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DR. TOM GAIS:  Good morning.  My name is Tom Gais.  I’m co-director of the 
Rockefeller Institute of Government and I’m very pleased to introduce and moderate 
our session, “Saving Them from Addiction:  Faith Based Organizations and Substance 
Abuse Treatment.”  Recently, I reread the Book of Mark, and one of the more striking 
things about that in the Christian Bible, at least to my mind, was the emphasis on 
healing, especially in the first few chapters.  And I know many Christians think that the 
healing that Jesus did during – at least reported in Mark and in other Gospels – really is 
more of a sign or set of signs.  But it’s still rather striking that the basic task, the day-to-
day task reported in the Gospel, really is healing the afflicted, healing the sick.   
 
That’s not unique to Christianity and I think that the central importance of healing the 
ill, regardless of the origins of their afflictions, is probably one of the reasons why many 
people believe that faith-based organizations have a special contribution to make in 
helping many people in the United States deal with their 
drug and alcohol addictions, and indeed, that problem is 
immense.  In 2005, over 22 million people in the United 
States were estimated to have been dependent on or to 
have abused illegal drugs or alcohol and only a small 
proportion of that population actually received any 
treatment at all.  As a nation we clearly can use all the 
help we can get.   

 
Perhaps reflecting this line of thinking, substance abuse 
treatment was one of the areas targeted by the Bush 
Administration for expanded support under the Faith-
Based and Community Initiative.  The President’s 
proposals included, for example, expansion of tax-funded 
vouchers that allow people with addictions to choose treatment from a variety of 
providers, including religious organizations.  But, though perhaps any help is a good 
thing, it’s still not entirely clear how much or what kind of a difference the Faith-Based 
and Community Initiative has had or will have in solving the problems of substance 
abuse that alcohol and drug addicts face in the United States. 
 
What difference, for example, does it make or has it made in making faith-based 
organizations a larger part of the nation’s substance abuse treatment system?  And have, 
in fact, more people become abstinent as a result of that change?  Have people been 
avoiding problems with the law as a consequence?  Have more people with addiction 
problems gotten jobs?  And have some people been particularly helped by faith-based 
programs?  Have some people actually been hurt? 
 
There have been quite few different arguments on one side or the other about what the 
effects of faith-based programs might be or have been.  One set of claims suggest that 
faith-based organizations or programs bring greater energy and commitment when 
compared to secular programs.  According to this argument, for example, the sense of 
mission and fellowship in a faith-based treatment program may lead staff to address a 
greater range of patients’ emotional and physical needs, to provide, in other words, 
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more holistic treatments.  Or maybe faith-based treatment programs will stick with 
difficult cases longer, which is usually considered to be a good thing, since persistence 
in treatment is typically related to successful outcomes. 
 
Then, there’s a second group of arguments that say that faith-based organizations may 
be particularly effective because they bring the community into efforts to help persons 
with substance abuse problems.  FBOs, for example, may draw more volunteers or they 
may have stronger ties to members of the community, such as employers or family 
members, whose cooperation is often critical for recovery. 
 
And then finally, a third set of hypotheses basically argue that faith-based programs 
may be especially effective when they bring faith to persons with addiction problems.  
In fact, the few robust findings in all the literature in research to date is the positive 
statistical relationship between an individual’s participation in religious activities, such 
as attendance in church, and their avoidance of substance abuse problems.  Perhaps 
then, programs that give people opportunities to strengthen their faith not only give 
them guidance on how to live day-to-day, but also why. 
 
Of course, there are counterclaims to these arguments.  Professional practices also 
strongly recommend wraparound comprehensive services.  And, in fact, secular 
agencies may be more likely to provide critical medical services and drug treatments 
that rigorous research has found to be critical to recovery.  Staff in secular programs, 
including staff without religious beliefs, may also be committed to their work and they 
also have strong ties to the communities they work in.  Unfortunately, although the 

research literature has made some progress in recent years in 
exploring differences between faith-based and secular 
programs, questions about the effectiveness of faith-based 
programs and their unique contributions are still largely 
unresolved.   
 
There have been, for example, a number of studies that have 
examined and found that people going through treatment 
programs sometimes – mostly spiritual programs, which is the 
12-step program, sometimes more faith-intensive programs – 
among those who complete the programs, those that tend to be 
more spiritual and more observant in their religious practices, 

also are likely to show better mental health outcomes.  But these research studies 
usually aren’t particularly good at determining how much of that spirituality or that 
religiosity is, in fact, attributable to the programs themselves.  Fortunately, we have 
three very good panelists who can bring different, yet complimentary perspectives to 
these questions.   
 
Dr. H. Westley Clark is director of the Center for Substance Abuse Treatment under the 
Substance and Mental Health Services Administration.  In that position, Dr. Clark leads 
the agency’s national effort to provide effective and accessible treatment to all 
Americans with addictive disorders and so he’s particularly well qualified to talk about 
the Faith-Based and Community Initiative in the substance abuse treatment area and its 
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likely effects.  Before entering federal service, Dr. Clark was chief of substance abuse 
programs at the Department of Veterans Affairs Medical Center, San Francisco, and he 
was clinical professor of psychology at the University of California, San Francisco.  In 
addition to being a clinician and an experienced administrator, Dr. Clark is a widely 
published author in the field of substance abuse in medical and legal issues.  And he has 
won many awards, far too many for me to list, and he has many degrees: a medical 
degree, a master’s in public health, both from the University of Michigan, and a JD 
from Harvard University Law School.  Dr. Clark has also received a board certification 
from the American Board of Psychiatry and Neurology and Psychiatry. 
 
Our second speaker is Mr. Dennis 
Griffith, executive director of Teen 
Challenge International of Southern 
California, a network of 10 centers 
providing drug treatment services to 
over 200,000 men, women, and children.  
Teen Challenge was created, as many of 
you know, 46 years ago in New York 
City by the then-young Pentecostal 
minister, David Wilkerson, to help 
young people in urban gangs and with 
drug dependencies.  Since then it has grown to 195 centers in the United States and 550 
centers worldwide.  Teen Challenge’s mission is to provide youth, adults, and children 
with effective, comprehensive, and faith-based solutions to drug and alcohol addictions 
as well as other life controlling problems.  Teen Challenge has also, by the way, been 
one of the few faith-based organizations that actually sponsored research on its 
effectiveness, and that’s one of the other good reasons to have Dennis with us today.  In 
addition to his work with Teen Challenge, Mr. Griffith was also appointed by President 
Bush to serve on the Drug Free Communities Advisory Commission with the White 
House Office of National Drug Control Policy and he serves on the faith-based expert 
panel for the state government of California.   
 
