. She eats dinner with
the family when she can. She attends their daughter’s recitals
and their son’s baseball games when her schedule allows. She is
there. But the person who is there is not the person Nathan
married. The person who is there is a set of functions: a co-
parent who manages logistics, a spouse who reviews the family
calendar, a professional who answers emails from the couch at
9:00 p.m. while the television plays a show neither of them is
watching. The conversations they have are operational. Who’s
picking up the kids tomorrow. Whether the dishwasher needs to
be run. When the mortgage payment is due.

Nathan can pinpoint the last time they had a real
conversation, the kind where both people are present and
curious and actually interested in what the other person is
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thinking, and it was fourteen months ago, on a vacation that
Michelle cut short by two days because a credentialing issue
required her attention.

The children have adapted in the way children do: quietly,
efficiently, and with a sophistication that breaks Nathan’s heart
when he thinks about it too carefully. Their daughter, who is
twelve, has learned to read Michelle’s face the moment she walks
in the door. If the jaw is tight and the eyes are distant, the
daughter retreats to her room without being asked. She has
calibrated her emotional needs to her mother’s available
bandwidth, and she has done it so seamlessly that Michelle has
never noticed. Their son, who is nine, has stopped asking
Michelle to play catch after dinner. He asked every night for a
year. The answer was always some version of “in a few minutes”
that never materialized. He stopped asking. He didn’t announce
it. He just stopped.

Nathan sees all of this. He has seen it accumulating for three
years. He has data points that Michelle doesn’t have, because
Michelle is inside the system and Nathan is watching from the
outside. He knows what time she falls asleep on the couch. He
knows how many times she checks her phone during a meal. He
knows that she hasn’t initiated a physical touch, a hug, a hand on
his shoulder, a spontaneous kiss, in months. He knows that when
he tries to talk about how things are going, really going, not
logistically, she deflects. She says she’s fine. She says it’s just a
busy quarter. She says things will slow down.

Nathan has heard “things will slow down” for three years.
Things have not slowed down. And Nathan, who loves his wife,
who respects her career, who has never once asked her to be less
than she is, has started to wonder whether the person he married
is recoverable, or whether the role has consumed her so
completely that what’s left isn’t enough to build on.
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He hasn’t said this to Michelle. He doesn’t say it to anyone.
Because pushing back triggers Michelle’s defensiveness, and
defensiveness triggers withdrawal, and withdrawal makes
everything worse. Nathan learned, through painful repetition,
that the safest strategy is to manage: to hold the household
together, to protect the kids from the emotional absence, to keep
things running smoothly so that Michelle has one less thing to
worry about. He became the buffer between Michelle and the
family’s emotional needs. He became the interpreter who
translates “Mommy’s tired” into something the children can
understand. He became the person who absorbs the impact so
that nobody has to name what’s actually happening.

This is what burnout looks like from the other side. And the
partner’s perspective matters clinically, because the partner is
often the first person to see the burnout and the last person the
high achiever will listen to.

The clinical dynamic is this: the partner has been
accumulating observational data for years. They’ve watched the
emotional withdrawal, the behavioral changes, the slow
contraction of the person they knew into the person who
performs. They have information the high achiever is blind to,
because the high achiever’s self-assessment is filtered through
the same performance lens that distorts everything else.
Michelle would tell you she’s managing well. Nathan would tell
you she’s disappearing.

But the partner has also been trained, by the dynamics of the
relationship, not to push. High achievers respond to direct
confrontation about their mental state the way they respond to
any perceived threat: they defend, they deflect, they counter with
evidence of their own competence. “I just got promoted, I’m
clearly not falling apart.” “The family is fine, the bills are paid,
the kids are healthy.” The partner, having been on the receiving
end of this deflection enough times, learns to stop pushing. The
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silence becomes mutual. The distance becomes structural. And
the very information that could catalyze change stays locked
inside the person who has it, because the relationship has no safe
channel for delivering it.

If you’re reading this book and you’re married or partnered,
here is what I need you to consider: your partner has been
watching this happen. They have been carrying something they
don’t know how to put down. They have observations about your
behavior, your emotional availability, your presence in the
relationship and the family that you do not have access to,
because you cannot see yourself from the outside.

The hardest conversation you will have is the one where you
sit down, put the performance away, and ask: “What have you
been seeing that I haven’t?”

And then listen. Not to fix. Not to defend. Not to explain why
the quarter has been unusually demanding or why the CMO role
requires a different kind of availability. Just to hear what the
person who loves you most has been carrying alone.

Nathan is still waiting for that conversation. He doesn’t know
if it will ever come. But the clinical evidence is unambiguous: the
partners who do have that conversation, who create the opening
for the truth to enter the room without defensiveness, are the
ones whose relationships survive. Not because the conversation
fixes anything immediately. But because it breaks the silence that
lets the damage accumulate in the dark.

The fourth domain is professional. This is counterintuitive,
because work is usually the last place high achievers expect to
find burnout indicators. The work is still getting done. The
results are still coming. But the questions that matter here aren’t
about output. They’re about meaning. Does the work still engage
you, or are you running on momentum? Do you feel a sense of
purpose in what you’re building, or has the purpose been
replaced by obligation? When was the last time a professional
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accomplishment produced genuine satisfaction rather than a
brief exhale before the next target? Are you still creating, or are
you just maintaining?

When the work stops meaning something: when the engine is
running but the destination has disappeared, that’s one of the
most reliable indicators that burnout has progressed past the
point where rest alone can fix it. The exhaustion isn’t physical.
It’s existential. And it requires clinical intervention, not a
vacation.

•  •  •

When I walk clients through these four domains, I use a simple
framework to help them locate themselves: yellow, orange, red.

Yellow means the signals are present but manageable. You’re
noticing some physical symptoms. Your emotional range has
narrowed slightly. Your relationships are strained but not
deteriorating. The work still has meaning, even if the satisfaction
is diminished. Yellow is where most high achievers live for years.
It’s sustainable enough to ignore, uncomfortable enough to
sense, and insidious enough to normalize. Yellow is the zone
where intervention is easiest and most effective, and where it
almost never happens, because yellow doesn’t feel urgent enough
to act on.

Orange means the signals have escalated. The physical
symptoms are persistent and interfering with your daily life.
Your emotional range has flattened significantly; you can’t
remember the last time you felt genuinely good. Your closest
relationships are deteriorating in ways you can see but can’t
seem to stop. The work feels hollow. You’re drinking more,
sleeping less, and the gap between who you are at work and who
you are at home has become a chasm you cross several times a
day without acknowledging it. Orange is where most of my
clients are when they finally walk through my door. It’s the zone
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where the damage is accumulating faster than you can
compensate for it, and where the allostatic load is beginning to
produce consequences that won’t reverse on their own.

Red means the system is failing. Your body is breaking down
in ways that are now medically significant. You’ve lost access to
emotions beyond irritability and numbness. Your primary
relationship is in crisis or has already ended. You are going
through the motions of a career that no longer feels like yours.
You may be experiencing clinical depression, anxiety that has
become debilitating, or substance use that has crossed from
habitual to dependent. Red is not a warning. Red is a crisis. And
the tragedy of red is that the high achiever in red often doesn’t
recognize it, because their performance is still intact. The last
thing to go, for people wired like this, is the output. By the time
the output drops, everything else has already been destroyed.

Diana was in orange, trending toward red. The wellness
survey said she was fine. Her body, her marriage, her emotional
life, and her relationship with her own career said otherwise.
The survey measured the wrong things. The audit measured
what mattered.

•  •  •

Once you know where you are on the spectrum, the question
becomes: what do I do with this information? And the first
answer, before therapy, before any clinical intervention, is
structural.

I teach my clients a framework I call “same same but
different.” The name is deliberately informal, because the
concept needs to feel accessible, not clinical. Here’s the
principle: your day needs both structure and variety. Routine
that doesn’t become a cage. Predictability with enough rotation
to keep your brain engaged.
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This matters because of how the ADHD and high-performance
brain interacts with routine. Rigid structure (the same schedule,
the same tasks, the same sequence every day) initially feels safe.
It reduces decision fatigue. It creates predictability. But over
time, it becomes a trap. The novelty-seeking part of your brain
rebels. Boredom sets in. Disengagement follows. And then you
compensate by throwing the routine out entirely, which
produces chaos, which produces overwhelm, which sends you
back to rigid structure. The cycle repeats.

The sweet spot is what I call “same bones, different skin.” The
bones of your day stay consistent: when you wake up, when you
work, when you rest, when you connect with the people who
matter. The skin changes: what you work on within those blocks,
how you spend your rest time, what the connection looks like on
any given day. The framework is stable. The content rotates.

A client of mine, a venture partner who had tried and
abandoned six different daily routine systems, described it this
way after implementing the framework: “It’s the first time I’ve
had a routine that doesn’t make me want to burn it down after
two weeks.” That’s the test. If your structure survives your own
restlessness, it’s working. If it doesn’t, the structure was too rigid
for the brain it was built around.

This isn’t a cure. It’s a foundation. It creates enough stability to
begin the deeper clinical work without adding another source of
failure to a life that already feels like it’s held together with wire.
And the deeper clinical work, the work that actually changes the
trajectory, starts with the question most high achievers are most
afraid of.

Not “What’s wrong with me?” You’ve already answered that.
The question is: “Who am I if I’m not this?”
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C H A P T E R  8

Identity Beyond
Achievement

obert retired on a Friday. By Monday, he was in crisis.
He’d been a cardiothoracic surgeon for twenty-seven

years. He had performed over four thousand procedures. He had
trained an entire generation of fellows. He had saved lives that
other surgeons had given up on, and he carried those lives with
him, not as trophies, but as proof that the sacrifice had been
worth it. The missed dinners. The holidays spent on call. The
marriage that ended quietly in year fourteen because his wife got
tired of being married to someone who was never fully home. All
of it was the cost of a career that mattered. And it did matter.
Nobody could take that from him.

The retirement had been planned for two years. He’d set a
date, transitioned his patients, handed off his research. His
colleagues threw him a dinner. They gave speeches. They called
him a legend. He stood at the podium and thanked everyone and
said he was looking forward to the next chapter.

