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Introduction to the ACPE Core Competencies Task Force Tool Kit 
 

Welcome to the ACPE Core Competencies Tool Kit. This ACPE Tool Kit represents the 
work of the Core Competencies Task Force of our Association to assist our efforts to face 
the challenge of substance misuse and its impact on families. 
 
Brief History 
In 2001, the Clergy Training and Education Project® (CETP) was formed, as a joint 
project of the NACoA (National Association for Children of Alcoholics) and the Johnson 
Institute (JI), with support from SAMHSA (Substance Abuse and Mental Health Services 
Administration, U.S. Department of Health and Human Services). NACoA and JI 
convened an expert panel of the faith-based representatives that recommended the 
“development of a set of ‘core competencies- basic knowledge and skills clergy need to 
help addicted individuals and their families.”  Based on this recommendation, NACOA 
and JI convened a more broadly based panel in Washington DC, on February 26-27, 
2003, including representatives from major seminaries, community education groups and 
clinical training associations such as ACPE and AAPC. Teresa Snorton, Executive Direct 
ACPE, represented ACPE as a member of the expert panel. I represented the ACPE as 
Chair of the burgeoning ACPE Core Competencies Task Force.  At this meeting, the 
panel crafted the Core Competencies for Clergy and other Pastoral Ministers In 
Addressing Alcohol and Drug Dependence and the Impact on Families. These core 
competencies were published by SAMHSA in 2004. We committed ourselves to 
developing relevant teaching resources for our cognate groups, and to discover ways to 
bring the Core Competencies into pastoral education. 
 
The ACPE Task Force, made up of interested Supervisors and Clinical Members, began 
by exploring our own attitudes toward substance misuse and how we can best 
acknowledge, address and embrace this issue in clinical pastoral education. We educated 
ourselves on the epidemiological data about substance misuse and the impact on families. 
We explored where the Core Competencies could be used to address the Standards and 
Outcomes of Level I and Level II of the ACPE training. We concluded that a very 
significant match exists between the type of education needed for competence in this 
ministry and the competence we provide more generally in our CPE training. 
We then began to search for those resources within our organization that would 
contribute to the development of an educational model unique to ACPE.  We wished to 
be faithful to our “action-reflection”, “head and heart” values and processes. 
 
The Task Force convened monthly in hour-long phone conferences on the ACPE 
bridgeline, assisted by Sis Wenger Executive Director of NACOA and Linda Kaplan of 
NACOA. Their assistance has remained invaluable in connecting multiple resources to 
our efforts.   
 
The Task Force met face to face June 1-2, 2005 in Atlanta to form the outlines of our 
approach to ACPE with this initiative. We introduced the educational principles 
underlying our design for teaching and strategized on ways to effectively bring it to the 
ACPE regions. Many of the authors you will find in the following Tool Kit presented 



their ideas. Notably, Deryk Durston, Associate Director ACPE, led the group in working 
through ways we could engage the various regions of the Association. Supervisor Susan 
Turley and I engaged the group around the development of teaching approaches that 
match our ACPE Outcomes, the result of which is found in the Tool Kit. Maureen 
Shelton introduced verbatim formats for ACPE Supervision and a Task Force symbol 
(from Peter Yuichi).  Barbara Sheehan kept the Task Force aware of the need for 
maintaining an in-depth awareness of the issue, particularly as it affects those also 
impacted by poverty. Garland Walker kept the reality of the perspective of the recovering 
community and its view of the religious community in our consciousness as we worked.  
 
We knew that one of the unique values of ACPE is its insistence on gathering and 
engaging clinical data as the primary mode of learning. In the following year, this led the 
Task Force to establish and engage specific ministry and learning groups in addition to 
CPE Supervisors. Reverend Donald Reed and I brought together a group of African 
American ministers for a day of reflection on the Competencies and asked how that faith 
community could best use them. Chaplain Donald Miller engaged Emergency Room 
Chaplains and other ER professionals to determine how the Competencies could best be 
integrated into their work. I met with the Atlanta and Tri-State ACPE Supervisors in 
Training group in a “focus group” format to get their input for developing and integrating 
the Competencies into future training.  Meanwhile, other members of the Task Force 
contacted Supervisors in their geographical areas and discussed the relevance of the 
Competencies for ACPE training. Significant among these contacts was the work of Joan 
Murray who worked with a group of Supervisors on developing rituals and pastoral 
reflection congruent with spiritual formation. 
 