Finally, our third speaker is Ms. Cynthia Moreno Tuohy, executive director of N-A-A-
D-A-C or NAADAC, the Association for Addiction Professionals.  With 11,000 
members, the association is the largest membership organization of addiction 
counselors, educators, and other healthcare professionals focused on addiction.  And 
through education, clinical training, and certification programs, the association seeks to 
provide the highest quality and most up-to-date science-based services to patients, their 
families, and their communities.  In addition to her experience as the executive director 
of the association, Ms. Moreno Tuohy also brings a wealth of practical, clinical 
experience to the discussion, as she has directed a wide variety of centers including 
publicly funded alcohol drug prevention/intervention treatment centers.   

 
I’ve asked all the panelists to keep their remarks to about 10 to 12 minutes to start off 
the discussion, after which we will entertain questions.  So please join me in welcoming 
our panelists, and we will start with Dr. Clark. 
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(Applause.) 
 
DR. H. WESTLEY CLARK:  I want to thank Tom for his gracious comments.  I want 
to thank you all for being here and don’t want to take too much time.  I came to 
Washington, DC from San Francisco, where I treated patients who suffered from 
alcohol and drug problems, HIV, post-traumatic stress disorder, and other psychiatric 
disorders.  The reason I mention that is that working in the community with patients 
suffering from substance abuse disorders, we had limited resources.  I worked for the 
V.A. at the time, but I also participated in research projects, which meant that we saw 
other people.  We often used community-based resources.   
 
I ran a 28-day program and am often asked what happens to people on day 29.  I ran an 
intensive outpatient program and wondered what happened to the individuals after I saw 
them.  Where did they go?  What do they do?  We made liberal use of community-based 
resources.  Some of those resources included Catholic Charities, Lutheran Ministries, 

Salvation Army.  Often they were the only people available who 
would offer services when people needed help.  We knew that if we 
couldn’t answer that question of what happened to individuals after 
they saw us – I’m board certified in psychiatry; I’ve employed social 
workers and nurses, but we didn’t go home with the people and we 
weren’t the community in which the individuals lived.   
 
We realized the vectors of value of the community were inextricably 
tied to the recovery process, and that, indeed, what we were dealing 
with was a continuum, not discrete episodes – a continuum which 
involved, not only professional-driven care, but also community 
supported care.  If we created a discontinuity, if we simply said that 
indeed all an individual needed was us, then we realized we had a 
problem.  I think 12-step programs long recognized that.   
 

The Substance Abuse and Mental Health Services Administration is the U.S. federal 
agency charged with improving the quality and the availability of prevention, treatment, 
and rehabilitative services in order to reduce illness, death, disability, and cost to society 
resulting from substance abuse and mental illnesses.  We educate and inform the public 
of the benefits to individuals and their communities when they access prevention and 
recovery support services.   

 
Well, one of the things that we realized, as was mentioned by the previous speaker, is 
that 73 percent of the people who meet criteria for abuse and dependence of a list of 
drugs do not perceive a need for treatment.  Eighty-eight percent of the people who 
meet the criteria for abuse and dependence of alcohol do not perceive a need for 
treatment.  There’s something then in that individual’s environment and that 
individual’s life, that individual’s community, which reinforces the pernicious and toxic 
effects of the use of illicit drugs. 
 
Back to the issue.  The community has to help us deal with the problem.  We are only 
dealing with a small slice of the problem.  The problem goes well beyond what 



Faith-Based Organizations and Substance Abuse Treatment 

The Roundtable on Religion and Social Welfare Policy  5

professionally-driven care can address because most of the people who suffer from the 
problem do not knock on our doors.  It is the vectors of value in the community that has 
to be mobilized, in addition to professionally-driven care, in order to address the 
problem.  Drug dealers are not interested in the small sliver of individuals who present 
for care; they’re interested in that 73 percent of the individuals who do not perceive a 
need for care.  And those are individuals who answer questions:  do you have a problem 
as a result of your drug or alcohol use with the law – yes; do you have a problem with 
your family relationships, spousal relationships, your parenting – yes; do you have 
problems as a result of your alcohol and drugs with your job – yes; do you have 
problems as a result of alcohol and drugs with your health – yes; do you need treatment 
– no.  (Laughter.) 
 
Now how is it, in order to meet criteria, you have to endorse the psychosocial 
decrements of function and you can conclude you need no help?  You can only 
conclude that you need no help because the environment in which you are functioning 
says to you, you need no help.  There are many pathways to recovery and that’s a theme 
that I will reiterate over and over again – many pathways to recovery – but one of the 
things that I learned as a fellow, as a resident, is that spirituality has long been an 
integral part of recovery.   
 
Through the Center of Substance Abuse Treatment, we have realized that we have to 
promote the message of recovery through a wide range of areas.  We’ve been actively 
engaged in supporting community-based and faith-based organizations since 1992.  
This is nothing new.  In 2000, prior to the faith and community-based initiatives 
launched by President Bush, we demonstrated leadership in this area by undertaking a 
specific Faith-Based and Community Initiative, although we had been working with 
faith-based organizations all along.  And as I pointed out, as a clinician in the 
community, I had a limited list of entities willing to step up to the plate, step up to the 
line, hold firm to help me deal with this problem.  As we know, there is increased 
suicide, increased psychological dysfunction – somebody has to help.  Faith-based 
organizations were among those who stepped up to the line to help. 
 
In 2001, President Bush signed an executive order expanding the Charitable Choice 
legislation enacted under President Bill Clinton.  So this is not a partisan activity; this is 
a bipartisan activity over time.  And this executive order required HHS and other 
federal agencies to identify and eliminate regulatory and programmatic barriers that 
would prevent grassroots, faith-based, and community-based organizations from 
applying for and successfully receiving federal grants or contracts for the effective 
delivery of services in local communities.   
  
In response, SAMSHA launched the Faith-Based Community Initiative to identify and 
eliminate barriers that would prevent these groups from actively participating.  We 
provided treatment and recovery support services into organizations that have long 
participated.  This is not new.  We know that for decades they have provided support to 
families and children affected by alcohol and drugs.  One of my staff people, Jocelyn 
Whitfield, is in the audience.  Jocelyn knows – she has worked with hundreds of 
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community-based organizations over the past several years and many of them have 
stepped up to the plate. 
 
We’ve convened over a hundred capacity building and grant-writing training events in 
communities around the nation to prepare community and faith-based organizations to 

compete successfully for grant funding.  Participants have received 
technical assistance in grant writing, grants management, program 
evaluation, strategic planning, Charitable Choice, and best practices 
– in other words, leveling the playing field by making it clear what 
the rules of the game are.  Not changing the rules; making it clear 
what the rules of the game are.  We see nothing unconstitutional 
about explaining the rules of the game.   
 