He had no idea what the next chapter was.
The first week, he cleaned the garage. The second week, he

reorganized his home office. The third week, he sat in his living
room at 6 a.m. in the dark, dressed and ready, with nowhere to
go. His hands, the same hands that had held human hearts, were
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folded in his lap with nothing to do. He stared at the wall for forty
minutes before his phone buzzed with a text from his daughter
asking if he wanted to get lunch. He said he was busy. He wasn’t
busy. He just couldn’t explain what was happening to him,
because he didn’t have the language for it.

What was happening was this: the structure around which his
entire identity had been organized for nearly three decades had
been removed, and there was nothing underneath it. Not nothing
as in emptiness. Nothing as in the absence of a self. Robert knew
how to be a surgeon. He did not know how to be Robert.

Within six weeks, he was drinking by noon. Within three
months, he was in my office, a sixty-one-year-old man with the
posture of someone who had commanded operating rooms,
crying for the first time in decades and saying the most terrifying
sentence a high achiever can say: “I don’t know who I am
anymore.”

•  •  •

Robert’s story is extreme in its specifics but common in its
architecture. The details differ. The pattern is the same.

Identity fusion is the clinical term for what happens when a
person’s sense of self becomes indistinguishable from their
professional role. It doesn’t happen all at once. It happens
gradually, over years of reinforcement, until the line between
who you are and what you do disappears entirely. You don’t have
a career. You are your career. Your worth is your output. Your
value is your title. Your identity is your performance.

This fusion is invisible while the career is intact, because the
career provides everything the identity needs: structure,
purpose, validation, social standing, a daily framework for
existing. You wake up knowing who you are because you wake up
knowing what you’re supposed to do. The doing and the being
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are the same thing. And as long as the doing continues, the
absence of the being goes unnoticed.

The crisis comes when the doing stops. Or slows. Or changes.
Retirement is the most dramatic example, but it’s not the only
one. I’ve seen the same collapse triggered by a job loss, a
company sale, a demotion, a health crisis that forces a leave of
absence, or even a promotion that removes someone from the
hands-on work that defined them. Any event that disrupts the
performance loop exposes the void underneath it.

And it doesn’t have to be a disruption. Sometimes the crisis is
quieter than that. Sometimes it’s the slow realization, mid-career,
that you’ve built an extraordinary life around a version of
yourself that doesn’t feel like yours. You look at the title, the
income, the reputation, and you think: I built all of this. And then
the thought that follows, the one you don’t say out loud: but I
can’t feel any of it. The life is impressive. The person living it is
gone.

•  •  •

Robert’s case is retirement. The identity was removed entirely,
and the void was sudden and total. But most of the people
reading this book are not retired. They’re not post-career. They’re
mid-career, often at the peak. And the void they’re experiencing
is a different kind of terrifying, because it arrives not when the
ladder is pulled away, but when you reach the top and discover
the view is empty.

Amara is forty-one. She is the founder and CEO of a fintech
company that she built from a pitch deck and thirty-five
thousand dollars of personal savings. The company now
processes over two hundred million dollars in annual
transaction volume. Six months ago, she closed a ninety-million-
dollar Series C round led by one of the most prestigious venture
firms in the country. She was on the cover of a fintech trade
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publication. The headline called her “one of the most important
founders in financial technology.”

She sat in her home office after the article was published,
stared at the cover image of her own face, and felt absolutely
nothing.

Not pride. Not satisfaction. Not relief that the fundraise was
done and the company was capitalized for the next phase. Not
gratitude for the team that had made it possible. Not even the
familiar adrenaline spike of a completed deal. Just a flat, gray
blankness. And then, almost immediately, the only thought her
brain could produce: “What’s next?”

The ninety-million-dollar fundraise occupied her for
approximately forty-five seconds before her operating system
replaced it with the next target. The Series D timeline. The
international expansion. The board’s performance expectations
for the next twelve months. The accomplishment didn’t register
because her brain had already metabolized it, extracted
whatever dopamine was available, and moved on to the next
thing that might produce a hit. The same mechanism described
in Chapter 2, the drive-reward loop that escalates its own
threshold, had done its work so thoroughly that a career-defining
achievement produced no more emotional response than
clearing an inbox.

Amara didn’t tell anyone. What would she say? “I closed a
ninety-million-dollar round and I feel nothing?” In what context
does that sentence make sense? To her board, she was the
confident, visionary CEO they’d just backed. To her team, she
was the leader who’d secured their runway. To her husband, she
was the person who’d been promising for six months that things
would ease up after the fundraise, and now the fundraise was
done and nothing had eased up. She couldn’t articulate what was
wrong because, by every external standard, nothing was wrong.
Everything was exactly right. That was the problem.
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This is the mid-career void, and it is clinically distinct from
burnout, though the two frequently co-exist.

Burnout is depletion. It’s the body and brain running out of
resources. The treatment for burnout involves restoration: rest,
nervous system regulation, the removal or reduction of the
stressors that depleted the system. Burnout is a problem of too
much. You’ve been doing too much for too long, and the
machinery has degraded.

The mid-career void is not depletion. It’s emptiness. And
emptiness is not the same as exhaustion, though it can look
similar from the outside. The mid-career void is what happens
when you arrive at the destination you spent fifteen or twenty
years pursuing and discover that the destination was never
yours. The goals were real. The effort was genuine. The
achievement is undeniable. But the entire trajectory was set by a
version of you that was running on a combination of
neurological drive, early conditioning, and environmental
reward, and the version of you that arrives at the summit has
spent so little time asking what you actually want that the
question itself feels foreign.

Amara didn’t choose fintech because she was passionate about
financial technology. She chose it because she saw an
inefficiency in a market, recognized that her skills could address
it, and pursued the opportunity with the same intensity she’d
brought to everything since childhood: the math competitions,
the Ivy League admissions process, the management consulting
job, the MBA. Each step followed logically from the last. Each
step was reinforced by success. And each step moved her further
from a question she’d never been invited to ask: “Is this what I
want?”

The question is terrifying because the answer might require
not just recovery but reconstruction. This is not a matter of
taking a vacation and coming back refreshed. It’s a matter of
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confronting the possibility that the life you’ve built, the career,
the identity, the structure, was assembled around someone else’s
definition of success, or around a definition of success that your
wiring adopted so early and so completely that you mistook it for
your own.

The clinical distinction matters because the treatment is
different. Burnout responds to rest, regulation, and the gradual
restoration of depleted resources. The mid-career void does not
respond to rest. You can take six months off and come back
feeling exactly the same, because the problem isn’t exhaustion.
It’s meaning. And meaning can’t be restored by sleep and
vacation, because it was never there in the way you assumed it
was. It has to be discovered, and discovery requires a kind of
open-ended exploration that the high-achiever operating system
actively resists.

Every client I’ve worked with who has encountered the mid-
career void describes the same terrifying sensation: the
realization that they’ve been sprinting on a track they never
chose, and now they’re standing at the finish line wondering who
designed the course. The achievement is real. The identity built
around it is real. But the connection between that identity and
anything resembling authentic desire, genuine meaning,
personal resonance, has been severed for so long that the client
can’t remember whether it ever existed.

For some, the answer is that the career does align with what
they want, but the pace, the structure, and the identity fusion
have buried the original connection under years of performance.
The clinical work involves excavation: digging down through the
layers of obligation and optimization to find the original impulse
and reconnecting with it in a way that doesn’t require the
machinery to be running at full speed.

For others, the answer is harder. The career doesn’t align. The
ladder was built against the wrong wall. And the prospect of
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rebuilding, at forty-one, with a board of directors and two
hundred employees depending on you, is so daunting that most
people don’t rebuild. They push the realization down, recommit
to the targets, and run harder. The void doesn’t go away. It just
gets louder.

The clinical work here isn’t about rest. It’s about meaning.
And meaning, unlike a deliverable, can’t be optimized. It can’t be
reverse-engineered from a set of metrics. It has to be discovered
through a process that is, for most high achievers, agonizingly
inefficient: trying things without knowing why, following
curiosity without a business case, sitting with discomfort that
doesn’t have a resolution on a timeline.

Amara is still building her company. She’s still performing at a
level that would be extraordinary by any standard. But she’s also,
for the first time, asking a question that her operating system
was never designed to process: “If the achievement isn’t the
point, what is?”

She doesn’t have an answer yet. The work of finding one is
what we’ll talk about next.

•  •  •

Identity fusion in high achievers isn’t a failure of character. It’s a
natural consequence of the reward structure they’ve operated in
for their entire lives.

Think about it. From the earliest age, you were rewarded for
what you did. Good grades produced praise. Achievement
produced love. Performance produced safety. The message was
never stated explicitly, but it was absorbed completely: you are
valuable because you produce. The producing and the being
valued became fused. And over time, the producing became the
only reliable mechanism you had for accessing a sense of self-
worth.
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This is what Chapter 2 described as the thermostat that was
set to high and never recalibrated. But the thermostat metaphor
captures the intensity. What it doesn’t fully capture is the identity
cost. It’s not just that you can’t slow down. It’s that slowing down
removes your access to the only version of yourself you know
how to be. Rest isn’t just uncomfortable. It’s existentially
threatening. Because if you’re not performing, you’re not anyone.
And being no one is more terrifying than being exhausted.

I’ve sat with clients who can articulate this with astonishing
clarity. They know, intellectually, that their identity should not
be synonymous with their job. They know that they have
relationships, interests, a history, a body that exists outside of
conference rooms. They know all of this the way they know any
other piece of information: as a fact that exists at a distance from
their lived experience. The knowing doesn’t change the feeling.
And the feeling is: without the work, I disappear.

•  •  •

The things high achievers sacrifice first are always the things
they need most. And they sacrifice them so gradually that they
don’t realize what’s been lost until the inventory is nearly empty.

Relationships go first. Not dramatically, not with fights or
ultimatums. Quietly. You stop being curious about your partner.
You stop asking questions that don’t have a purpose. You stop
showing up to friendships that don’t produce something. Every
relationship becomes a function: what does this person need
from me, what do I need from them, what’s the most efficient
way to manage this interaction. The warmth drains out so slowly
that neither person notices until the relationship is just a
logistics arrangement with a shared mortgage.

Rest goes next. Not sleep. High achievers often protect their
sleep, at least the hours of it, because they understand it as a
performance variable. What goes is actual rest. The capacity to
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do nothing. The ability to sit in a room without producing. The
willingness to spend an hour doing something that has no
outcome, no metric, no deliverable. That capacity atrophies like
a muscle you never use. The idea of unstructured time produces
genuine anxiety.

