
When Sobriety Feels Worse 

Sobriety removed the anesthesia. It didn't treat the wound. 

Austan Sloan  •  Recover-You 

A note before you begin.  This guide is for people who got sober and then felt worse, and it says 
plainly that the standard advice may not be enough for you. If you are currently in early 
recovery and holding on with both hands, read it when you have some steadiness, and ideally 
alongside someone you trust. Nothing here is an argument for drinking or using. It is an 
argument for getting the second kind of help that nobody offered. 

Feeling overwhelmed by what you're reading? Support is here.  Call or text 988, Canada's 24/7 
Suicide Crisis Helpline  •  In Alberta, call or text 211 for community, social, health, and 
government services  •  In Edmonton and area, call the 24/7 Distress Line at 780-482-HELP 
(4357)  •  Call 911 in an emergency. 

The Void No One Talks About 

I hit one year sober and genuinely believed I'd feel something close to proud. Maybe even free. 
Instead, sobriety handed me a level of crippling anxiety I had absolutely no frame of reference 
for. Every morning I dragged myself through Calgary's downtown core just to get to work: a 
routine errand for most people, a full-blown ordeal for a nervous system running on fumes and 
unprocessed terror. 

Looking back, I don't know why I assumed that level of panic was normal. The only explanation 
I have is that I'd been living inside it for so long I had nothing to compare it to. It wasn't until I 
started healing at the physiological level, building actual contrast between dysregulation and 
something resembling calm, that I could finally see how dysfunctional my baseline had always 
been. 

The anxiety wasn't background noise. It was pure, unfiltered adrenaline with nowhere to go. The 
moment I stepped into a crowd, boarded the train, or entered the enclosed walkways of the Plus-
15 system, a network of elevated indoor corridors that effectively becomes a city within a city 
during business hours, my brain fired as if an attack were already underway. 

The walk from the train platform to my desk took fifteen minutes. By the time I sat down, it felt 
like I'd already fought something. Within an hour, the adrenaline crash arrived and wiped me 
out, before the workday had even properly started. Then I still had eight hours ahead of me. And 
then the return trip through the same gauntlet. Every single day. 

The Lines I Was Given: When "Growth" Feels Like 
Collapse 

The recovery rooms ran on a small, shared inventory of phrases. I heard them so often they 
stopped sounding like support and started to feel like ritual. There was a strange comfort to 
them, though. They worked like status: a kind of verbal currency that signalled one's authority 
within the room. They started to feel like coded double entendres, and somewhere along the way 
the meaning dropped out entirely. All that remained was a strange, performative obligation, 
something you said because you were expected to, whether it helped or not. 



"Trust the process." 

"Let go and let God." 

"Do the next right thing." 

"You don't have to solve everything today." 

"Progress matters more than perfection." 

So I did exactly what I was told. It was working for them, so why not me? I followed the 
formulas. I showed up when it was expected. I participated when every part of me wanted to 
disappear into the nearest exit. I stayed connected wherever I could. 

I convinced myself that if I held on long enough, if I could just keep the outside intact before 
anyone noticed what was happening inside, eventually something would click. That the 
performance would become real. That I could fake my way into actually being okay. That is not 
what happened. Instead, I felt myself coming apart in ways that left no visible evidence: 

quiet torment that had no business existing alongside the applause I was receiving. 

a dread I couldn't name that showed up every morning before I even opened my eyes. 

"progress" that felt like pressure: relentless, accumulating, with no release valve. 

People told me this was what growth feels like. The thought that crossed my mind was: if this is 
growth, then I don't want any part of it, because the consequences of self-destruction had to be 
better than whatever this was. Right? 

Because it wasn't growth. It was the unraveling of a man who had lost the only coping 
mechanism he'd ever known, suddenly exposed, with no buffer, to the exact things he'd spent 
twenty years drinking to outrun. I wasn't stuck in withdrawal. I wasn't failing recovery. I wasn't 
lacking discipline or gratitude or willingness. I was up against something older, deeper, and 
nameless: something that had been running the show long before the first drink ever entered the 
picture. 