Most of the attendees represent a grassroots organization with 
limited experience with federal partners and the management of 
grant awards.  We’ve spent over $6 million for technical assistance 
to these groups and, as a result of this, approximately $38 million in 
grant awards were received by community and faith-based 
organizations from a wide range of both state, local, and federal 
entities. 

 
During fiscal year 2006, we funded several discussion groups consisting of 192 
community and faith-based organizations to determine the benefits of training provided 
from fiscal year 2003 to fiscal year 2006.  Through federal, state, and foundation grants, 
an additional $20 million was awarded to faith-based organizations to assist them with 
the expansion of treatment capacities and the enhancement of program services and 
delivery.  Since fiscal year 2002, over 6,500 individuals from grassroots and community 
groups have received training and technical assistance.  These are individuals with the 
willingness to help, and I’m pleased that we have given them the tools so they can apply 
for federal funds and state funds and others. 
 
Remember, there are many pathways to recovery.  Some individuals recover 
spontaneously, some need medication-assisted treatment, some receive psychosocial 
behavioral treatment.  Others receive peer-to peer recovery support services, others 
through 12 step and community-based recovery programs, and some through faith-
based recovery.  There are many pathways to recovery and our focus is promoting as 
much as we possibly can because all of us are very much aware of the cost to our 
society of alcohol and drug abuse, a co-occurring disorder.  That unless we deal with 
this as a community, then we’re not going to deal with the problem, and the problem 
goes well beyond the individual who has the alcohol and drug problem.   
 
If that person’s family, that person’s neighbors, that person’s city/county/tribe, that 
person’s state, our federal government – some of you may have read recently that 
Afghanistan is producing all sorts of opium.  That opium is consumed by all sorts of 
people.  And if there is no community value that says not to consume, that says you 
need to get help sooner rather than later, then the terrorism tied to the use of illicit drugs 
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continues, the dysfunction tied to the use of illicit drugs continues, the dysfunction tied 
to alcohol continues.   
  
So spirituality has long been vaunted as an integral part of recovery by 12-step 
programs, by entities like Oxford Houses, and these are groups that have devoted time 
and energy to facilitate that.   
 
This meeting is concerned about the rule of law as well as the federal government 
initiative.  We have a major program, the Access to Recovery program, that’s been 
another benefit to the larger community, including the faith community.  This initiative 
established a voucher system to ensure that individuals are able to obtain 
comprehensive services, a continuum of services, not just the acute interventions.  But 
it’s redefining intervention to extend the contact with an individual, not only through 
the acute, episodic, professionally driven care, but into the community so that individual 
is not simply dropped off at the corner at the end of the service:  “we’ve exhausted your 
detox benefits, see you.  We’ve exhausted your psychological benefits, see you.”   
 
With recovery-based strategies, we’re able to extend that and so that person has longer 
contact with the delivery system, and the research shows it is time and contact that 
produces the best outcome.  It is not time and contact with a specific provider or a 
specific treatment system; it is time and contact with a treatment system.   
 
As a result of ATR, we have 1,200 faith-based providers participating and 956 have 
redeemed vouchers.  Approximately 62 percent of the vouchers have been paid to faith-
based organizations for recovery support services.  As of June 30th, these providers who 
redeemed a voucher for at least one recovery support service accounted for 88 percent  
of all providers who redeemed funds.   
 
Faith-based organizations accounted for only 23 
percent of all recovery services providers.  So this is 
not a faith initiative; it is an initiative that opened the 
door to community-based and faith-based 
organizations to work collaboratively with 
professionally-driven care, so that we can extend the 
contact with the individual so that we can enhance his 
or her recovery.  And that’s a key construct.  
Sometimes ATR gets misperceived as a faith-based 
initiative.  The initiative is to address the problem of 
alcohol and drug abuse in a more comprehensive way 
rather than a discrete, episodic way.   

 
We’ve talked to Dr. Tom Kirk, who is the director of Mental Health and Substance 
Abuse in the state of Connecticut.  He said as a result of ATR he’s re-conceptualized 
how the state of Connecticut is doing business with regard to addiction.  He realized 
that in the past what they focused on were these acute episodes, and they kept having all 
these relapses.  In fact, in the larger community we often say addiction is a chronic 
relapsing disease.  Child welfare isn’t interested in chronic relapsing; they’re concerned 
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about the safety of the child and that family.  Can you help us keep that child from 
being endangered?  The employer is not concerned about chronic relapsing.  They want 
to make sure that the person behind the 18-wheeler is not going to roll over somebody.   

 
So, Tom Kirk recognizes that if we can normalize the experience of a person by 
extending our contact, what we can do is facilitate that recovery.  Not only does that 
individual benefit, but in the case of child welfare, that child benefits; in the case of the 
employer, the company benefits because now they don’t have to suffer the risk of loss.  
And in the case of the individual, of course they benefit because, not only is self esteem 
and their health and their psychological well being facilitated, but they are in a position 
to recover. 
 
So, the focus moves from acute, episodic care to a recovery oriented motif where 
recovery is the theme.  And we will continue to work with states, cities, counties, and 
tribes, and other organizations focusing on this.  We have a representative from 
NAADAC here, and they are our partners.  Alcohol and drug abuse are problems that 
affect us all and we all need to be involved.  And we’ve been appreciative of our faith-
based partners because, like our professional partners, they too have stepped up to the 
plate, they too have stepped up to the line, and we need to hold firm.  Thank you. 
 
(Applause.) 
 
DENNIS GRIFFITH:  Well, I too appreciate the opportunity of being with you today.  
And thank you, Tom for the introduction.  My name is Dennis Griffith and my full-time 
position is executive director of Teen Challenge of Southern California, and I’ve been 

with the organization about 30 years.  I welcome this opportunity to 
discuss the merits of the Faith-Based and Community Initiative and its 
effect on the faith-based substance abuse recovery programs like Teen 
Challenge to help people that want to get off drugs. 
 
Teen Challenge supports and deeply appreciates the Administration’s 
Faith-Based Initiative.  As Tom had said, Teen Challenge International 
was established in 1958, and since its inception it has grown to include 
over 625 nonprofit, faith-based substance abuse recovery and 
prevention facilities in 90 countries around the world, and with 185 of 
those centers strategically located in high-need and underserved areas 
of the United States.  As a result, Teen Challenge International is 
widely regarded as one of the largest faith-based recovery program 
services and substance abuse prevention organizations of its kind. 
 

A central focus of the Teen Challenge program is the residential recovery program.  
Typically one year in length, the voluntary residential recovery programs offer an 
environment of therapeutic support and spiritual formation.  The purpose of the 
residential recovery program is to enable individuals to find freedom from addictive 
behavior, to become socially and emotionally healthy, physically well, and spiritually 
alive.  Through a committed staff and effective program, Teen Challenge’s program and 
staff wish to produce graduates who function responsibly and productively in society 
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and who have healthy relationships in the workplace, family, church, and community.  
Like many similar faith-based organizations, on average, Teen Challenge recovery 
centers tend to serve those who have had long-term and multiple addiction problems.   
 