And then the inner life goes. The interests that have nothing to
do with work. The books you used to read. The music you used to
listen to for the experience of it, not as background noise during
email. The sense of humor that wasn’t strategic. The wonder
about things that don’t matter. The willingness to be bad at
something. All of it gets crowded out by the relentless pressure to
perform, until the only self that remains is the professional self,
and that self, however accomplished, is a fraction of who you
actually are.

This is the real cost of burnout. Not the exhaustion. The
erasure.

•  •  •

I need to say something here that runs counter to what the rest of
the world will tell you, and I need you to hear it clearly: the
answer is not to become less driven.

The self-help industry will tell you to slow down. To practice
gratitude. To find balance. And those things aren’t wrong, exactly.
But they’re addressing the wrong problem. They assume the
drive itself is the issue. It’s not. The drive is extraordinary. The
drive is what built everything you’ve built. The drive is not the
enemy. The fusion is.

The distinction matters clinically. When you treat the drive as
the problem, you ask the person to become someone they’re not.
You ask the surgeon to stop caring about precision. You ask the
founder to stop thinking about their company at midnight. You
ask the attorney to stop preparing obsessively for trial. These
aren’t behaviors to be eliminated. They’re traits to be managed,
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traits that, when properly understood and regulated, are genuine
superpowers.

The reframe I work through with every client who reaches
this point is a shift from deficit to difference. Not “something is
wrong with me” but “I’m wired differently, and I can work with
that.” Not “I need to be less” but “I need to be more: more of the
parts of myself that got sacrificed along the way.” The goal isn’t
subtraction. It’s expansion. You don’t need to dismantle the
professional self. You need to build alongside it until the
professional self is one part of a larger, more resilient whole.

•  •  •

I spent most of my life feeling like something was different about
me. Not wrong, exactly, but different in a way I couldn’t name
and didn’t know what to do with.

I’ve talked about the ADHD diagnosis in Chapter 3: the
decades of workarounds, the late discovery, the grief and relief
that came with finally understanding my own brain. But what I
haven’t talked about is what came after. Because the diagnosis
was the beginning, not the end. Understanding the wiring was
the first step. The harder step was rebuilding an identity that
wasn’t organized entirely around compensating for it.

For years, my identity was my ability to keep up. To outwork
the chaos in my head. To perform competence so convincingly
that nobody (including me) could see the scaffolding holding it
together. When I finally understood what I was working with, I
had a choice. I could keep performing on the same terms, now
with a clinical explanation for why it cost so much. Or I could
build a life that actually fit the brain I have instead of the brain
I’d been pretending to have.

I chose the second option. It was the hardest thing I’ve ever
done. Not because it required dramatic change. Because it
required me to let go of the version of myself that everyone
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(including me) had come to depend on. The overperformer. The
one who never dropped a ball. The person whose entire value
proposition to the world was that she could handle anything.
Letting go of that meant sitting with the terrifying question
Robert faced in his living room: if I’m not that person, who am I?

The answer, it turns out, is bigger than anything I could have
built by performing. But I couldn’t see it until I stopped.

•  •  •

Rebuilding identity beyond achievement is not a project. It’s not
something you can optimize or execute or complete in a quarter.
It’s a practice. It happens slowly, in the moments between
performance, in the small decisions to show up differently.

It starts with curiosity. Not the strategic curiosity that drives
your professional life: the purposeless kind. The kind that asks:
what do I actually enjoy? Not what produces results. Not what
impresses people. Not what advances my career. What do I enjoy
for its own sake? Most of my clients can’t answer that question
immediately, because they’ve spent years filtering every activity
through the lens of productivity. The idea that something can be
valuable without producing a measurable outcome is genuinely
foreign to a brain that’s been optimized for performance.

It continues with presence. Not mindfulness as a productivity
tool, presence as a practice of being in a moment without
evaluating it. Sitting with your child without checking your
phone. Having a conversation without rehearsing your next
point. Eating a meal without it being a break between tasks.
These sound simple. For a nervous system that has been trained
to treat every moment as an opportunity to produce, they are
among the hardest things you will ever do.

And it deepens through relationship. Not networking. Not
professional alliance. Relationship. The kind where you are
known: not for what you do, but for who you are. Where
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someone sees the version of you that exists when the title is
stripped away, and they stay. For many high achievers, this kind
of relationship hasn’t existed since before the career began, if it
ever existed at all. Building it requires vulnerability. And
vulnerability, for someone whose entire identity has been
constructed around invulnerability, feels like stepping off a
ledge.

But it’s the only way to build something beneath you that will
hold when the performance eventually stops. And it will stop.
Not because you’ll choose to stop. Because life will eventually
make the choice for you: through retirement, through illness,
through a crisis that pulls the rug. The question is whether
there’s something underneath you when it does.

•  •  •

The question clients ask at this point is always some version of
the same thing: “I understand the problem. Now what do I do?”

Fair question. And it deserves a concrete answer, not another
metaphor. What follows is the framework I’ve developed over
years of clinical work with high achievers who have arrived at
the identity void, whether through retirement, mid-career
disillusionment, or the slow realization that the life they’ve built
doesn’t have them in it anymore. The framework has three
phases. They’re not rigid. They overlap. They don’t proceed in a
straight line. But they give the work a shape, and for people who
think in systems, having a shape matters.

Phase One is the Inventory, and it typically runs through the
first month of focused work.

The instruction is simple, and for most clients, surprisingly
difficult: identify what you’ve lost. Not in the abstract.
Specifically. What did you used to enjoy before the career
consumed everything? What relationships have atrophied? What
parts of yourself have you abandoned?
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Most clients can’t answer immediately. That’s the point. The
atrophy is so complete that the memory of who they were before
the identity fusion is inaccessible. They can name their
professional accomplishments in granular detail, every deal,
every case, every product launch, going back twenty years. But
when I ask them what they did for fun at twenty-two, they go
blank. When I ask them to name a friend they haven’t spoken to
in years whom they genuinely miss, they stare at the ceiling. The
inventory isn’t just an exercise in nostalgia. It’s a diagnostic tool.
The speed and completeness with which a client can map their
non-professional identity tells me exactly how severe the fusion
has become.

The assignment I give at this stage is one that consistently
produces the most powerful results of any intervention in my
clinical work: ask three people who knew you before your career
took over to describe the person they remember.

Not your colleagues. Not your direct reports. Not anyone who
knows you primarily through your professional identity. Call
your college roommate. Call your sibling. Call the friend from
your twenties who drifted away when your lives diverged. Ask
them: “What was I like back then? What did I care about? What
made me laugh?”

And then listen for the parts that surprise you. Because the
person they describe will, in most cases, be someone you barely
recognize. They’ll mention things you’ve completely forgotten:
that you used to draw, that you were obsessed with cooking, that
you had a dry sense of humor that could make a room fall apart,
that you used to stay up until 3 a.m. talking about ideas that had
nothing to do with revenue or market share. They’ll describe a
person who was interesting, not because of what they produced,
but because of who they were. And the gap between that person
and the person you’ve become is the territory where the
rebuilding happens.
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Phase Two is the Experiment, and it typically spans months
two and three.

The rule for this phase is one sentence long, and it will feel
almost physically wrong to a high-achiever brain: you are not
allowed to be good at this.

Take a pottery class. Join a running group. Cook something
complicated without following a recipe. Go to a museum alone
and stand in front of a painting for fifteen minutes without
checking your phone. Pick up a guitar and make sounds that are
genuinely terrible and keep making them. Read a novel that has
nothing to do with your industry and has no practical application
to your career.

The high achiever’s instinct will be immediate and powerful:
optimize. Evaluate. Compare. Measure progress. “How quickly
can I get good at this? What’s the most efficient way to learn? How
does my pottery compare to the person sitting next to me?” That
instinct is the operating system asserting itself, and the purpose
of Phase Two is to practice overriding it. The practice is doing
something for no reason other than the experience of doing it.
Not because it adds to your resume. Not because it makes you
more interesting at dinner. Not because it will eventually become
a side business. Because you’re curious, and curiosity,
untethered from outcome, is one of the first things the high-
performance machinery kills.

This is neurologically difficult for a brain that has been
trained to evaluate everything by output. The dopamine system
described in Chapter 2 is calibrated to reward measurable
achievement. An activity that produces no measurable result
doesn’t trigger the reward circuit, and a brain accustomed to
constant neurochemical reinforcement will interpret the
absence of reward as evidence that the activity is pointless. The
boredom that many high achievers feel when they try to engage
in leisure activities isn’t about the activity. It’s about a dopamine
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system that has been so thoroughly hijacked by high-intensity
performance that anything below that intensity registers as
nothing.

The experiment phase is, in essence, a detox. You’re retraining
your reward system to respond to a broader range of stimuli. And
like any detox, the first weeks are uncomfortable. The clients
who push through the discomfort, who keep showing up to the
cooking class even when it feels like a waste of time, who keep
reading the novel even when their brain is screaming at them to
check email, are the ones who, by month three, report something
they hadn’t expected: “I enjoyed it.” Not because the activity was
exceptional. Because their brain had begun recalibrating. The
threshold for satisfaction, which had been set so high that only a
closed deal or a surgical save could trigger it, had started to
lower. Ordinary experience was becoming available to them
again.

Phase Three is the Integration, and it typically begins around
month three and continues for as long as the clinical work
continues.

This is the phase where the experiments stop being
experiments and start becoming identity. The cooking class isn’t
a hobby on the side. It’s part of who you are. The running group
isn’t a fitness activity. It’s a community you belong to. The novel
isn’t a deviation from your real life. It’s an expression of your real
life.

The integration phase requires something that most high
achievers have never done: holding multiple identities
simultaneously without ranking them. The high-achiever
operating system wants a hierarchy. It wants to know which
identity is primary, which is secondary, which can be sacrificed
when things get busy. The integration work is the practice of
refusing that hierarchy. You are not “a CEO who also paints.” You
are a person whose life includes leadership and art and
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relationships and rest, and none of these is the foundation and all
of them hold weight.

This is, I should be honest, the phase where I lose the most
clients. Not because the work isn’t valuable. Because the
integration requires a fundamental restructuring of how the
person allocates their time, energy, and identity, and the
professional demands that created the fusion in the first place
haven’t changed. The board still has expectations. The fund still
needs returns. The caseload is still heavy. The integration work
asks the client to hold the professional identity and the emerging
broader identity in tension, and that tension is uncomfortable in
ways that make many high achievers retreat to the familiar
comfort of the professional self.