And because I couldn't explain what was actually happening, because the disconnect between 
what I was doing and what I was feeling made no sense that I could articulate, I did what I had 
always done. I turned it inward, decided I was broken, and let the weight of that conclusion pull 
me further under than the chaos ever had. 

From the outside, it looked like recovery. On the inside, it felt like a private 
collapse no one had language for. 

The Hidden Danger of Blind Faith 

Many recovery programs were built for people whose lives fell apart because of addiction. They 
were not built for people whose addiction was a survival strategy: a desperate attempt to build 
something functional on top of a foundation that was already compromised before the first 
drink. 

That distinction is critical. It's the main reason this resource exists. If your nervous system was 
wired for survival since childhood, hypervigilant, shame-soaked, braced for impact, removing 
the substance doesn't restore balance. It rips out the floorboards. It yanks away the only 
anesthetic you had for a wound that has been festering, untreated, for most of your life. 

And when no one names that, you arrive at the only conclusion available: the problem is you. 
You're not working hard enough. You're not surrendering enough. You're not grateful enough. 



So you double down on the platitudes because they're the only tools anyone handed you, while 
the actual problem, a dysregulated nervous system that was never part of the conversation, digs 
in deeper with every passing week. No one around you can name it. So you stay trapped inside 
something that looks like a personal failing from every available angle. 

There was shame in admitting I was struggling at all. People had started calling me "Captain 
Recovery," a title I never asked for and never wanted. But once you've been seen as the person 
who has it together, the cost of being seen as anything else feels unsurvivable. So you keep 
performing. And the performance gets lonelier every time. 

You suffer in a way that looks like recovery from the outside but feels like 
private hell on the inside. 

The Year-One Crash: When "Better" Stops Getting 
Better 

Early recovery is chaotic, but at least the chaos makes sense. What no one prepares you for is the 
delayed implosion: that point, often around the one-year mark, where outward progress collides 
head-on with terrifying inward decline. For me, it felt like my brain was coming apart at the 
seams. 

Emotional volatility: my mood didn't swing, it snapped. There was no dial, no gradual shift. 
Just a switch: fully on or completely off, with no warning and no middle ground. 

Adrenaline surges: sudden spikes after an interaction, a thought, a cue, or no 
trigger you can identify. A sustained resting heart rate around 140 is not 
something to explain away as recovery or trauma. It needs prompt medical 
assessment, because anxiety is only one possible cause and a PDF cannot rule out 
the others. 

Social burnout: the situations that were supposed to heal me, meetings and fellowship, left 
me feeling raw and further away than before. Like watching everyone else belong through glass I 
couldn't break. I'd arrive right as things started and disappear the moment they ended, because 
the small talk afterward felt like more than I could physically survive. 

Anhedonia: joy didn't dim, it vanished. Not the familiar numbness of early sobriety. 
Something worse: a flat, colourless existence in a life that used to have colour. Every day the 
same grey. 

Everyone had the same answer: "That's just PAWS, it can last up to two years." That explanation 
felt like being handed a pamphlet when what I needed was a diagnosis. My body had long 
finished detoxing. This wasn't a recalibration. This wasn't withdrawal. It was my nervous system 
screaming for help in a language no one seemed to speak. The more I tried to fix it with slogans, 
the deeper it pulled me under. What I needed wasn't more discipline. It was trauma work. 

PAWS vs. Trauma: Learning to Tell the Difference 

I spent months convinced I was dealing with one while the other flew completely under the 
radar. PAWS fades. Trauma cycles. Knowing which one you're actually dealing with changes 
everything about how you approach it. 

What it is 

— PAWS: the brain and body recalibrating after substance removal. A healing process. 



— Trauma response: the nervous system's survival wiring misfiring long after the danger has 
passed. An injury response. 

Duration 

— PAWS: symptoms can fluctuate for weeks or months and, for some people, longer. There is 
no single timetable, and persistent symptoms deserve assessment rather than an 
automatic PAWS label. 