Various elements of the Faith-Based Initiative have been helpful to Teen Challenge.  
President Bush has publicly recognized faith-based organizations on numerous 
occasions, helping to raise the visibility of those organizations.  Some of the Teen 
Challenge chapter directors have attended the White House conferences held around the 
country on how to partner with the government, and they have found the information 
useful   
 
The White House Office and some of the agency offices and various departments such 
as Health and Human Services, Agriculture, HUD, and others, have provided useful 
introductions and networking opportunities.  Teen Challenge has also benefited from 
SAMSHA’s development of prevention materials, which are consistent with Teen 
Challenge’s work in educating young people in schools, churches, and other locations.   
 
We have made the use of the educational aides, promotional materials, databases, and 
clearinghouses, which SAMSHA provides free of charge.  In addition, we have 
benefited from the materials developed by the White House Office of National Drug 
Control Policy, the media campaign.  We have also benefited by being involved in 
meaningful dialogue concerning the president’s Access to Recovery initiative with 
SAMSHA, the state of California, and others. 
 
Many Teen Challenge centers have also had significant and notable success with the 
Access to Recovery indirect funding.  But it is significant to mention that the Access to 
Recovery program – that we believe that Teen Challenge is best considered an 
organization that provides substance abuse recovery support services rather than 
traditional treatment of substance abuse services.   
 
SAMSHA defines recovery support services as services designed to help people with 
recovery or their family members initiate or sustain recovery from alcohol and drug use 
disorders and related problems and consequences by providing various forms of social 
support: emotional, informational, instrumental, spiritual, companion. 
 
Again, we believe that Teen Challenge is best considered a provider of recovery support 
services and other faith-based recovery support components, elements, and programs.  
According to SAMSHA, the term “faith-based recovery” refers to services that occur in 
the context of faith-based settings or principles.  According to SAMSHA, this term 
underscores the notion that there are many paths to recovery, including those that occur 
within the experience, support, and tradition of the faith community.  While it is widely 
regarded that the faith community has a role in addressing social needs, it is widely 
regarded that there has been little research on the evidence of faith-based strategies and 
approaches.  It is expected that within the next few years more research will surface as a 
result of the inclusion of a higher percentage of faith-based programs in federal and 
foundational grant programs.   
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Over the past several years, however, a few groups, in response to and in preparation for 
the inclusion of faith-based programs in the state social service policy, have conducted 
research to examine the impact, complexity, and potential of faith-based programs with 
specific areas of concern, including substance abuse recovery and prevention.  
Specifically, a limited amount of research has shown that both faith-based recovery and 
faith-based support organizations’ treatment programs have positive health outcomes 
for participants and have unique attributes that allow for a holistic approach to 
substance abuse recovery.   
 
Despite the fact that there is a limited amount of research on the effectiveness of faith-
based strategies and approaches, Teen Challenge offers services that frequently describe 
these services utilizing common accepted terminology that has been identified by 

practitioners and scholars alike to have positive outcomes for 
participants.  These services include screening, peer-to-peer 
mentoring, recovery advisors or mentors, social support, life and 
work-skill classes, individual empowerment, and relapse 
prevention.   
 
According to a report commissioned in 2005 by Teen Challenge of 
Southern California, of the 130 Southern California Teen 
Challenge resident program graduates, approximately 80 percent 
reported that Teen Challenge assisted them in being a good 
employee and in furthering their educational career goals.  Of the 
130 total respondents, 90 percent reported that the aspect of being a 
good employee – getting up early in the morning, learning how to 
work, how to relate to their fellow employee, how to relate to the 
employer – that they learned at Teen Challenge has been very 
important to somewhat important to them.   

 
According to the same survey, 98 percent reported that Teen Challenge has made their 
life better and 97 reported that Teen Challenge has equipped them with the skills and 
hope to continue on their journey of recovery.  And an additional 95 percent reported 
that they feel confident that they can remain drug free since graduating the program.  
Many participants have also reported that Teen Challenge was an organization they 
turned to out of their desire to incorporate Christian religion in their recovery process.   

 
According to the same report of alumni of the Teen Challenge of Southern California 
program, 75 percent of the respondents reported that faith-based components of the 
Teen Challenge program were either very important or somewhat important in their 
decision to enter the residential program.  Throughout its history, Teen Challenge has 
contended that the fundamental reason for our success in helping people with life 
controlling problems through a residential recovery program, typically drug addition, is 
because these individuals have had a spiritual transformation experience.   

 
By incorporating a specific faith and value system that resonates with the participants, 
Teen Challenge can provide a pathway to recovery that can be replicated and integrated 
into their lifestyle after the completion of the program.  Many traditional treatment 
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programs cannot offer faith-specific services.  The Access to Recovery program has 
allowed individuals the opportunity to choose Teen Challenge and, in turn, the pathway 
to recovery that they determine best for them.   

 
As many of you know, the Access to Recovery program is administered by the U.S. 
Department of Health and Human Services Substance Abuse and Mental Health Service 
Administration.  ATR was created to increase the nation’s capacity to address substance 
abuse by increasing the number of types of providers, including faith-based providers, 
who deliver clinical treatment and/or recovery services and to allow individuals to 
pursue recovery through many different and personal pathways.  Because it directly 
empowers consumers by using vouchers, it allows them to choose the traditional or 
faith-based provider that meets their specific needs without creating issues of church 
and state relationship, and it does not favor one program over another.  Fourteen states 
and one Indian association are currently participating in the program but many more 
states and tribal organizations would like to participate in the future.  

 
Given that this is a new program, it has taken three years for various nontraditional 
providers in some states to be fully integrated into the initiative.  Prior to Access to 
Recovery, programs like Teen Challenge were not partnering with a state in addressing 
community substance abuse issues.  ATR has made this possible.  Not only has this 
program facilitated networking and collaboration, but this 
program has allowed us to utilize government-approved 
measurement standards – GPRA measurements – which 
effectively measure participants’ progress and allow us to 
collect data and monitor our long-term progress and 
success. 

 
The ATR treatment and recovery provider community 
and those participating in the ATR are just beginning to 
see the benefits of this important program.  Cutting this 
program now, just as it is showing signs of real progress, 
would be a huge setback for this unique and important 
initiative and the beneficiaries that it serves.  The President’s Faith-Based and 
Community Initiative has assisted many faith-based and substance abuse organizations.  
The Access to Recovery program, in particular, has greatly benefited those who chose 
faith as a program to pursue their recovery.   