The clients who sustain the integration are the ones who make
a commitment I describe as infrastructural rather than
aspirational. They don’t say, “I’ll try to make time for the guitar.”
They block the time. They protect it the way they protect a board
meeting. They tell their assistant it’s non-negotiable. They treat
their expanded identity as a structural commitment with the
same operational rigor they apply to everything else in their
lives, because they’ve learned that anything left to willpower will
be cannibalized by the professional demands the moment the
pressure increases.

Robert, from the opening of this chapter, is in Phase Three.
Here is what that looks like from the inside.

•  •  •

Robert is eighteen months into treatment now. He still misses the
operating room. He probably always will. But something has
shifted. He’s started woodworking, not as a hobby to fill time, but
because he discovered, to his genuine surprise, that his hands
still want to build things. Just not the same things. He’s rebuilt
his relationship with his daughter, who told him recently that
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she’s seeing a version of her father she didn’t know existed. He
cried when she said it. The old Robert wouldn’t have.

He still has bad weeks. He still reaches for the phone at 6 a.m.
expecting a page that will never come. He still catches himself
measuring days by what he accomplished and having to
consciously redirect toward something harder and more
important: how did the day feel?

The identity isn’t rebuilt yet. It may never be “finished” in the
way a high achiever wants things to be finished: complete,
polished, optimized. But it’s expanding. There is more of Robert
now than there was eighteen months ago. More of him that isn’t
contingent on a scalpel or a title or an outcome. And that more,
fragile and unfinished as it is, has made him more resilient than
twenty-seven years of surgical excellence ever did.

Because excellence, it turns out, is not the same as strength.
And the kind of strength that holds a life together when the
performance stops isn’t built in an operating room, a boardroom,
or a courtroom. It’s built in the moments you choose to be
something other than your best.

That kind of strength also requires something most high
achievers have never been willing to build: boundaries. Not the
self-help kind. The clinical kind. The kind that protects the
identity you’re rebuilding from the machine that consumed the
one you had.
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C H A P T E R  9

Boundaries as a Clinical
Intervention

onia built her company from a kitchen table. Nine years
later, it does forty-two million in annual revenue, employs a

hundred and ten people, and has her name (not literally, but
spiritually) on every wall. She is the founder, the CEO, and, if
she’s honest, still the person her COO calls when the copier lease
needs to be renegotiated.

She has not taken a phone call from her husband during
business hours in three years. She has taken every phone call
from every employee, investor, board member, vendor, and
client who has ever dialed her number, at any hour, on any day,
without exception. She answers Slack messages at midnight. She
reviews pitch decks on vacation. She joined a board call from the
hospital room where her mother was being prepped for surgery,
muted herself during the moments that required her attention at
the bedside, and unmuted herself to weigh in on a pricing
decision she could have delegated to anyone on her leadership
team.

Sonia doesn’t think of herself as someone without boundaries.
She thinks of herself as a founder. And founders, in the
mythology she’s absorbed since she bootstrapped her first
product, don’t get to have boundaries. Boundaries are for
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employees. Boundaries are for people who work for someone
else. Boundaries are for people who didn’t bet everything they
had on a vision and then spend nine years making sure it didn’t
die. The company is her. She is the company. Setting a boundary
with the company would be like setting a boundary with her own
circulatory system.

I was her fourth therapist, and the first one who understood
what she actually does. In our second session, I asked her a
question that stopped her cold: “If the company disappeared
tomorrow, what would be left of you?”

Sonia opened her mouth to answer and nothing came out.

•  •  •

I’m going to tell you something that will save you years of
frustration: if you try to set boundaries before doing the identity
work described in the last chapter, the boundaries will fail. Every
time.

This is the mistake that most self-help advice makes with high
achievers. It tells you to set boundaries as if boundaries are a
skill you’re missing. Learn to say no. Protect your time. Stop
overcommitting. The advice is technically correct and practically
useless, because it treats the symptom without addressing the
cause. The cause isn’t that you don’t know how to say no. You’re
one of the most capable people in any room you enter. You know
exactly how to say no. You choose not to, because at a deep
neurological and psychological level, saying no threatens the
identity you’ve built.

When your sense of self is fused with your professional role
(and for founders, the fusion is more total than for almost anyone
else), every boundary feels like an act of self-destruction.
Delegating a decision doesn’t just mean trusting someone else. It
means accepting that the company can function without you,
and that acceptance threatens the very premise your identity is
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built on. Leaving the office at six doesn’t just mean missing
something. It means being the founder who misses things, and
that founder is not the one who got the company to forty-two
million.

The boundary isn’t competing with your schedule. It’s
competing with your identity. And identity wins every time.

This is why the sequence in this book matters. Chapter 8
before Chapter 9. Identity before boundaries. You have to know
who you are beyond the company, beyond the title, beyond the
output, before you can protect that person. You can’t build a wall
around something that doesn’t exist yet.

•  •  •

There’s a neurological component to this that most people don’t
understand, and it explains why saying no feels so
disproportionately difficult for high achievers in leadership
positions.

When you say yes to someone, your brain registers a social
reward. The same dopamine system described in Chapter 2 (the
one that drives the achievement loop) also drives social bonding.
Saying yes produces connection. Connection produces safety. For
someone in a leadership position, the social reward of being
needed is enormous, because being needed is the most reliable
evidence that you matter. Every yes is a micro-dose of the drug
your brain has been running on since the day you discovered
that other people’s approval was the fastest way to feel okay.

Saying no, by contrast, can register as something close to
pain. That isn’t entirely metaphor. Brain-imaging research on
social rejection has found activity in the anterior cingulate
cortex and the anterior insula, regions that also help process
physical pain. Researchers still debate how much the two
overlap, but the felt experience is familiar to anyone who has
dreaded letting someone down. For a leader whose entire
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professional ecosystem depends on relationships, every no
carries a neurological penalty that the rational brain knows is
irrational but the limbic system treats as genuine threat.

This is why willpower-based boundary-setting fails. You’re not
fighting a habit. You’re fighting your neurochemistry. In
simplified terms: the yes produces reward. The no produces
threat. And your brain, which has been optimized over decades
to chase reward and avoid pain, will default to yes every single
time unless you build a structure that doesn’t depend on
willpower at all.

•  •  •

Clinical boundaries are not about willpower. They’re about
architecture. You don’t resist the impulse to say yes. You build a
system that makes the yes unnecessary.

Boundaries at work start with one principle that founders and
senior leaders resist more than any other: you are not the only
person who can do this. I know it feels that way. I know the
evidence seems to support it: every time you delegated
something and it came back wrong, every time someone dropped
the ball and you had to catch it, every time the quality wasn’t
what it would have been if you’d done it yourself. All of that is
real. And all of it is also the natural consequence of a system that
was never given the space to function without you, because you
never let it.

The clinical work here isn’t about time management. It’s about
examining the belief underneath the behavior: if I let go, it falls
apart. That belief served you at the kitchen table. It served you
when you were the company. It does not serve you at forty-two
million in revenue with a hundred and ten employees. At that
scale, the belief isn’t protecting the company. It’s protecting your
identity as the indispensable person. And that identity, as we
discussed in the last chapter, is a cage.
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The practical application is what I call the strategic no. Not
“no” as a blanket refusal. “No” as a deliberate, clinical decision
about where your energy produces the highest return. And I’m
not talking about return for the company. I’m talking about
return for your life. Every yes has a cost. The cost isn’t measured
in hours. It’s measured in what that hour could have been. The
board call from your mother’s hospital room didn’t cost Sonia an
hour. It cost her a moment she will never get back. The strategic
no is the practice of seeing that cost clearly enough to choose
differently.

Boundaries at home are paradoxically harder for most high
achievers than boundaries at work. At work, you have a
framework. You have a role. The rules are clear, even if you’re the
one who set them. At home, the rules are relational, not
structural. There is no KPI for being a present partner. There is
no quarterly review for parenting. And because there is no
measurable standard, the high achiever defaults to the same
strategy they use everywhere else: be available when it’s
efficient, and optimize for the minimum viable engagement.

That strategy destroys families. Not immediately. Slowly. The
way water erodes stone: imperceptibly, until the structure is
gone. The clinical boundary at home isn’t a rule about when you
put your phone down, although that might be part of it. It’s a
commitment to being in the room. Not physically in the room;
you’ve been physically in the room for years while your mind
was somewhere else. Actually in the room. Present to the person
in front of you without calculating what you’re missing. That
requires the identity work from Chapter 8, because you can’t be
present in a moment if the only version of yourself that feels real
is the one that’s performing.

Boundaries with yourself are the ones nobody talks about,
and they’re the ones that matter most. These are the boundaries
between who you are and who your nervous system is
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demanding you be. The boundary that says: I recognize this urge
to check my email at 10 p.m. is not about the email. It’s about my
brain’s inability to tolerate stillness. I am going to sit with the
discomfort instead of medicating it with productivity. The
boundary that says: I know I could make this presentation better
with another three hours of revision, and I’m going to send it
anyway, because the perfectionism driving the revision is not
excellence. It’s fear.

These internal boundaries are the hardest to hold because
there is no external accountability. Nobody sees you check the
email. Nobody knows about the three extra hours. These
decisions happen in private, between you and the machinery of
your own brain. And the machinery is persuasive. It will tell you
that this time is different, that this email actually matters, that
this is diligence and not compulsion. The boundary is the
practice of not believing it.

•  •  •

There is a specific mechanism through which the boundary
violations described in this chapter are delivered, and it fits in
your pocket.

Sonia, whose case has anchored this chapter, tracked her
phone usage for one week at my request. Not through a screen-
time app; those are easily dismissed because they measure total
time rather than behavioral pattern. I asked her to keep a simple
log: every time she picked up her phone outside of working
hours, she made a mark. She could still use the phone. I wasn’t
asking her to change anything. Just to observe.

She made forty-seven marks on a Saturday.
Forty-seven separate instances of picking up the device,

unlocking it, checking Slack, email, or news, and putting it down.
She wasn’t working on any of those checks. She wasn’t
responding to emergencies. She was doing what the design of the



133

device is optimized to produce: she was checking. The checking
had become a reflex so automatic that, until she started
counting, she wasn’t aware it was happening.