On November 29, 2005, NACOA sponsored another meeting in Washington DC to 
engage an expert panel around the development of seminary curriculum. Dr.  Robert 
Albers, pastor and professor, Luther Theological Seminary, St. Paul MN, presented his 
work in teaching seminary students about addictions over the past twenty years. His 
teaching model of sequentially addressing “Attitude, Awareness and Action” has been 
integrated into the clinical training model in the ACPE Tool Kit. We believe that personal 
exploration of one’s history and resulting beliefs about substance misuse precedes and 
undergirds the motivation for becoming clinically aware of the impact of the epidemic 
and for the subsequent motivation to be knowledgeable and effective in pastoral work 
with those affected by substance misuse. 
 
The work of the Task Force was presented to the ACPE Board of Representatives at its 
annual meeting in Atlanta and received its approbation and funding to continue. The 
work was also shared with the Association of Professional Chaplains and the American 
Association of Pastoral Counselors at their Annual conventions through workshops 
provided by members of the Task Force. 
 
An expanded Task Force met June 22-23, 2006 again in Atlanta under the sponsorship of 
NACOA.  The original Task Force invited two representatives from each of the nine 
ACPE Regions to participate. The Task Force introduced them to the Core Competencies 
and to its ongoing work. The representatives worked with the Task Force to refine and 



expand the integration strategy. Most salient of their recommendations has been to 
“develop a “Tool Kit” of available resource which any Center can access and use in its 
clinical pastoral education programs.”  While some pastoral care cognate groups had 
developed   a specific teaching curriculum, the regional representatives clearly wanted a 
more flexible approach which would honor regional differences in clinical education, and 
allow individual supervisors the latitude to develop their own designs. The need for some 
basic teaching modules emerged as the representative returned home to share the Core 
Competencies with their respective regions, however. The Task Force addressed this 
request and a set of teaching modules is included in the Tool Kit. Again the expertise of 
Sis Wenger and Linda Kaplan in designing this meeting made the work very productive. 
Dr.  Jeanette Johnson, a professional facilitator, assisted the group in making essential 
connections and well-focused progress. The minutes of this crucial meeting are included 
in the Tool Kit Resources section. 
 
The first draft of the ACPE Tool Kit was shared with the ACPE membership by Task 
Force members/Supervisors Maureen Shelton and Joan Murray on November 17, 2006 at 
the Annual Meeting in Tampa, Florida. The input of the members is being assimilated by 
the Task Force and integrated into the Tool Kit. 
 
The ACPE Core Competencies Tool Kit has developed from all of the above input and 
passion. It is a “work in progress” and will continue to be refined as it is used by our 
membership. The Task Force continues to invite input of resources, ideas and teaching 
plans to be included in the Tool Kit simply by contacting the Task Force and submitting 
relevant materials 
 
Conclusion 
We have come to believe that the impact of substance misuse on families has reached 
epidemic proportions. Because substance misuse affects all of us so profoundly, we 
believe the Association for Clinical Pastoral Education has a shared responsibility to 
assure that all of our students have addressed the core competencies for clergy in their 
training and education. Our hope is that they will be moved to have applied competence 
in their pastoral role with families affected by substance misuse. 
 
To that end, we have put together this tool kit of resources. Currently, it includes a 
section on addressing the learner’s attitudes towards substance misuse, a section with 
information needed to effectively address substance misuse (awareness), and a section on 
ways we can assimilate our knowledge into responsive pastoral action. We are also 
placing this Tool Kit on the internet web site of ACPE to make it available to any center 
or region that can use its resources.   
 
It is our hope that your center and students will find this resource essential and will use it 
frequently. 
 
Fred L. Smoot, Ph.D. 
Chair, ACPE Task Force on 
Core Competencies for Clergy 









Core Competencies Training Modules 
 
ACPE supervisors have requested that the ACPE Core Competencies Task Force 
design learning modules. These modules are to be used for the planning of clinical 
pastoral education in ACPE centers, and will embrace the “action-reflection” model 
of learning that characterizes ACPE’s common philosophy of education. 
 