 
I thank you for this opportunity to share and look forward to questions at the 
appropriate time.  Thank you. 

 
(Applause.) 

 
DR. GAIS:  Now for our third speaker, Cynthia Moreno Tuohy. 

 
CYNTHIA MORENO TUOHY:  Hello.  Thank you for this opportunity, Tom and 
others, to share the organizational experience of NAADAC, the Association for 
Addiction Professionals, as well as my own experience as an addiction professional.  
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I’ve served in the profession for 28 years, much of that in Washington state – the other 
Washington as we refer to it – running community-based programs that were publicly 
funded and where the average length of stay for a client was 14 months.  So it was one 
of those comprehensive programs that really moved into the community to work with 
other organizations that were faith-based: Rotarians, Lions, all the other animal clubs, 
as well as all the other female-related clubs. 

 
So let me review what Tom said to you a moment ago.  NAADAC is the world’s largest 
addiction-focused membership organization.  It is a private organization that motivates 
around education, training, science, advocacy.  And our mission is to lead, unify, and 
empower addiction-focused professionals and associates to achieve excellence through 
education, knowledge, standards of practice, ethics, professional development, research, 
and advocacy.   

 
NAADAC has, in the United States, 46 state affiliates and membership in every state 
and territory in the U.S.  We also do service internationally, in many other countries, 
because we know that addiction issues are global and people that need to work with 
these issues need to be trained and equipped globally to do so.  So I speak from these 

two perspectives as well as with the recognition that alcohol and 
drug abuse issues, or as we say in the field, substance use 
disorders, are the number one public and social health issues in the 
United States and globally today. 

 
We know that there are approximately 22.2 million people aged 12 
or older who need treatment for alcohol and drug abuse issues.  
This is a statistic from 2003.  Of these 22.2 million people that 
need treatment – which, by the way, results in about 10 percent of 
the population in the United States – only 1.2 million receive 
treatment for this disorder.  So we have 22.2 million who need 
services, which relates to 10 percent of our population in the 
United States, where only 1.2 million are receiving treatment. 

 
Okay.  So in reviewing the workforce crisis for addiction professionals in the United 
States, we recognize that there is a shortage of professionals.  The Lewin study showed 
that we need about 5,000 addiction-related professionals over the next five years to 
continue the flow of the need for counselors because people are graying out – some of 
us don’t.  People are leaving the profession for better pay or less intensive positions in 
the employment market.  So we know that we’re short those counselors and we know 
that we have that need. 

 
NAADAC promotes there’s no wrong door to entering the addiction profession.  We 
want to encourage people who care about this issue.  We want to encourage people who 
care about the families that are affected, the communities that are affected.  We 
welcome people in recovery and people who are not in recovery.  NAADAC is open to 
the person of faith to enter this profession and, in fact, for many of us who entered this 
profession 20 to 30 years ago, many were of faith or involved in some type of self-help 
program, which I won’t mention.   
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Many promoted their own sense of spirituality at that point in time.  NAADAC also 
promotes standards of practice, the training of knowledge for this disease of addiction, 
the physiology, ethics, theory and methods of counseling, case management skills, 
treatment planning matched to client needs, clinical supervision, and, of course, the 
ever-present file management systems.   

 
NAADAC promotes the training of faith-based organization personnel as they enter into 
the social service system.  Faith alone, as well as work alone, does not meet the needs of 
working with a person, a family that is suffering from this disease.  A scope of practice 
tied to the level of clinical practice is necessary to ensure quality, competent services.  
Persons giving community support or other non-counseling services need the basic 
training in addiction and the disease model of alcohol and drug issues to avoid the 
mistakes, particularly in early care of the person who is seeking care and comes to a 
church and receives a love offering that turns into the next fix on the street, or receives a 
new pair of shoes that are sold later for their drug of choice.  Training on the signs and 
symptoms to make correct referrals for a person in withdrawal or who has other service 
needs is another one of those necessities.  Training on the ethics to be clear on boundary 
issues is essential.   

 
As persons in faith-based organizations gain more knowledge and skills and then more 
responsibilities in counseling and treatment, all of that is appropriate; all of that we 
recommend and stand behind.  We also stand behind state certification and licensure 
that evidences the level of training, education skills, and competency validating that 
person’s ability to treat and to perform a standard of care.  This also helps to protect the 
consumer from receiving lower or less standardized effective care, and in some cases, 
inappropriate care. 

 
Alcohol and drug addiction are complex diseases of the brain.  Many of our clients that 
we serve, approximately 40 percent, and depending on what research study you read, up 
to 60 percent, are affected by co-occurring disorders.  
This requires vital training in the issues of mental 
health as well as the symptoms of referral, as well as 
symptoms and referral to emergency care or crisis 
intervention.  This protects the client, the family, and 
the caregiver.  NAADAC’s experience is that clinical 
supervision is a major concern in any addiction-
related treatment or recovery support program.   

 
The use of highly trained clinical supervisors who are 
available – available is the key, and trained – is key to 
the support of the staff.  Oftentimes it’s not a 
requirement in systems of care, whether faith-based 
or not.  Without adequate clinical supervision, clients 
may not receive adequate care and the caregiver 
themselves may burn out or leave service due to that feeling of inadequacy.  People who 
work in this work suffer less burn-out or job change if they’re equipped adequately with 
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effective training and clinical supervision and knowledge of effective program 
development. 

 
Now allow me to move to my own experience because I get to do both of these things.  
I came into the addiction treatment field at the age of 15-and-a-half with my own faith 
experience into recovery.  This experience literally saved my life.  Having been a ward 
of the court and a foster child for 18 years, I fought to find funding to go to school to 
earn my degree in social work and alcohol studies.  This helped me to more fully 
understand the family issues that I grew up in, and also to understand what particular 
healing and recovery that I needed to do in order to be a better servant to those people in 
the field that I was serving. 

 
Even with my own recovery and understanding of this disease, I relapsed in college.  
Well, of course you relapse in college; what else are you going to do?  After an almost 
fatal revelation, I moved back on track, and about nine months later started my field 
practice in social work and addiction studies on the street doing street outreach and 
detoxification.  It took several more years working directly in the addiction profession 
to really fully comprehend the depth of this disease.  When they say it is a powerful, 
cunning disease, they’re not kidding; it really is – how it really affects the individual, 
the psyche of the person, the family and even their setting in the community.   

 
So understanding the physical, the social, the emotional, and the 
spiritual components of the disease is more than living it; it’s more 
than experiencing it.  It is really understanding it intellectually, 
internalizing it, and then being able to speak that back out into the 
people that you are serving. 

 
Without formal education and training, and my own clinical 
supervision experience, I doubt I would have survived the first five 
years in this field.  It’s really hard work.   