The phone is the single most effective delivery mechanism for
the dopamine loop described in Chapter 2. Every notification is a
micro-dose. Every Slack message is an opportunity to be needed,
to be responsive, to demonstrate indispensability. Every email is
a chance to solve something, to clear something, to feel the brief
neurochemical satisfaction of completion. The phone doesn’t just
enable overwork. It gamifies it. It turns professional availability
into a variable-ratio reinforcement schedule, the same reward
pattern that makes slot machines addictive. You don’t know
when the next important message will arrive, so you check
constantly, because the uncertainty itself is what keeps the loop
spinning.

I see this pattern in every client I work with, regardless of
industry, regardless of seniority, regardless of how sophisticated
their understanding of their own psychology. The phone
bypasses the prefrontal cortex entirely. The reach-check-respond
cycle operates at the level of habit, beneath conscious decision-
making, in the same neurological territory as any other
compulsive behavior. The client who can analyze a billion-dollar
deal with extraordinary rational clarity is also the client who
reaches for their phone in the middle of a conversation with their
child without any awareness that they’re doing it.

The clinical approach to the phone is not about discipline. If it
were about discipline, every high achiever would have solved it
already; these are the most disciplined people on the planet. The
approach is about interrupting the neurochemical loop. And
interrupting a neurochemical loop requires architecture, not
willpower.

The strategies that work with this population are specific and
different from the generic “set screen time limits” advice that
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populates every wellness article. Generic advice fails because it
relies on the prefrontal cortex to override the limbic system in
real time, and the limbic system wins that contest every time.

What works is physical separation. Not willpower-based
avoidance of the phone that’s sitting on the table next to you, but
the physical relocation of the device to a different room during
recovery periods. One widely cited study found that the mere
presence of a smartphone on a desk, even face-down, even
silenced, reduced available cognitive capacity. The brain is
allocating resources to the task of not checking the phone, and
those resources are no longer available for the person or
experience in front of you. In that study, the cost disappeared
when the phone was in another room. Not because the urge is
gone, but because the friction of getting up and walking to
another room provides enough of a pause for the prefrontal
cortex to re-engage.

What works is notification triage. Most executives have never
audited which notifications actually require real-time attention
versus which are simply feeding the loop. When I ask clients to
categorize their notifications into three tiers (genuinely urgent
and requires immediate action; important but can wait two
hours; informational and requires no action), the result is almost
always the same: fewer than five percent of notifications fall in
the first category. The remaining ninety-five percent are feeding
the dopamine loop, not serving the business. Disabling the
ninety-five percent doesn’t reduce professional effectiveness. It
removes the variable-ratio reinforcement schedule that makes
the checking compulsive.

What works is what I call the “one device” rule for evenings.
The phone goes to a specific location when you walk in the door:
a drawer, a shelf, a designated spot in the kitchen. It stays there.
If something is truly urgent, someone will call, and calls produce
a ring that you can hear from another room. The text, the Slack
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message, the email: those can wait. They will wait. The question
you have to ask yourself honestly is: in the last year, how many of
the evening messages you responded to were genuinely urgent,
meaning a real consequence would have resulted from a two-
hour delay? For most clients, the answer is zero. Or close to it.
The urgency was manufactured by the loop, not by the
circumstances.

What works, and this is the one that requires the most
courage, is retraining your team. The leader sets the culture. If
you respond to a Slack message at 11:00 p.m., you have just
communicated to every person on your team that 11:00 p.m. is a
working hour. If you send emails on Sunday morning, you have
told your direct reports that Sunday is a workday. The fact that
you “don’t expect them to respond” is irrelevant. The message
was sent. The norm was set. The culture was defined by your
behavior, not by your stated policy.

Retraining your team means modeling the boundary. It means
sending the email at 8:00 a.m. Monday instead of 11:00 p.m.
Sunday, even though it was written at 11:00 p.m. Sunday. Most
email platforms have delay-send functions. Use them. It means
telling your direct reports, explicitly, that you will not be
available on Slack after a specific hour, and then following
through. The first time you do this, there will be anxiety. Yours,
not theirs. They will adjust. The operations will survive. The
emergencies will be handled by the people you hired to handle
them, who have been waiting for permission to do so.

The phone is not the problem. Your nervous system’s
relationship with what the phone delivers is the problem. The
phone is a conduit for the dopamine loop, the need to be needed,
the terror of missing something, the identity fusion that says “if
I’m not available, I’m not valuable.” Fix the relationship, and the
phone becomes a tool again instead of a leash.
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•  •  •

I built a career where I’m my own boss because living in a world
where someone tells me what to do was never going to work for
me. That’s not rebellion. That’s self-awareness.

But self-awareness without boundaries is just diagnosis
without treatment. I understood early that my brain needed
autonomy. What I didn’t understand, for a long time, was that
autonomy without structure is just a different kind of cage. When
you’re your own boss, there’s nobody to tell you to stop. There’s
nobody to set the hours. There’s nobody to say “that’s enough for
today.” The freedom that was supposed to be the solution became
the mechanism by which the work expanded to fill every
available hour, because every hour was available.

The boundaries I’ve built in my own life didn’t come from a
book or a workshop. They came from the same clinical work I do
with my clients: examining the beliefs underneath the behavior,
understanding why the yes felt compulsory, and building
systems that protect me from the parts of my own wiring that
would, if left unmanaged, consume everything. I still have to
practice this. Every day. The machinery doesn’t retire. You just
get better at recognizing when it’s running.

•  •  •

Sonia didn’t set a single boundary in our first three months of
work together. That’s not a failure. That’s the process. We spent
those three months on the identity work, answering the question
I had asked her in our second session: if the company
disappeared, what would be left? She had to build something
underneath the founder identity before she could afford to
loosen the grip.

The first boundary she set was small. She turned off Slack
notifications after 8 p.m. on weeknights. Not for the whole team,
just for herself. She told no one. She simply stopped responding.
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The first night, she checked her phone fourteen times out of
habit. The second night, nine times. By the end of the first week,
she had discovered something she hadn’t expected: the company
survived. Nobody quit. No client left. No deal fell apart. The
emergencies that would have pulled her in at 10 p.m. were
handled by the people she’d hired to handle them. The only thing
that changed was that Sonia was sitting on her couch, actually
watching a movie with her husband for the first time in years,
and feeling something she couldn’t name.

Her husband named it for her. He looked over at her halfway
through the film and said, “You’re actually here.”

She was. And she cried. Not because it was sad. Because she
realized how long she’d been gone.

The boundaries expanded from there. Slowly. Deliberately.
Not as rules imposed from the outside, but as choices made from
a self that was finally large enough to include something beyond
the company. She started delegating not because a productivity
book told her to, but because she understood, for the first time,
what the refusal to delegate was actually protecting: not the
company’s quality, but her own need to be needed.

The company didn’t suffer. If anything, it got stronger. The
team stepped up because they finally had room to. The culture
shifted because the founder was no longer the bottleneck. And
Sonia discovered something that every high achiever discovers
when they finally let go of the myth of indispensability: the thing
you built is more resilient than you gave it credit for. You just
couldn’t see it because you were standing too close.

Boundaries are not the end of the work. They’re the structure
that makes the rest of the work possible. They protect the
identity you’re rebuilding. They create space for the curiosity, the
presence, and the relationships that Chapter 8 described. And
they give you something that chronic high performance has been
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stealing from you for years: the ability to choose what you give
your energy to instead of giving it to everything by default.

The question that remains is not whether this works. It does.
The question is whether it lasts. And that depends on something
most high achievers haven’t been taught to build: a practice of
maintenance, not just a response to crisis.
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The Long Game

homas quit therapy after four months. It was the best four
months of clinical work he’d ever done, and he quit because

he felt better.
He’s a managing partner at a private equity firm. His world

runs on cycles: fundraising, deployment, returns, repeat.
Everything in his professional life has a beginning, a middle, and
an end. Problems are identified, strategies are executed, results
are measured. When he entered therapy, he approached it the
same way: identify the problem, work the plan, fix it, move on.

And it worked. For four months, he did intensive clinical
work. He addressed the insomnia that had been wrecking him
for two years. He examined the identity fusion that was making it
impossible to separate his sense of self from his fund’s
performance. He set his first real boundaries in a decade. He
started sleeping through the night. He stopped checking his
phone during dinner. His wife told him he seemed like a different
person. His partners noticed he was sharper, more present, less
reactive. By every metric Thomas knew how to measure, the
problem was solved.

So he stopped going.
Six months later, he was back in my office. Not because of a

crisis. Because of a quiet unraveling that he almost didn’t catch in
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time. The insomnia had returned. The boundaries had eroded.
The phone was back at the dinner table. The old patterns had
reasserted themselves so gradually that by the time he noticed,
he’d lost almost everything he’d gained.

Thomas sat across from me and said, with the specific
frustration of a man who is not accustomed to failing at
anything: “I did the work. Why didn’t it stick?”

•  •  •

It didn’t stick because Thomas treated therapy like a deal.
Problem identified, solution deployed, transaction closed. And I
understand why he did that. His entire life is organized around
the principle that effort applied to a problem produces
resolution, and resolution is permanent. That’s how deals work.
That’s how investments work. That’s how every system he’s ever
operated in works.

Mental health doesn’t work that way. And this is one of the
hardest things for high achievers to accept.

The patterns described in this book (the drive-reward loop,
the identity fusion, the allostatic load, the perfectionism, the
compensatory strategies, the neurological wiring itself) are not
problems to be solved. They are conditions to be managed. They
don’t have a one-time fix. They have a practice. And the
difference between a practice and a fix is the difference between
brushing your teeth every day and getting your teeth cleaned
once and assuming you’re done forever.

I use that analogy deliberately because high achievers
immediately understand it. Nobody thinks one dental cleaning is
enough. Nobody believes that a single workout produces lifelong
fitness. But somehow, when it comes to mental health, there’s an
expectation that a period of intensive work should produce a
permanent result. It can’t. Not because the work wasn’t good.
Because the machinery never stops. The dopamine loop doesn’t
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retire. The perfectionism doesn’t get solved. The wiring doesn’t
change. What changes is your relationship with it. And
relationships require ongoing attention.

•  •  •

There are two models of therapeutic engagement, and most high
achievers default to the wrong one.

Episodic therapy is crisis-driven. You enter therapy when
something breaks: the marriage, the sleep, the anxiety, and you
leave when the acute issue has been resolved. This is the model
Thomas used. It’s also the model that most of the general
population uses, and for many people, it works well enough. But
for high achievers running the patterns described in this book,
episodic therapy is like putting out fires without addressing the
faulty wiring that keeps starting them. You’ll be back. The only
question is how much damage accumulates between sessions.