— Trauma-related symptoms: may persist, change, or emerge more clearly after sobriety. 
Time and safety can help, but some people need trauma-focused assessment and 
treatment. Persistence alone does not prove the cause. 

Key symptoms 

— PAWS: sleep disruption, fatigue, irritability, brain fog, low motivation, cravings. 

— Trauma response: emotional flashbacks, numbness, panic, intense self-blame, 
hypervigilance, relational fear. 

Best treatment 

— PAWS: time, rest, nutrition, movement, and routine to support natural repair. 

— Trauma response: assessment and trauma-focused treatment with strong evidence, 
including CPT, EMDR, and Prolonged Exposure; ART or Somatic Experiencing may also 
be discussed, with the understanding that their evidence bases are smaller. 

Trajectory 

— PAWS: gradual, mostly linear improvement. Good days slowly outnumber bad ones. 

— Trauma response: cyclical patterns that resurface under stress or emotional triggers, often 
without any clear forward progress. 

If you've been sober a year and feel like you're back at square one, or further back than that, that 
is not PAWS anymore. That's your nervous system asking, with everything it has, for a different 
kind of help. 

A Critical Note on PAWS 

There is growing debate around how Post-Acute Withdrawal Syndrome is diagnosed and applied 
in recovery settings. In many cases, symptoms attributed to prolonged withdrawal may actually 
reflect underlying trauma, anxiety disorders, or nervous system dysregulation that existed long 
before substance use began. In other words: not everything that shows up after sobriety is 
caused by the substance leaving your body. 

The consequences of mistaking PTSD for PAWS can be catastrophic. Instead 
of empathy, those with alcohol and drug use disorders are viewed as 
responsible for their symptoms, and at times, overtly blamed. Instead of 
being treated for PTSD, they're told to "hang in there" until their symptoms 
subside. Sometimes their symptoms do subside, but sometimes they don't, 
leading to relapse, self-medication, and risk of overdose and death.  — Ted 
Beauchaine, Ph.D., Psychology Today 

The Dual-Track Reality 

It is rarely a choice between PAWS or trauma. Especially in the first year, most of us are on a 
dual-track recovery: one track is the brain physically healing from chemical impact, and the 
other is the nervous system finally feeling the weight of the past. 

The danger isn't in acknowledging PAWS. It's in attributing everything to it. When clinicians 
and recovery rooms use PAWS as a universal umbrella, they inadvertently thin the ice for the 



addict. If you are told your night terrors or mid-day panic are just "brain recalibration," you'll 
try to out-wait an injury that actually requires active repair. 

The outcome of this misdiagnosis can be horrific: an exhausted survivor who eventually relapses 
because they were told to trust a process that wasn't actually addressing their specific wound. 
You can have both. But you must name both too. 

Hormones associated with stress and allostatic load protect the body in the 
short run and promote adaptation, but in the long run allostatic load causes 
changes in the body that lead to disease.  — Bruce S. McEwen (1999) 

What "Feeling Worse" Is Actually Telling You 

If any of this sounds familiar, you may be living in what I'd call the grey zone of recovery: not 
relapsing, but not actually living either. Technically sober. Privately drowning. These are the red 
flags that your nervous system is still stuck in survival mode. 

You're succeeding on paper (job, housing, responsibilities held together) but feel like a stranger 
wearing your own life. 

Minor stress doesn't register as minor. It registers as emergency: rage, shutdown, or a 
disappearing act you didn't consciously choose. 

Intimacy activates something older than the relationship: a shame response, or a primal 
certainty that closeness ends in abandonment. 

There's a low-grade hum of dread running constantly in your body that has no source you can 
point to and no off switch you can find. 

Chronic physical exhaustion, or sleep that never feels truly restorative, even when you're doing 
all the "right" recovery things. 

Your inner critic runs a continuous loop convincing you that everything you're suffering is 
exactly what you deserve. 