 
Years later, I was honored to be asked to consult with a Seattle faith-
based organization to teach and train the staff in counseling skills 
and case management, program development and, of course, that 
ever-present file system management.  It was their first step in 
growing the staff professionally.  It was an opportunity to put clinical 

skills in that toolbox that they had that was already filled with faith, and promise, and 
compassion, and yet needed the tools to effectively communicate that faith and 
compassion to the person that they were treating.  Because of those complex issues that 
came through our doors every day because we were open on the street, we were open to 
the churches, we were open to the judicial system, and we were open to people who 
didn’t smell good, talk good, feel good, or want to even be with you. 
 
Community support staff were trained in in-take skills, in basic interviewing and 
motivational skills, and in referral and crisis management.  Counseling staff were taught 
introduction to addictions, counseling theory and methods, ethics, and referral.  Many of 
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the staff went back to school to learn and earn their education in order to not only serve 
the client better, but also to serve their own feelings of effectiveness better. 
 
To close, I want to reemphasize that we support faith-based organizations to serve.  We 
support training programs.  And I know that there are many training programs around 
the United States that are run by faith-based organizations that are effective and 
efficient, and we definitely support that.  We also support a standardized level of care 
attached to standardized training, people seeking certification to evidence their skill 
base in order to work in this profession, and that those things are tied to a scope of 
practice.  So if I am not trained to do counseling, I’m not doing counseling, I’m doing 
community support at a level that I’m trained to do so that the training is tied to the 
scope of practice, and vice versa.   
 
The use of evidence-based practices are necessary.  We also know that there are many 
promising practices that have been used in this profession for the past 35 years that 
work very well, they just haven’t been researched yet.  And as those practices become 
researched, we know that we’ll have more tools of the trade out there to use as well. 
 
So it’s important for all of us to use our talents, our skills, and our competencies to treat 
the people who are affected by this disease, the families and the community. 
 
Thank you so much for this opportunity to talk to you.  And I look forward to any of 
your questions.  (Applause.) 
 
DR. GAIS:  Thank you to all of our panelists. 
 
Now, we have some time for questions, and I have one. 
 
I was wondering if any of you could address a point; it seems to me from what you say, 
that obviously this is a very daunting challenge.  We have an enormous amount of need 
and many of them unmet.  Would you have any advice to a congregation – perhaps in 
an urban setting – that would want to do something useful in the area of substance abuse 
treatment, or not treatment necessarily, but to deal with the problems of substance abuse 
in their communities.  Do you know any models of organizations or congregations that 
have been able to do something that’s been helpful? 
 
DR. CLARK:  I can start.   
 
The first thing we would recommend is working with the local city or state authorities 
to get information about what’s going on in your community.  You really should know 
what’s going on in your community: the types of drugs that are being abused, if you’re 
going to be seeing a lot of people with alcohol problems, making sure you understand 
whether those individuals are involved with the criminal justice system.   
 
I think Cynthia’s point is well taken.  You want to do good if you’re going to do good, 
and that’s a key issue.  Some communities have gone on and they’ve made their 
facilities available for 12-step programs; these are peer-driven programs.  Others have 
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made use of some of the training and information.  Jean LaCour here, who is one of our 
consultants and has worked with SAMHSA, her organization certifies faith-based 
programs who do counseling.  So you might have volunteers who are interested in 
acquiring the specific skills, and so they can make use of those services.   
 
But the here and now is to look at your resources, look at the people you’re going to 
have, understand whether you’re going to use volunteers or your facilities, and you can 
proceed to do that.  My mother sent me a little bulletin that she received on 
organizations doing things in the faith community.  And I went through it and we had a 
bunch of churches having all sorts of support groups.  There’s Alcoholics for Christ, 
there’s Reformers Unanimous, there are Better Days support group, there’s Coming 
Clean for Christ, there’s Life Support and Recovery, on and on and on.  So there are 

programs of the communities reaching out, and this is just the Detroit 
area.   
 
So with every community, you need to know what’s going on in your 
community. You need to work with the local state and city public 
health authorities that are dealing with addiction so that you avail 
yourself of their support.  You need to know, as Cynthia pointed, that 
sometimes people go sour, i.e., they have alcohol/drug relapse, they 
have bad health problems, and you want to know where to refer these 
people.   
 
Even though you’re not providing professional care, you do want to 
be in touch with the network, if you will, so that your church elders 
or your synagogues or your mosques that say, “We don’t want to 
deal with this.  This is beyond our reach.”  So you don’t want to bite 

off more than you can chew.  So you want to be in touch.  And as Dennis pointed out, 
they make liberal use of the SAMHSA resources, so that people who you are working 
with in both professional and clinical [settings] understand some of the complexities.   
 
It is not an impossible task.  It is feasible.  Groups are doing it, churches are doing it, 
synagogues are doing it, other entities are doing it.  So it just depends on your 
assessment of your situation.   
 
MS. TUOHY:  I want to say in Seattle there’s a program called the Matt Talbot New 
Hope Center, which is a faith-based organization that is also certified by the state but 
has met the rigors of licensure as a treatment facility, and many of the churches in that 
area, particularly African American churches, are attached to that center.  And people in 
the churches provide different types of care or services: clothing, food, Christmas 
presents, getting people attached to housing when they complete their transitional living 
situation. 
 
So there are programs in your community like that that need that kind of support, and as 
part of that, I know that the National Children of Alcoholics have put together and are 
working with NAADAC now on a clergy training program and lay person’s training 
program so that people can get basic information, so that they feel equipped.  When 
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people feel equipped to relate particularly to this disease, because it still carries stigma 
and discrimination, it helps them to just feel better about what they’re doing and 
understand how to speak to a person and not be intimidated by this disease. 
 
I can’t tell you how many people I’ve worked with in churches who feel intimidated by 
this disease because they’ve seen the movies or they’ve seen the things on TV, they’ve 
read the literature, particularly on methamphetamine, and there’s this fear factor.  And I 
think it’s very important to equip people so that they aren’t over responding to this 
disease either.  So I would support what Dr. Clark said earlier as well.  And we use the 
SAMHSA TIPS and TAPS and all of that material, as well as the NIDA material.  That 
material is free to any person.  It is so relevant to what people do to serve this 
population. 
 
DR. GAIS:  Very good.  Thank you, Cynthia.  Any questions from our audience?  So – 
yes?  And please identify yourself. 
 
Q:  Stephen Lazarus from the Center for Public Justice.  Thank you to each of you for 
your presentations.   
 
One of the things that came up in each of your 
presentations is the reminder that the work of 
faith-based initiatives began long before the Bush 
Administration and is likely to continue long after 
it.  So since we’re in Washington, I’d be 
interested in each of your thoughts.  If we really 
want to support the work of grass-roots 
organizations of all kinds, what recommendations 
would you make to policymakers to encourage 
your work? 
 