Ongoing therapy is maintenance-driven. You don’t wait for
the crisis. You build regular clinical check-ins into the
infrastructure of your life the same way you build in exercise,
financial planning, and executive coaching. The frequency varies
(weekly during intensive periods, biweekly or monthly during
stable ones), but the thread is continuous. The therapist knows
your patterns, your history, your triggers, your defenses. They
catch the drift before it becomes a slide. They see the old patterns
reasserting themselves before you do, because they have the
clinical distance you don’t.

•  •  •

Thomas’s relapse didn’t announce itself. It wasn’t a single event, a
dramatic failure, or a crisis that forced recognition. It was a
sequence so gradual that by the time he recognized what was
happening, the slide was already months deep.
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It started with a fundraise. His firm was raising a new fund,
their largest to date, and the process required the kind of
intensity that Thomas’s nervous system recognized like an old
song. The fourteen-hour days. The back-to-back meetings. The
constant evaluation of investors, terms, timelines. The fundraise
activated every circuit that Chapter 2 described: the dopamine
loop locked on, the sympathetic nervous system surged, and for
the first time in months, Thomas felt sharp again. Not the
manufactured sharpness of the fuel stack. The real thing: the
feeling of a brain firing on all cylinders for a purpose that
mattered.

He didn’t notice that the feeling was a warning sign. It felt too
good to be suspicious.

Then a dispute with his partner surfaced. Not a deal-level
disagreement; a fundamental conflict about the firm’s direction
that activated Thomas’s oldest stress patterns: the need to
control, the inability to tolerate disagreement when the stakes
were high, the instinct to absorb the conflict internally rather
than process it. He started losing sleep. Not the debilitating
insomnia of the pre-therapy months, but a subtle degradation:
waking at 4:30 instead of 5:30, lying in the dark running
scenarios, getting up to check his email because the stillness had
become intolerable again.

Then his wife’s mother was diagnosed with pancreatic cancer.
The prognosis was poor. His wife was devastated. And Thomas,
who had spent four months in therapy learning to be emotionally
present, discovered that he did not know how to hold someone
else’s grief without trying to fix it. He defaulted to what he knew:
logistics. He researched treatment centers. He called physicians.
He built a spreadsheet of clinical trials. His wife didn’t need a
spreadsheet. She needed him to sit with her and be sad together.
He couldn’t do it. The emotional capacity that therapy had been
building was overridden by the stress of the fundraise and the
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partner dispute, and the old operating system stepped in like a
substitute who’d been waiting on the bench.

Three weeks passed. Thomas told himself he’d get back to
therapy after the fundraise closed. Three weeks became six. Six
became twelve. Twelve became the full backslide. The insomnia
was back. The phone was back at the dinner table. The
boundaries he’d set had eroded so gradually he couldn’t identify
when any single one had fallen. It was as if the old patterns had
been waiting, just outside the door, for a moment of sufficient
stress to walk back in.

This is the anatomy of relapse in high achievers, and I
describe it in detail because it is the most predictable phase of
the clinical work and the one clients are least prepared for.

The most common relapse triggers for this population follow a
recognizable pattern.

Any new high-stakes professional cycle is the most frequent
trigger. A fundraise, a trial, a product launch, a major
transaction, a leadership transition. These cycles produce the
exact neurochemical and emotional conditions that the old
patterns were designed to manage. The intensity feels familiar.
The activation feels productive. And because the activation is
directed toward a legitimate professional goal, the client often
doesn’t recognize that their nervous system has switched back to
the pre-therapy operating mode. The distinction between healthy
engagement and the old compulsive pattern is razor-thin, and in
the heat of the cycle, it’s invisible.

Family system stress is the second most common trigger.
Illness in a parent or partner, a child’s struggles at school, a
sibling’s crisis. These events produce emotional demands that
most high achievers have not developed the capacity to meet,
because their emotional muscles were atrophied long before
therapy began. The old response (manage, control, fix, do)
reasserts itself, not because the client has forgotten the new
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skills, but because the new skills aren’t yet strong enough to
operate under that level of load.

A success so large it re-fuses the identity with the
achievement is, paradoxically, one of the most dangerous
triggers. Thomas closing his biggest fund, Amara landing her
Series C: these accomplishments temporarily re-energize the
identity fusion that therapy has been working to loosen. The old
equation, “I am what I achieve,” flares back to life, and the client
experiences it as a return to form rather than a regression. The
dopamine hit of a major win can undo months of identity work
in a single afternoon, not because the work wasn’t real, but
because the neural pathways of the old pattern are still there,
dormant but intact, ready to fire at the right stimulus.

A failure or setback that activates the old shame response is
equally dangerous in the opposite direction. A lost deal, a public
mistake, a poor quarter. These events trigger the core belief that
therapy was targeting: “If I fail, I lose everything.” And the shame
response bypasses the cognitive tools so quickly that the client is
in full compulsive-performance mode before the prefrontal
cortex has time to intervene.

And then there is perhaps the most subtle trigger of all: a
period of stability that convinces the high achiever they’re
“fixed.” Thomas quit therapy because he felt better. The
improvement felt like completion. And because his entire life has
been organized around the principle that problems can be solved
and solutions are permanent, he assumed the improvement was
a solution. It wasn’t. It was a state, produced by active clinical
work, that required ongoing maintenance to sustain.

Here is the clinical reframe that I share with every client, and
it’s the one that changes the trajectory of treatment for those who
internalize it: relapse in this context is not failure. It’s
information.
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The old patterns are deeply encoded. They were reinforced for
decades. They were rewarded by every system the client
operated in. They will reassert themselves, especially under
stress. The practice isn’t preventing relapse. The practice is
shortening the cycle.

The first time Thomas backslid, it took him six months to
notice. Six months of the old patterns running before he had
enough distance to see what had happened. The second time, and
I told him there would be a second time, it took him three weeks.
Three weeks before he called my office and said: “It’s happening
again.”

That’s progress. Not because the pattern disappeared. Because
his relationship with the pattern had changed enough that he
could see it operating in real time instead of only in retrospect.
The machinery was still running. But Thomas was no longer
inside the machinery. He was watching it from enough distance
to say: “I recognize this. This is the old operating system. I need
to intervene.”

The clinical work at this stage is building what I call an early
warning system. Every high achiever has a personal sequence of
indicators that signal the old patterns are reasserting themselves.
The indicators are specific, behavioral, and observable, but only
if you’ve mapped them in advance.

Thomas’s sequence, which we identified together in therapy
and which he now monitors the way he monitors fund
performance, goes like this. The first sign is skipping lunch to
take calls. Not occasionally; that’s the nature of the work.
Consistently. Three days in a row of working through lunch
means the boundaries are softening. The second sign is the
phone returning to the dinner table. Not for an emergency. For
the ambient checking that Chapter 9 described: the reflexive
reach, the unlocked screen, the quick scan of Slack that turns
into twenty minutes of email. The phone at the dinner table
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means the digital boundary has collapsed, and if the digital
boundary has collapsed, the nervous system is back in
sympathetic dominance. The third sign, and the one Thomas
historically missed, is his wife going quiet. Not angry. Quiet. The
particular kind of quiet that means she’s seen the pattern
reasserting itself and has decided, based on past experience, that
saying something will make it worse. When Thomas’s wife goes
quiet, the system is in orange. Not because her silence causes the
problem. Because her silence is the most reliable external
indicator that the problem has progressed past what Thomas can
see from inside it.

Every high achiever has their own sequence. The specific
indicators are different for each person, but the structure is the
same: a behavioral sign, a relational sign, and a somatic sign (the
body sensation that accompanies the return of the old pattern,
whether it’s jaw clenching, chest tightness, or the particular
quality of sleeplessness that’s different from ordinary fatigue).
The clinical work is mapping this sequence before the next cycle
starts. Not during the cycle, because during the cycle you won’t
have the objectivity. Before. In the relative calm of a stable
period, when the prefrontal cortex is online and the pattern can
be examined without the emotional charge of active relapse.

Thomas has his sequence on a note card in his desk drawer.
Not because he’s dramatic. Because he’s a man who has learned,
through painful experience, that the machinery is patient. It will
wait for the right combination of stress and success and
emotional load, and then it will start running. The card is his
reminder that awareness is the intervention. Not preventing the
patterns from reasserting. Seeing them early enough to respond
before the cycle completes.

The last thing I tell every client when we discuss relapse is
this: the fact that the patterns came back does not mean the work
failed. The fact that you saw them coming back, that you
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recognized the sequence, that you reached for the phone to call
your therapist instead of reaching for the phone to check your
email at midnight, that is the work. That is what “getting better”
actually looks like for someone wired like you. Not the absence of
the pattern. The presence of the awareness. And awareness,
practiced over months and years, is the thing that turns a
backslide into a blip and a cycle that used to take six months to
recognize into one that takes three weeks.

Thomas is still doing the work. Not because something is
wrong. Because the machinery doesn’t retire, and neither does
the practice. The long game isn’t a destination. It’s the
commitment to keeping your eyes open for the rest of your life,
so that the patterns that built everything extraordinary about
you don’t get the chance to quietly dismantle the rest.

The highest-performing people I’ve worked with (the ones
who have sustained change over years, not months) all arrived at
the same conclusion independently: therapy is not a response to
failure. It’s a tool for maintenance. The same way an elite athlete
has a coach they see every week regardless of whether they’re
injured, a high achiever operating at the level described in this
book benefits from a clinician who knows them deeply enough to
provide ongoing calibration.

This is a hard sell for a population that prides itself on
independence. The idea of needing regular help feels like an
admission that something is permanently wrong. But that
framing misunderstands what therapy does at the maintenance
level. It’s not fixing a broken thing. It’s tuning a high-
performance instrument. The violin doesn’t get tuned because
it’s broken. It gets tuned because that’s what you do when you
want it to play at its best.
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•  •  •

There is a conversation happening at the highest levels of
performance that wasn’t happening ten years ago, and it matters.

The stigma around mental health care among high achievers
has not disappeared, but it has shifted. A decade ago, admitting
to therapy was a liability: something that investors, partners, and
boards might interpret as instability. That perception persists in
some corners, but it’s being dismantled by a generation of
leaders who are discovering that clinical support isn’t a sign of
weakness. It’s a competitive advantage.