All the learning modules include the following essential elements of clinical learning:  

1. Assessment of student attitudes toward, and knowledge about, substance 
misuse  

 2. Clinical exposure to the reality of addiction and substance dependency 
3. Epidemiological/ etiological information on the addiction process and its 
impact on persons, families and communities 

 4. Skills development for effective and appropriate pastoral engagement   
5. Integration of head and heart, leading to effective application of knowledge and 
skills. 

 
Desired Caregiver Learning Outcomes: 

 
Competent clergy persons should be able to 

1. Show Up, adding effective pastoral presence, knowledge and concern to the 
addictive substance dependent context 
2. Demonstrate emotional and intellectual preparation to offer pastoral resource 
and leadership 
3. Enter into the life-space of individuals, couples and families affected by the 
disease 
4. Stay in the process helpfully with all concerned, using a wide array of resources 
5. Know and respect pastoral boundaries which encourage recovery and 
discourage the fostering of (co-)dependency. 

 
Design and Preparation of the Modules 

 
1. These modules are suggestions only. Supervisors (and SITs) are encouraged to read the 
objectives of each module first. We strongly recommend you start with Module I, 
however, and move through accordingly. If time is at a premium, pick out only those 
objectives in each Module you deem relevant. 
2. Pick out the activities from objective you wish to use. Find/use the resources listed in 
the Tool Kit. Feel free to use others. 
3. Design your learning plan. Be sure you have your resources ready before beginning. 
4. Do your teaching. 
5. Evaluate it by asking: what do I Quit Doing, Keep On Doing, Start Doing? 
6. Let the Task Force know how we might be able to further assist your work. 
 
 
 
 



 
MODULE I 

Objectives: 
Students will: 
1. Explore attitudes of the clergy/caregiver toward persons affected by substance misuse. 
This includes self-awareness of one’s own history regarding substance misuse and 
subsequent attitudes toward pastoral response toward it. 
2. Reflect on public information about the impact of the disease on children and families 
(epidemiology). 
3. Experience limited exposure to live addictive process through personal interaction with 
individuals or families involved with substance misuse.  Do pastoral reflections on their 
experience.  

***** 
 
1 .Students will explore attitudes of the clergy/caregiver toward persons affected by 
substance misuse. This includes developing self-awareness of one’s own history 
regarding substance misuse and subsequent attitudes toward pastoral response toward it. 
      a.   Introduce the students to the core competencies for clergy. This may be done by 
 studying the Report of the Expert Consensus Panel (2003): Core Competencies 
 for Clergy and Other Pastoral Ministers In Addressing  Alcohol and Drug 
 Dependence and the Impact on Family Members. It is available through 
 NACoA (www.nacoa.org ).  

b Introduce the group to the topic of substance misuse by the telling of personal 
 histories, by giving special attention to it if and when it arises in  a member’s 
 story. Assist the group to reflect on and explore events or ongoing conditions in 
 each of their lives which continue to impact them today. Often substance misuse 
 by family members is one of these events or conditions. Reflect on “how” it has 
 effected them and their family, “what” are the coping strategies they have  used to  
 live with it, “when and where“ is the most difficult time that it has  impacted 
 them, and how does that affect their attitude toward substance misuse now.  Have 
 group members share attitudes they have had in their family of origin around 
 substance misuse. Ask how they have changed over the years, or have their 
 attitudes remained the same? How do these attitudes impact their professional 
 practice of ministry? 
c. Use the Questionnaire: Attitudes Toward Alcohol Abuse and Dependency by 
 Smoot, in the Tool Kit Attitudes section to discover what attitudes and knowledge 
 the members bring into the group around this topic. Use it as a discussion piece 
 rather than an evaluation tool. 
d. If you suspect that some members are deeply impacted by substance misuse and 
 may be at risk, you may make a good inroad into this by having the group take 
 the SASSI instrument (also found in Attitudes Section of the Tool Kit) and 
 discuss the results, both in individual supervision and in the group. 
e.  View the video “Lost Childhood” as part of the students’ story telling 
 experience, and focus on the impact of alcoholism on the lives of the children. 
 Draw out parallels to the students’ lives. 