MR. GRIFFITH:  We appreciate the efforts of the Bush Administration, the President’s 
initiative on Access to Recovery and the work that SAMHSA and CSAT has done to 
promote that. 
 
Teen Challenge is a voluntary program.  People have chosen that path to recovery.  
They clearly understand what the program has to offer.  And we admit that we’re 
inherently religious and we’re faith-saturated and we’re faith-specific, all those things.   
But thousands of people have chosen that path as a path for recovery. 
 
And the voucher system, this Access to Recovery, has been a way that programs like 
ours can get indirect funding, not direct funding.  I wouldn’t be interested in the 
government providing direct funding or promoting any one specific religion.  But these 
are decisions that are made by individuals.  They feel that if they embrace their faith, as 
well as get the other help, that they have a better chance of succeeding and breaking 
away from their addiction.  So for the sake of those individuals and for the sake of 
America, this type of funding should be promoted.  
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So if you’re in touch with lawmakers and Congress folks, those that chair the 
committees and those that are about to chair the committees, you might promote the 
Access to Recovery program.   
 
MS. TUOHY:  NAADAC would support continued federal funding for faith-based 
initiative programs.  It’s important not to interfere with the block grant program, 

because we also know that the program currently serves 85 percent 
of treatment in America, and we don’t have enough treatment slots as 
that is.  We also know that more of our criminal justice system is 
taking the slots in our publicly funded treatment programs. 
 
We’d also support training and tuition programs funded by the 
federal government for people of faith and other people to enter into 
college programs and other training programs in order to meet that 
workforce shortage that we currently have and in order to equip the 
people that can do this service and have the compassion to serve in 
this area. 
 
DR. CLARK:  Well, since I work for the federal government, I’m 
precluded from advocating or – (laughter) – lobbying for any specific 
legislative initiative.   

 
So – well, I think Mr. Lazarus used the phrase “grass-roots organizations of all kinds.”  
And I think making sure information is available in this arena – as Cynthia pointed out 
and as Dennis pointed out, specific information about what it is you’re going to do – I 
visited Santa Barbara Union, and they had a literacy program.  And sometimes we tend 
to forget in America that there are people who have problems with literacy.  So they had 
a literacy program.  So they help people read, write, which is an integral part of the 
recovery process.  Well, I can get you off of alcohol and drugs, but if you can’t read and 
write to get the job, then, you know, what have I done for you? 
 
So grass-roots organizations can help identify those things that they can do, make sure 
they access those resources, either from the Department of Education, Department of 
Labor, Department of Transportation.  Some recovery support services, some of the 
organizations who give us funds through our ATR program provide only transportation 
– a grass-roots organization or a faith-based organization [that says], “we’ve got a van, 
we’ve got a driver who’s licensed and qualified.”  And it doesn’t take that much, but, 
you know, you’ve got to take the commercial drivers license – and they shuttle people 
back and forth to critical appointments.  If you’ve got a woman with four kids and she’s 
got to get across town to the treatment program, she has a problem.  A faith-based 
organization or a grass-roots organization can do that.   
 
So Cynthia pointed out and Dennis pointed out some of the regulatory and legislative 
things you can do, and I’m pointing out some of the basic things that you can do as a 
grass-roots organization to address this issue.  Recovery is heuristic and needs to be 
holistic.  It’s not just, “I detoxified you, I gave you motivational incentives.”  All of 
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those things are important, and the states would agree to that and professionals would 
agree to that, but it’s a lot more complex.  Recovery is about the community. 
 
DR. GAIS:  Any other questions?  Okay. 
 
Q: I’m Hal Williams, and I am employed by the Court Services and Offender 
Supervision Agency in the District of Columbia, which is an independent federal 
agency.  The question is, do any of you have 
experience with what we call the interdenominational 
model?  As prisoners come home, our feeling is that 
crime is neither Baptist, Muslim, Episcopalian or 
what, so before we help or seek to help, we want the 
different denominations to work together.  Do any of 
you have experience with  that? 
 
DR. CLARK:  ATR is about consumer choice, and so 
one of the things we promote to faith-based 
organizations, grass-roots organizations and others is 
they need to make themselves responsive, if you will, 
to the consumer.  In that sense, the religion is less 
critical to the individuals in terms of their own 
personal orientation or bias than the provider of 
services making it clear that the services being 
provided resonate with the needs of the individual.  And that will take care of some of 
the inter-denominational issues.   
 
On the other hand, if a person is a devout X, then they will be more likely to gravitate 
toward the X institutions or X denomination.  But by empowering the consumer and 
making sure the consumer has choice – one of the things we’ve done in our 15 
programs, as Dennis very nicely summarized, is insist that choice be available so, 
whether it’s interdenominational or specific denominational or non-denominational, 
sectarian or non-sectarian, that individual has some choices.  And it’s encumbent upon 
the programs to make themselves available to them.  That’s what marketplace dynamics 
are.   
 
MS. TUOHY:  I believe there’s a role for that type of service, particularly in transition.  
Because what we know in our prison population about offenders returning to 
community is that they don’t have enough community support.  And we also know that 
if someone is mentored or someone has that ability to be connected – and that’s pretty 
much what we’re all looking for, is that level of connectedness – then their possibility 
for relapse, their possibility to reoffend is much lower.  So those programs do have a 
role and, again, we would support having the training that is adequate for that role for 
the people that are serving in those roles. 
 
MR. GRIFFITH:  And we at Teen Challenges across America work with people from 
all types of backgrounds.  But we do network with others in the community where 
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we’re located, in fact, quite extensively.  We all have referral books that the staff use, 
and we refer people to places that might better suit their needs. 
 

In fact, for those that come into the residential program at Teen 
Challenge – not necessarily the prevention programs – we have 
numerous programs that have really no religious aspects to them – 
but in the residential program, one of the requirements is that you 
clearly understand what we have to offer, and you want to choose 
this pathway to your recovery.  And if that’s not a match for them, 
we’re happy to try to find them somebody in the community that will 
help them. 
 
DR. CLARK:  I’d like to stress something that Dennis made 
reference to in his presentation; that our focus in ATR is on 
outcomes, less on input.  We want to treat input as sort of this black 
box of uncertainty.  We want to know what happened to the person 
who received care under this model.  So our grantees have got to 

answer some basic questions.  Whoever they contract with, if someone agrees to deliver 
Mr. Jones from place X to place Y, we want to make sure Mr. Jones got there.  If 
someone agrees to provide care, we want to make sure the care was provided and that as 
a result of total program of the grantee, the person has a reduction of substance use or 
abstinence, has a decrease in the involvement with the criminal justice system, 
increased educational or job opportunities, increased social connectedness, an increased 
retention in the pipeline so that we have specific outcome measures that we’re 
expecting all of our providers to contribute to. 