The executives and founders I work with don’t talk about
therapy in terms of healing. They talk about it in terms of
performance. Therapy gives them better decision-making under
pressure. It gives them access to emotional data they were
previously overriding. It gives them the ability to read a room,
manage conflict, and lead with presence instead of reactivity.
The clinical work makes them better at their jobs, not in spite of
addressing their mental health, but because of it.

This reframe matters because it meets high achievers where
they are. You don’t have to believe that therapy is important
because mental health is inherently valuable (although it is). You
can believe it’s important because it makes you more effective,
more durable, and more dangerous in the best possible sense.
Both framings lead to the same door. What matters is that you
walk through it.

•  •  •

I want to be specific about what “getting better” actually looks
like for a high achiever, because the expectation is usually
wrong.

Getting better does not mean becoming calm. It does not
mean slowing down. It does not mean losing your edge. If your
therapist is asking you to become a fundamentally different
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person, they’re working from the wrong model. Getting better
means becoming the same person with better infrastructure.

Here is what I see in clients who have done sustained clinical
work over a year or more. They still work hard. They still care
deeply about outcomes. They still have the intensity that makes
them exceptional. But the relationship between the intensity and
the rest of their lives has changed.

They sleep through the night, not because the pressure has
decreased, but because their nervous system has learned to
downregulate. They are present with their families, not because
they’ve become less ambitious, but because they’ve built an
identity that includes more than work. They set boundaries, not
because they’ve become less committed, but because they
understand the difference between commitment and
compulsion. They still have bad weeks. They still catch
themselves reaching for old patterns. But they catch themselves.
That’s the difference. The machinery still runs. They just aren’t
running on autopilot anymore.

And critically, their performance doesn’t decline. In most
cases, it improves. Because a rested brain makes better decisions
than an exhausted one. Because a leader who is emotionally
present reads situations more accurately than one who is
operating on adrenaline and caffeine. Because creativity requires
the exact kind of unstructured mental space that chronic
overwork destroys. The fear that clinical work will make you less
effective is not just unfounded. In my experience, it’s the
opposite of what actually happens.

•  •  •

In Chapter 2, I described the thermostat (the internal setting that
was dialed to maximum at twenty-two and never adjusted). The
long game is, in essence, the practice of recalibrating that
thermostat.
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Recalibration doesn’t mean turning the temperature down. It
means giving yourself access to the dial. Right now, for most high
achievers, the thermostat is locked. It runs at the same intensity
regardless of what the situation requires. You bring the same
level of activation to a Sunday morning as you bring to a board
presentation. The nervous system doesn’t distinguish between
high-stakes and low-stakes because it was trained to treat
everything as high-stakes.

Clinical work over time gradually unlocks the dial. You learn
to match your activation to the actual demand instead of the
imagined demand. You learn that not everything is an
emergency. You learn that rest is not a reward for performance;
it’s a prerequisite for it. You learn that the intensity that makes
you extraordinary does not need to be running at all times to be
available when you need it.

This is what sustainable high performance looks like. Not less
intensity. Regulated intensity. The ability to turn it on when it
matters and turn it off when it doesn’t. The ability to be fully
engaged at work and fully present at home and to experience
both states as authentic rather than performing one while
longing for the other.

That’s the goal. Not balance, a word that implies equal
distribution and has never resonated with a single high achiever
I’ve worked with. Calibration. The right amount of the right
energy in the right moment. It doesn’t mean you become
someone else. It means you become all of who you already are,
instead of just the part that produces.

•  •  •

Thomas came back. That’s the most important thing. Not that he
left; most high achievers leave at least once, because the
improvement feels like completion and completion is the only
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model they know. But he came back. And the second time, he
came back with different expectations.

“I don’t need to be fixed,” he told me in our first session back.
“I need to be maintained.”

We’ve been working together since. Not every week. Not in
crisis mode. In the steady, undramatic rhythm of a clinical
relationship that exists not because something is wrong, but
because Thomas has decided that his mental health deserves the
same ongoing investment as his physical health, his financial
portfolio, and his professional development. He treats our
sessions the way he treats his executive coach: as a standing
appointment with someone who sees things he can’t see in
himself and holds him accountable to the version of his life he
actually wants to be living.

His fund is performing at the highest level in its history. His
marriage is intact. Not just intact, but alive in a way it hasn’t been
in a decade. His kids say he’s different. He says he’s the same
person with a different relationship to the machinery.

That’s the long game. Not a destination. A practice. Not a fix. A
commitment to the ongoing, imperfect, deeply human work of
being a whole person in a world that rewards you for being only
a fraction of one.

You’ve read the book. You’ve seen the patterns. You’ve
recognized yourself in some of these stories, maybe more of
them than you expected. The question now isn’t whether any of
this applies to you. It’s what you’re going to do about it.

You don’t have to figure that out alone.
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I

C L O S I N G

You Don’t Have to Do This
Alone

want to talk to you directly for a moment. Not as a clinician.
Not as an author. As someone who has been where you are.
I know what it feels like to read something that describes your

life so accurately it makes your chest tight. I know the instinct
that follows: to close the book, to tell yourself you’ll deal with it
later, to file this away as something you’ll get to when things calm
down. I know that instinct because I’ve lived it. And I know, from
years of clinical work and from my own experience, that “later”
is where high achievers go to avoid “now.”

So I’m going to ask you to stay with this for another few
minutes. Not because what I’m about to say is complicated.
Because it’s simple, and simple things are the hardest for people
like us to accept.

•  •  •

You cannot think your way out of this.
I know you want to. I know your brain is already working on

it: synthesizing the chapters, building a framework, designing a
plan you can execute on your own. That’s what your brain does.
It’s extraordinary at it. But this isn’t a problem your brain can
solve alone, because your brain is the system that needs
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recalibrating. You can’t use the instrument to tune itself. You
need someone outside the system who can see what you can’t.

That means asking for help. And I know what that sentence
costs you. For someone who has built their entire life on the
premise that they can handle anything, asking for help feels like
an admission of failure. It isn’t. It’s the single most strategic
decision you can make. The highest-performing people in the
world (the ones who sustain excellence over decades instead of
burning out in one) all have one thing in common: they invested
in support systems early enough to prevent the crisis, not just
respond to it.

You don’t have to be in crisis to deserve help. You don’t have to
hit red on the burnout spectrum to justify picking up the phone.
Yellow is enough. The vague sense that something isn’t right is
enough. The fact that you’ve read this far is enough.

•  •  •

Here is what the first step actually looks like. It is not dramatic. It
is not a confession. It is not an overhaul of your life.

It’s a phone call. Or an email. Or a form filled out on a website
at midnight because that’s the only time your brain is quiet
enough to admit that you need this. You reach out to a clinician
who specializes in people like you: not a generalist, not a coach,
not a friend who means well but doesn’t have the clinical training
to see what’s actually happening. A therapist who has worked
with hundreds of high-performing professionals. Who
understands your world. Who won’t be impressed by your title or
intimidated by your intensity. Who will see through the
performance on the first session and start the real work.

That clinician exists. That kind of clinical work exists. It didn’t
always. For a long time, high achievers who needed mental
health care had to choose between therapists who didn’t
understand their world and no therapy at all. That gap, the one
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described in Chapters 4 through 6, is the reason I helped build
CEREVITY.

CEREVITY is a private-pay concierge network of independent
licensed clinicians built for high achievers: executives, founders,
physicians, attorneys, and finance leaders. Every therapist in the
network has been selected for their clinical depth, their
experience with this specific population, and their ability to do
the kind of work described in this book: the work that matches
the way your brain actually operates. It exists because I got tired
of watching brilliant people fall apart in silence because they
couldn’t find a clinician who understood what they were going
through.

If you see yourself in these pages, this is your next step. Go to
cerevity.com/get-started and tell us what’s going on. An intake
coordinator will match you with a clinician in the network who
works with people like you, someone who understands your
world from the first session. The important thing is that you
reach out. The important thing is that you stop telling yourself
you can handle this alone, because you can’t. Not because you’re
not strong enough. Because this was never meant to be carried
alone.

•  •  •

I started this book with a sentence that I want to return to now: I
wrote this book because I was tired of watching brilliant people
fall apart in silence.

You’ve read the chapters. You’ve seen the patterns. You’ve met
the composites (the surgeon, the founder, the attorney, the
executive), and you’ve recognized yourself in some of them.
Maybe all of them. The mask, the wiring, the diagnosis you never
got, the therapy that didn’t work, the identity that got swallowed
by the career, the boundaries you couldn’t hold, the long game
you haven’t started playing yet.

https://cerevity.com/get-started/
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All of that is real. And all of it is workable. Not fixable;
workable. The distinction matters. You are not a problem to be
solved. You are a person to be understood. And the
understanding changes everything.

The question I ask every new client in our first session is the
same one I’ll leave you with now. It’s the simplest question in the
book. It’s also the hardest.

When was the last time you felt good? Not productive. Not
accomplished. Just good.

If you can’t answer that, you know what to do next.
And you don’t have to do it alone.







The audit, page 1

Write the date at the top of a column each time you take it. Check every statement that
applies.

Check what’s true right now

Take 1 Take 2 Take 3 Take 4

Physical

I wake up in the middle of the night and can’t get back to
sleep

My jaw is clenched when I become aware of it

I have unexplained pain (headaches, back, digestive) my
doctor can’t fully explain

I get sick more often than I used to, or recover more slowly

My relationship with alcohol has quietly shifted in the last
year

I exercise not because I enjoy it, but because stopping feels
like losing control

I can’t remember the last time my body felt genuinely
rested

Emotional

I can’t remember the last time I felt genuine, spontaneous
joy

My emotional range has narrowed: most days feel the
same, gray and automatic

I’m more irritable than I used to be, especially over small
things

I feel numb more often than I feel anything specific

I intellectualize my feelings instead of actually feeling
them

The last time I cried or laughed without controlling it was a
long time ago

Wired to Burn Martha Fernandez,  LCSW

Tool  1  ·  Worksheet



The audit, page 2

Add up your checks across all four domains and circle your zone. This isn’t a clinical
diagnosis. It’s a mirror.