http://www.nacoa.org


f. Perhaps the group can identify the classical role locks often seen in alcoholic or 
 substance misusing families; “Victim” locked with “Rescuer” locked with 
 “Perpetrator” roles are often tied into each other as a way of coping. How have 
 group members found a way out?  (Resource: www.greenlanguage.com.) 

g. Interested students could explore the personal journey of James Nelson, in  
 his autobiographical work, Thirst, God and the Alcoholic Experience  found in 
 the bibliography. Sharing this together as a group reading project has proven to be 
 a good segue into further data gathering about substance misuse. 

 
2. Reflect on public information about the impact of the disease on children and families 
(Epidemiology). 

a. Show the power point presentation on the impact of substance abuse/misuse and 
discuss the data. See TK: Family Impact: Issues Affecting Families and 
Children Impacted By Addiction  (Wenger). 

b. Reflect on the fact that clergy have very little formal training in how to deal with 
families impacted by substance misuse; give special emphasis to how children are 
impacted by it through generations. 
Have students draw a genogram of their family of origin and look for patterns, 
including alcoholism. See Murray, “Making a Genogram of Family of Origin 
Alcohol Use” in the TK, Section Two. 

c. Reflect on the epidemiological data in the light of what faith can say to this issue. 
How does this issue make claim on the faith community? For epidemiological 
data, look in the TK for  “Epidemiology of Alcohol Problems In the United 
States,” in Prevention and Treatment of Alcohol Use Disorders, published by 
NIAAA under clergy education. 

d. Specifically, what do persons of faith need to do to be faithful to their concern for 
their fellow human beings in the light of the prevalence of substance misuse?  

 See Bibliography: Healing Places: How Faith Institutions Can Effectively     
 Address Chemical Dependency,  Allem and Merrill. (2004). 
 
3. Experience limited exposure to live addictive process through personal interaction 
with persons or families involved with substance misuse.  Do pastoral reflections on their 
experience.  

a. Have a recovering person speak to the training group about their life journey with 
substance use and misuse. 

b. Encourage students to visit Open Group of Alcoholics Anonymous and share as a 
group their experience. 

c. Encourage the students to visit an Al-Anon group and share their experiences. 
d. Reflect with the students on how this reality and its social prevalence can best be 

engaged by pastoral caregivers and the faith community. 
 

 
 
 
 
 

http://www.greenlanguage.com


 
MODULE II 

 
Objectives for completion of this Intermediate Module: 
Students will: 
1. Pursue deeper clinical exposure and theory-guided reflection. 
2. Do further reflection on one’s personal, family addictive issues. Separating pastoral 
role from personal roles, yet allowing personal learning to inform the pastoral role, but 
not overwhelm it. 
3. Explore further integration of etiological information (the process of addiction’s 
debilitation) with one’s pastoral identity.  Have exposure to the “readiness to change” 
approaches. 
4. Begin the introductory work of developing pastoral skills of accompaniment in the 
recovery process. 

***** 
1. Pursue deeper clinical exposure and theory-guided reflection. 
 a. Encourage students to continue visiting AA and Al-Anon meetings to see the 
 longer term process. If possible, encourage conversations with “sponsors” as well 
 as persons newly in recovery. Reflect on the process of recovery with them in  
 group 

 b. Have students identify their own addictions and begin to use the 12 Steps in 
their own recovery. 

 2. Further reflection on one’s personal, family addictive issues. Separating pastoral    
role from personal roles, yet allowing personal learning to inform the pastoral role, but 
not overwhelm it. 

 a. Reflect on what the students have experienced in this Module in the   
 light of some recovery literature. Gerald May’s, Addiction and Recovery    
 is a good resource for working with faith and addiction issues.  Also see The Set 
 -Up: Living with Addiction by Dayton for a brief, potent introduction to how 
 addiction affects family functioning. (Tool Kit). 
  b. For many students, the discussion of the personal recovery process of author 
 James Nelson in Thirst is very provocative, particularly around religious issues. 
 c. Introduce the concept of functional and dysfunctional roles by showing how 
 addiction is characterized by three interlocking roles- victim, rescuer and abuser 
 (persecutor).  Look at www.greenlanguage.com for definitions and more. 