That mindset kept me sick for years. I had mistaken prolonged suffering for admirable 
endurance, as if surviving the pain without complaint was the same thing as healing from it. It 
wasn't. It was my nervous system still on fire, long after I had stopped pouring gasoline on it. 
The substance was gone. The alarm was still screaming. And no one had told me those were two 
separate problems. 

Recovery isn't just the absence of relapse. It's the slow, deliberate return of 
safety to a body that stopped believing safety was possible. 

Why Platitudes Don't Work on Neurological Pain 

Phrases like "one day at a time" or "keep coming back" can calm and orient some people. But 
words alone may not shift trauma responses built through sensation, avoidance, fear learning, 
and physiology. Those survival systems can react before intention catches up. Recovery may 
need language, body-based regulation, behaviour, relationship, medication, and trauma-focused 
work—not a false choice between mind and body. 

When the nervous system is locked in fight, flight, or freeze, access to reflection and flexible 
decision-making can narrow. A slogan may be impossible to use in the moment—not because 



logic has vanished, but because threat responses are competing hard for control. Positive 
thinking alone cannot settle a body that is reading danger. 

You cannot reason with a fire alarm jammed in the "on" position. You have to 
find the wiring. 

More faith won't do it. More discipline won't do it. More time in the rooms won't do it, not if 
what's underneath has never been addressed. What actually does it is felt safety: consistent, 
repeated, embodied experiences that teach the nervous system, through evidence rather than 
argument, that the emergency is over. That it is finally allowed to stand down. 

Turning the Corner: What Real Help Looks Like 

Seek a trauma-informed assessment. Don't accept a generic diagnosis or hollow 
reassurance. Find someone who asks not "what's wrong with you?" but "what happened to you, 
and how is your nervous system still trying to protect you from it?" 

Learn regulation tools that work from more than one direction. A body in danger 
mode may not respond to argument alone. Grounding, paced breathing, movement, DBT skills, 
medication when appropriate, trauma-focused therapy, and safe connection can all help. EMDR 
has strong PTSD evidence. ART, somatic approaches, and neurofeedback have smaller or less 
certain evidence bases. The question is not which language the body 'actually understands.' It is 
what safely helps this person regain choice. 

Cultivate safe connection. Real recovery happens in relationships that allow co-regulation: 
people who can sit with your chaos without flinching, without fixing, and without making you 
perform okayness in exchange for their presence. 

Measure progress differently. Stop counting sober days as the only metric that matters. 
Start tracking how quickly you recover from stress, how long you can stay grounded before the 
noise returns, how often genuine peace shows up uninvited and stays longer than it used to. 

Recovery that stops at abstinence is maintenance. It keeps you from the worst, and that matters, 
genuinely, but it leaves the wound untouched. Recovery that integrates trauma work is 
something else entirely. It's the difference between managing a condition and actually changing 
the conditions. Between surviving your own nervous system and finally learning to live inside it. 
That's not a guarantee. It's a direction. But it's the only direction that leads somewhere worth 
going. 

Before You Go 

If you're in the middle of this right now, the single most useful thing this guide can give you is a 
reframe: feeling worse after getting sober is not evidence that you're doing recovery wrong. For a 
lot of us it's evidence that the substance was doing a job, and that job is now vacant. 

None of this is an argument against the rooms, the programs, or the people in them. They keep 
people alive, and they kept me alive. It's an argument that abstinence and regulation are two 
different problems, and that solving one does not solve the other. If you've only ever been 
offered tools for the first, you have not failed at anything. You have been under-equipped. 

If you take one action from this, make it the assessment. Not more willpower, not more 
meetings, not more waiting. Someone who knows how to look at your nervous system rather 
than your sober date. 

You were never broken. You were anesthetized, and then you weren't, and nobody told you what 
to expect on the other side of that. 



Feeling overwhelmed by what you're reading? Support is here.  Call or text 988, Canada's 24/7 
Suicide Crisis Helpline  •  In Alberta, call or text 211 for community, social, health, and 
government services  •  In Edmonton and area, call the 24/7 Distress Line at 780-482-HELP 
(4357)  •  Call 911 in an emergency. 
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approaches. 
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