Check what’s true right now

Take 1 Take 2 Take 3 Take 4

Relational

My last non-logistical conversation with my partner was
more than a week ago

I’m physically present with my family but mentally
somewhere else

My friendships have become transactional or have faded
entirely

Nobody in my life sees the real version of me right now

I keep telling people I’ll be more available “after this
quarter”

The people closest to me have stopped asking how I’m
really doing

Professional

I can’t remember the last time a professional win produced
genuine satisfaction

I’m running on momentum, not meaning

The work still gets done, but the purpose behind it has
disappeared

I move the goalpost before anyone can celebrate, including
myself

I feel more obligation than engagement in my career

I’m maintaining, not creating

Your count Take 1 Take 2 Take 3 Take 4

Total checks (out of 25)

Circle your zone

Wired to Burn Martha Fernandez,  LCSW

Tool  1  ·  Worksheet



After each take

A count tells you where you are. These three questions tell you what to do about it.

Take 1 Date ________

The domain with the most checks

The statement that hit hardest

One change before the next take

Take 2 Date ________

The domain with the most checks

The statement that hit hardest

One change before the next take

Take 3 Date ________

The domain with the most checks

The statement that hit hardest

One change before the next take

Take 4 Date ________

The domain with the most checks

The statement that hit hardest

One change before the next take

If your count climbs two takes in a row, or lands in red even once, don’t
wait for the next quarter. That’s the moment to talk to a licensed
clinician. CEREVITY can match you with one: cerevity.com/get-started

Wired to Burn Martha Fernandez,  LCSW

Tool  1  ·  Ref lect ion





My bones

Four anchors that stay in place every day. Keep them simple enough to survive a bad
week.

A bone only moves if

Wired to Burn Martha Fernandez,  LCSW

Tool  2  ·  Worksheet

Wake
When my day starts, and the first thing I do

When

Why it can’t move

What breaks it

Work
My protected focus block

When

Why it can’t move

What breaks it

Rest
Real rest, not a different kind of productivity

When

Why it can’t move

What breaks it

Connect
Time with the people who matter, fully present

When

Why it can’t move

What breaks it



This week’s skin

Week of ______________. The bones stay the same. Fill each one with something
different.

Wake
first hour

Work
today’s focus

Rest
how I rest today

Connect
with whom

Mon

Tue

Wed

Thu

Fri

Sat

Sun

Did the structure survive my restlessness? Yes · Mostly · No
What needs to change next week

Wired to Burn Martha Fernandez,  LCSW

Tool  2  ·  Weekly  p lanner





Phase one: the inventory

Identify what you’ve lost. Specifically. The speed and ease of your answers is part of the
information.

What did I do for fun before the career took over?
Go back as far as you need to. Twenty-two counts.

Which relationships have faded that I genuinely miss?
Names, not categories.

What parts of myself have I set aside?
Humor, curiosity, a skill, a way of spending a Sunday.

With a free Saturday and nothing to produce, I would...
Your first answer, before you edit it.

Wired to Burn Martha Fernandez,  LCSW

Tool  3  ·  Worksheet



Three people who knew you
before

Not colleagues. Call a college roommate, a sibling, the friend who drifted away. Ask the
three questions, then listen for what surprises you.

Person 1 how they knew me ________

What was I like back then?

What did I care about?

What made me laugh?

Person 2 how they knew me ________

What was I like back then?

What did I care about?

What made me laugh?

Person 3 how they knew me ________

What was I like back then?

What did I care about?

What made me laugh?

What surprised me most

Wired to Burn Martha Fernandez,  LCSW

Tool  3  ·  Worksheet



Phase two: the experiment

Months two and three. Do things for no reason other than the experience of doing
them.

The rule: you are not allowed to be good at this.
A pottery class, a running group, a novel with no practical use. When the urge to
measure, compare, or optimize shows up, write it down and keep going.

Date What I tried How it felt
Tried to
optimize
it?

Again?

Wired to Burn Martha Fernandez,  LCSW

Tool  3  ·  Worksheet



Phase three: the integration

Infrastructure, not aspiration. Block the time, tell your assistant it’s non-negotiable,
and protect it the way you’d protect a board meeting.

Commitment 1

What I’m keeping

Day and time

Who protects it

What I’ll say no to

Commitment 2

What I’m keeping

Day and time

Who protects it

What I’ll say no to

Commitment 3

What I’m keeping

Day and time

Who protects it

What I’ll say no to

Who I am outside the work, in one sentence

Wired to Burn Martha Fernandez,  LCSW

Tool  3  ·  Worksheet





The card and the log

Cut out the card and keep it where requests reach you. Log your decisions for a month
and the pattern will show itself.

Before I say yes cut along the dashed line

1  What does this yes cost me, in what that hour could have been?

2  Am I protecting the work, or my need to be needed?

3  Is there someone I hired who can handle this?

Date The ask The real cost
Yes or
no What I protected

Wired to Burn Martha Fernandez,  LCSW

Tool  4  ·  Worksheet



The notification audit

Your phone delivers a steady stream of small yeses. Sort every app and channel that can
interrupt you into one of three tiers.

Tier 1 Truly urgent. Needs action now.
Tier 2 Important, but can wait two hours.
Tier 3 Informational. Needs no action.

Most people find fewer than one in twenty
notifications are truly Tier 1. Keep those.
Batch Tier 2. Turn Tier 3 off.

App or channel Tier 1 Tier 2 Tier 3 What I changed

My phone’s evening spot
My after-hours rule for the
team

Wired to Burn Martha Fernandez,  LCSW

Tool  4  ·  Worksheet





My warning signs

Write them in the order they usually show up.

When I notice one sign When I notice two or more

My early warning card cut along the dashed line

Sign 1

Sign 2

Sign 3

First move

Who I call

Mapped on Review on

Wired to Burn Martha Fernandez,  LCSW

Tool  5  ·  Worksheet

Behavioral What I start doing
Skipped meals, the phone back at the table, later nights

1

Relational What people close to me do
Who goes quiet, who stops asking, who starts covering for me

2

Somatic What my body does
Jaw, chest, sleep, stomach

3



Your rhythm

The tools work when you come back to them. Here is when.

Every week

Every
month

Every 90
days

Any time

If your audit count keeps climbing, or two warning signs show up at
once, that’s not a sign the tools failed. It’s the signal to bring in a licensed
clinician. You don’t have to do this alone. Start at
cerevity.com/get-started

Wired to Burn Martha Fernandez,  LCSW

The Toolk i t  ·  Rhythm

Fill in this week’s skin (Tool 2)
Check how the bones held up

Add to your experiment log (Tool 3)
Review your yes and no log (Tool 4)

Retake the Burnout Audit (Tool 1)
Review your early warning card (Tool 5)
Check your integration commitments (Tool 3)

Run the three questions before a yes (Tool 4)
Reread your card when the pressure rises (Tool 5)



175

Resources

WORKING WITH CEREVITY

CEREVITY is a private-pay concierge network of independent
licensed clinicians built for high achievers: executives, founders,
physicians, attorneys, and finance leaders. CEREVITY provides
confidential, concierge therapy to high-performing professionals
in all 50 states.

Getting started takes a few minutes. You send a short,
confidential request. An intake coordinator matches you with a
clinician in the network whose experience fits what you’re
dealing with, and handles the scheduling and paperwork.
Sessions are by telehealth, and because CEREVITY is private-pay,
your care stays out of insurance records.
Start here: cerevity.com/get-started

CRISIS RESOURCES

If you are in crisis or thinking about harming yourself, please
reach out now. These services are free and confidential.

988 Suicide & Crisis Lifeline: call or text 988 (24/7)

Crisis Text Line: text HOME to 741741 (24/7)

SAMHSA National Helpline: 1-800-662-4357 (24/7)

NAMI HelpLine: 1-800-950-NAMI (6264)

Or go to your nearest emergency room.

https://cerevity.com/get-started/


176

Appendix
DSM-5 ADHD Diagnostic Criteria

This information is provided for educational purposes only. Only trained health
care providers can diagnose or treat ADHD. If you recognize these symptoms in
yourself, consult a licensed clinician for a formal evaluation.

THREE PRESENTATIONS

Combined Presentation: criteria met for both inattention and
hyperactivity-impulsivity for the past six months.

Predominantly Inattentive Presentation: criteria met for
inattention but not hyperactivity-impulsivity for the past six
months.

Predominantly Hyperactive-Impulsive Presentation: criteria
met for hyperactivity-impulsivity but not inattention for the
past six months.

INATTENTION SYMPTOMS

For adults (age 17 and older), five or more of the following
symptoms must be present for at least six months, to a degree
that is inconsistent with developmental level and negatively
impacts social, academic, or occupational activities:

1. Often fails to give close attention to details or makes careless
mistakes in work or other activities.
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2. Often has difficulty sustaining attention in tasks or activities.

3. Often does not seem to listen when spoken to directly.

4. Often does not follow through on instructions and fails to
finish duties.

5. Often has difficulty organizing tasks and activities.

6. Often avoids or is reluctant to engage in tasks that require
sustained mental effort.

7. Often loses things necessary for tasks and activities.

8. Is often easily distracted by extraneous stimuli.

9. Is often forgetful in daily activities.

HYPERACTIVITY-IMPULSIVITY SYMPTOMS

For adults (age 17 and older), five or more of the following
symptoms must be present for at least six months:

1. Often fidgets with or taps hands or feet, or squirms in seat.

2. Often leaves seat in situations when remaining seated is
expected.

3. Often experiences feelings of restlessness.

4. Often unable to engage in leisure activities quietly.

5. Is often “on the go,” acting as if “driven by a motor.”

6. Often talks excessively.

7. Often blurts out answers before questions have been
completed.

8. Often has difficulty waiting their turn.

9. Often interrupts or intrudes on others.

ADDITIONAL CRITERIA

Several inattentive or hyperactive-impulsive symptoms were
present before age 12.
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Several symptoms are present in two or more settings (for
example, at home, at work, with friends or relatives, or in
other activities).

There is clear evidence that the symptoms interfere with or
reduce the quality of social, academic, or occupational
functioning.

The symptoms are not better explained by another mental
disorder.

SEVERITY

Mild: few symptoms beyond the diagnostic threshold;
symptoms result in minor functional impairment.

Moderate: symptoms or functional impairment between mild
and severe.

Severe: many symptoms beyond the diagnostic threshold;
symptoms result in marked impairment in social or
occupational functioning.
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Sources

These sources document the research, statistics, and clinical frameworks
referenced in this book. All client stories are composites, and no real individual
is depicted.
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