 
And, as Dennis pointed out, we’re not having any objections to an outcomes-based 
strategy.  That way we allow greater diversity in the mix, so whether it’s 
interdenominational, whether it’s people returning from the criminal justice system, 
someone attached to the child welfare system, the providers understand the importance 
of it and the utility.  The people who are writing the checks want to know what they got 
for their money, and anybody who’s accepted the money needs to be able to answer that 
question.  We try to make that as painless as possible, but we do have to impose that on 
the grantees and the grantees appear to understand that.  And the community based and 
faith-based organizations, when given an opportunity to get technical assistance around 
how they do that, they too understand that.   

 
DR. GAIS:  Any others?  Is there another question over here? 

 
Q:  Thank you.  I’m Jean LaCour, Access to Recovery.  I’m the faith coordinator for the 
state of Florida.  It’s really a multi-cultural experience having a lot of grassroots 
organizations connecting with clinical treatment.  Are you getting across-the-board 
feedback, Dr. Clark, that treatment agencies and state substance abuse directors – what 
are they reporting on working across the board?  I hear the grassroots side, but I was 
just wondering from the clinical and governmental side. 
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DR. CLARK:  We get mixed reactions.  Some states were not familiar with or working 
with faith-based programs.  But as I pointed out with Tom Kirk – Tom Kirk’s got a 
Ph.D. in psychology, he runs this complex system, and he stepped back and he said, 
gee, this is working and it’s causing me to have to rethink our strategy as a state.  I 
mean, this is a person in charge of a state apparatus and he’s now come up with a very 
nice model, which I’ve adopted.  I gave him credit for it, but I’ve adopted it as a federal 
representative because, indeed, this is a state authority saying this is working, this is 
enhancing our ability to facilitate recovery.  Other jurisdictions have not been as 
enthusiastic, so we’ve got a mixed bag. 

 
And I want to say that everyone ran and said, 
hallelujah, this is God’s gift to mankind, but our focus 
on outcomes really convinced a number of 
jurisdictions that this is not a  bad thing, and it also 
convinced other jurisdictions that it’s a good thing 
because, as money is tight, the economy is tight, they 
need to answer the question, what did you do with the 
money?   And what a focus on increasing recovery 
has done, which allows community-based faith-based 
organizations to participate in the intervention – what 
it has done is allowed them to demonstrate that the 
money is being well spent, the outcomes are 
acceptable to child welfare, criminal justice, the 
community, the health system, and everyone is better 
off for it. 

 
DR. GAIS:  Any others? 

 
I do have one last question before we let our people go.  Cynthia seemed to suggest a 
kind of synthesis of both faith-based, or faith-driven, programs as well as programs that 
take on the evidence-based practices, perhaps leading to well-trained people with a 
strong interest in faith as they provide services. 

 
What I was wondering is – and maybe Dennis can address this – are there any issues or 
barriers in the faith community about using some of these science-based practices, 
whether they be the medications or methadone maintenance or any of the other 
practices.  Are there certain approaches that are difficult for some of the people in the 
faith community to accept? 

 
MR. GRIFFITH:  Most of the folks that I work with and talk to, either at the Teen 
Challenge programs or similar small programs across America, don’t have any inherent 
objection to traditional treatment and what they do.  I find what these faith-based 
programs really want to do are recovery support services.  They want to help somebody 
get prepared for a job.  They want to help somebody with transportation.  They want to 
help somebody with financial issues.  They want to help in peer-to-peer mentoring:  I 
made it; you can make it too.  And most of these people do refer folks to traditional 
treatment, and I don’t see that they have any inherent objections. 
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One hurdle, though, is the type of training that is needed for recovery support services 
versus what type of training is important to treatment services.  And I know many of the 
recovery support providers would object to being trained for clinical treatment services 
because what they want to provide are recovery support services.   

 
So I think a clear definition of who you are and what you 
want to do might help.   

 
DR. GAIS:  Okay, very good. 

 
DR. CLARK:  I’d also like to point out that there are 
differences of opinion within the so-called professional 
delivery system, so we need to make it clear that the faith and 
grassroots community may have different attitudes and ideas 
about specific treatment strategies, but that is also true in the 

professionally driven community.  We have a major problem with prescription drug 
abuse, mostly opioids, in this country.  We are promoting the use by primary care 
practitioners, the use of buprenorphine because we know that opioids are a unique 
situation.   

 
We’ve only got 8,000 doctors who are prescribing buprenorphine out of the 500,000 
ambulatory care doctors in this country.  There are more people – over a million people 
every year – who are using prescription drugs than who are using heroin.  So the 
doctors say, we don’t deal with those people.  We say, well, where do you think those 
people are getting their medications from?  (Laughter.)   

 
So the point I’m trying to make is that differences of opinion are applied to 
professionally driven care as well as to grassroots and faith-based recovery-oriented 
services.  So we don’t want to just paint the faith community with, well, we don’t like 
this; we don’t like methadone and we don’t like this group, and I find in my job we 
have to educate everybody, and I think Dennis’s point is well taken; you need to ask, 
what is it that the particular entity wants to do and target your input to what they want to 
do and what they feel comfortable with, and that’s what’s going to benefit people in the 
long run. 

 
MS. TUOHY:  Let me just piggyback on that for one second.  Pharmacotherapy, the use 
of medications along with treatment for addiction-related diseases, is a huge issue, and 
many of the folks that have been working in the addiction profession still don’t 
understand that relationship, and that’s what Dr. Clark was just speaking about.  
NAADAC is working to put together life-long training programs to people in the 
addiction profession and drug court people and other professionals to help them 
understand that role because there is so much mythology around using medication, 
particularly if you come out of certain programs or where you don’t take a medication 
to treat an alcohol or drug disease.  Well, science proves that there are medications that 
actually help reduce craving and help change the brain and help people to get into 
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recovery and remain in recovery easier than what we’ve done in the old way of white-
knuckling it.  We don’t need to do that every day today. 

 
So these systems are very important to train people up, and there are evidence-based 
models that cause people to ask the question, in five years, will we – and we believe we 
will – see a medication for cocaine addiction.  We believe we’ll see a medication for 
methamphetamine addiction.  We believe that those kinds of things will be helpful in 
getting people in the door, remain in the door in order to work on those other holistic 
issues that they need to work on, but let’s get them in the door, let’s keep them in the 
door so that we have the opportunity to do that effectively. 

 
DR. GAIS:  Thank you very much for a very subtle discussion on a very important 
issue.   

 
(Applause.)  
 
(End of session.) 
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