  d. Students can often see this by developing a three generation genogram and 
 looking for common patterns of behavior.  

  e. As mentioned above, one very important and useful website for language use 
 and addictive family roles is www.greenlanguage.com. It contains concise and 
 useful theory and information. It includes a “green language” powerpoint 
 presentation and theory charts for both adults and children. 

  f. For a more sophisticated and grounded approach to roles and role-locks, 
 particularly as they affect growth  group process, have a discussion of 
 Agazarian’s Systems-Centered  Therapy for Groups, pp.220-240. 

 
 

http://www.greenlanguage.com
http://www.greenlanguage.com


3. Explore further integration of etiological information (the process of addiction’s 
debilitation) with one’s pastoral identity.  Have exposure to the “readiness to change” 
approaches. 
 a. Students should be able to name the stages of “readiness to change.” (See 
 Motivational Interviewing: Preparing People for Change (Miller and Rollnick) 
 b. Students should be able to name some common resistances to change. 
 c. Have students identify where they are in their “readiness to change” according 
 to the Motivational Interviewing model. Students could do a force field of driving 
 and restraining forces to their goal of change and development. 
 d. Have the students reflect on how this knowledge will impact their work with 
 persons struggling in recovery. 
4. Begin the introductory work of developing pastoral skills of accompaniment in the 
recovery process. 
 a. Discuss what kinds of pastoral accompaniment are most appropriate for 
 working with persons involved in substance misuse.  What are obvious 
 boundaries that pastors should respect? What ways may pastors effectively 
 engage a practicing substance abuser?  What community resources are available? 
 b. Discuss what kinds of pastoral accompaniment are most appropriate for persons 
 affected by substance misuse, such as the family, children and employers.  What 
 are obvious boundaries that pastors should respect?  What ways may pastors 
 engage family members, a child or an employer who is impacted by the 
 substance abuse of others? What community resources are available? 
 c. Students can be assigned the task of assessing their need for skills development 
 to be effective pastors to both the above groups of persons.  
 d. Students need to gather and share resources from appropriate community 
 agencies to have as needed when they encounter persons affected by substance 
 misuse. This should include locations, dates and times of AA and Al-anon 
 meetings, literature on AA and Al-Anon for distribution as well as available 
 hospitalization resources for medical emergencies. Additionally, pastors need to 
 know law enforcement resources that will help insure the safety of families and 
 children in an emergency. Many pastors also have made contact with shelters for 
 temporarily displaced families.  
 

MODULE III 
Students will: 
1. Continue addictions theory integration with pastoral role/skills development. 
2. Develop the skill of pastoral recognition of evidence of substance misuse. 
3. Develop the skills of pastoral response options to individuals, families and 
communities. 
4. Develop the skills needed for pastoral mobilization of resources for engaging 
substance misuse. 
5. Develop the skills for recruiting and training the faith community to support recovery. 
 
A foundational study resource for learning how to do this important work is Healing 
Places: How Faith Institutions Can Effectively Address Chemical Dependency, by 
Allem and Merrill, listed in the TK. 



 
1. Continue addictions theory integration with pastoral role/skills development. 
 a. Use the verbatim training (Addictions Educational Verbatim Format and 
 Case Study by M. Shelton) resource in the TK. Students should be able to 
 reflect on their visitation with families in the light of the questions on 
 addictions and substance misuse behaviors. 
 b. Students develop the skill of recognition of victim, rescuer and persecutor roles 
 in themselves and others, and be able to stay in a functional role as pastoral 
 caregiver. 
2. Develop the skill of pastoral recognition of evidence of substance misuse. 
 a. Students practice to articulate the signs of substance misuse in individuals and 
 in family systems and are challenged to report these to their group. 
 b. Students demonstrate capacity to report and effectively work with the treatment 
 team regarding substance misuse issues that are secondary to the primary 
 presenting issues. 
3. Develop the skills of pastoral response options to individuals, families and faith 
communities. 
 a. Students collectively develop a response plan for handling family disruption  
 caused by substance misuse on their unit(s) of hospital service. 
 b. Students develop a resource list for their hospital for when they are faced with 
 needing to refer persons for alcohol or other substance abuse treatment and 
 recovery resources. 
 c. Students develop skill to approach the issue of alcohol or other substance 
 misuse with patients, families and staff with courage and tact. 
 a. Students collectively work together to discuss and integrate the use of Fifth 
 Step work, using the article “The Clergyperson and the Fifth Step” by 
 Latcovich in the TK. 
4. Develop the skills needed for pastoral mobilization of resources for engaging 
substance misuse.  
 a. Students develop skills for effective referral to physicians, treatment agencies 
 and recovery centers. See chapters 1-5 above. 
 b. Students develop a 15 minute teaching module to share with the staff on 
 their units regarding substance misuse and how they can work together to address  
 it.  
 c. Students refine a file of recovery resources for use with families they counsel 
 who are involved in or impacted by substance misuse. See Chapters 6-8 above. 
5. Develop the skills for recruiting and training the faith community to support recovery. 
 a. Students practice methods of effectively bringing the topic into public forums 
 such as sermons, small devotionals, newspaper articles, etc. 
 b. Students practice influencing the congregation through distribution of literature 
 which sets a welcoming invitation to persons impacted by substance misuse, 
 particularly children and youth. 
  c. Students practice the development of concerned small groups, who are 
 informed and empowered to help impacted persons toward recovery. 
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Pastoral Formation: ATTITUDES 

 
The focus of this level is to provide a safe place for the student(s) through the use of 
individual and group interaction, to engage in an in-depth personal exploration to identify 
the students’ attitudes, values and assumptions about addiction and recovery based on one’s 
history and life events and education. 

 Teaching Approach:  

 
Each student will share their initial body of knowledge about alcohol and drug  
dependence/addiction/recovery and the impact on family members.  

 
       • A brief assessment questionnaire can be administered to establish a base line of knowledge 
and attitudes.  
     

   • Through story telling, students will reveal their attitudes, values, and assumptions about 
addiction. Students will be encouraged to describe and reflect upon their own personal 
experiences, cultural perspectives, and influencing factors in their understanding, experience, and 
level of awareness about the impact of addiction on families.  
    

   • This curriculum piece for individual sharing needs to be conducted in a non-judgmental, 
confidential, and safe group process where individuals can be free to express themselves honestly 
and openly. Using the group as a safe forum to share personal experiences and reflections 
regarding substance dependency will give students a group experience from which to build 
confidence and competence in acknowledging, addressing and embracing these issues in their 
own histories.  
    

   • Students are encouraged to attend open 12 Step meetings and reflect upon their initial 
experience together in group.  
   

    • Movies such as “Days of Wine and Roses” and others can be used to stimulate group 
discussion and personal engagement.  

Offered by: 

Fred L. Smoot and Susan G. Turley,  
ACPE Supervisors,  
The Core Competencies Task Force 2004-2006 



Using Video and Film: 

 
View the DVD Lost Childhood: Growing Up In An Alcoholic Family: 

Lost Childhood: Growing Up In An Alcoholic Family is a half-hour program told in 
three parts. The first part begins in 1986 at a summer camp retreat for young children of 
alcoholics. The children speak about their experiences with an honesty and wisdom 
beyond their years. Many of these children know they are at high risk of becoming 
alcoholics themselves.  

Part 2 takes place 17 years later as we follow up with two of the children from 1986 who 
are now adults. Through their experiences, we explore the long-term impacts of living 
with alcoholism in the family.  

The third part takes us back to the summer camp retreat where our story first began. We  
visit the newest generation of children of alcoholics. We talk to the same counselor who 
helped our 1986 children and learn that while the core issues remain the same for today’s 
children, the vast majority of children of alcoholics are still not getting any help. Many 
face additional burdens of broken homes, poverty and hard core drug use.  

 
Discuss it as an opening part of pastoral care reflection seminars. Use it to assess student 
attitudes and attachments to this topic along with other tools suggested below. To order 
this DVD for $13, either access the website at www.lostchildhood.org or call (800) 729- 
6686 (Press 1 to place an order, then press 2 for an information specialist).  

 
Recommended by:  
Representatives of the ACPE Regional Task Force 

 



Reflections Upon One’s History 

  
Initiate a reflection regarding the student’s personal awareness, ethnic and cultural 
influences, family of origin and religious tradition messages. For example, asking and 
inviting to share on questions such as:  

 
          o “When was your first awareness of addictions?”  
          o “How did you become aware of addictions?”  
          o “Was there a specific addiction that was more prominent than another?”  
          o “How did your family of origin deal with addictions? Did they ever talk about it? 
Was it ever hidden in the family?”  
          o “What is the practice of your ethnic or cultural group regarding addictions? For 
example, do they openly discuss it, do they hide it, do they blame the social system for it, 
do the men get away with it but not the women, etc.”  
          o “How would you describe your religious/faith tradition’s identification of a 
person challenged with addiction?”  
          o “Have you ever heard addictions or healing of addictions preached about at your 
faith rituals? If so, what was the message(s)?”  

 
This approach involves “getting awareness of one’s own history and the built in patterns 
of thought, feelings, reactions/responses.  
 

Offered by:  

 
Sr. Barbara Sheehan SP, ACPE Supervisor  
Urban CPE Consortium, Inc  
C/O Community Renewal Society  
332 S. Michigan Avenue, Suite 500  
Chicago IL 60604-4306  
Work Phone: (312) 673-3833  
b-sheehan@sbcglobal.net
 

mailto:b-sheehan@sbcglobal.net


What I Want Chaplains to Know 

 
Fred Smoot asked me to share what I — as a recovering alcoholic - most want chaplains 
to know. I want to touch on what is most important for me from my perspective and 
experience. Other recovering persons will have quite different perspectives shaped by 
their individual experiences, contexts and understandings.  

 
First, I want chaplains, other religious professionals and pastoral caregivers to respect 
Alcoholics and Narcotic Anonymous, and their representatives and demonstrate this in 
concrete ways. Treat them as one would any other “way of being religious” that does not 
have ordained clergy. The Religious Society of Friends (Quaker) and the l3 ahai religious 
communities come to mind. If a patient identifies as recovering assess as one would any 
other person who identifies as part of such a religious community. Facilitate contact if 
appropriate and consistent with patient wishes and permission. Encourage AA and NA 
representatives to come by the office and meet them, find ways to communicate to 
sponsors/AA representatives that you value their presence. Communicate to the patients 
that you honor their AA/NA involvement and journey.  

Second, I want chaplains to appreciate that serious life changing transformation happens 
in AAJNA other than abstinence from alcohol and drugs. While we were together in 
Atlanta, Joan Murray shared at our table about someone who identified his/her religion as 
AA. There are many members of AA and NA who may do so. One of the most consistent 
threads in AA and NA is how members had to “get over” the concept of God 
communicated through “church” and family. So, AA/NA may be the primary venue for  
spiritual transformation and life thresholds many of us may associate with church, temple 
or mosque. A couple of examples come to mind.  

While at UCLA Medical Center we had a patient who was terminal and had very long 
sobriety. During his life review he shared with his chaplain that he had an affair and had 
never told his wife and felt he needed to make amends. His chaplain was concerned and 
consulted with me about it. After some conversation, I directed her to the Big Book 
pointing out that we should make amends except when to do so would hurt others or 
ourselves. Together the chaplain and patient decided to do a kind of End-of-Life 5th 
Step- Like process that allowed  the patient to face death with a clear conscience or as we 
often say in AA being “clean.”  

Another involved a liver transplant patient. He was an excellent candidate but had no 
family in this country or social support other than a marvelous AA group. Since we had 
approved churches and synagogues as adequate social support, why not an AA group? 
There was much resistance from the selection committee. However, we assessed the AA 
group thoroughly. They were approved and he had a very successful transplant.  



Some may say this is the exception not the rule. This is true. However, I think of all the 
Sundays that go by when nothing profound happens in church. But then occasionally 
everything comes together and I am profoundly moved and catch a brief glimpse of why 
religion and/or worship are so important. The same is true for 12-Step groups. 

Third, I want chaplains to know that pain and its management may be the most 
distressing issue for people in recovery who are hospitalized. I know this from my own 
serious illness and long hospitalizations and multiple surgeries. There is for most of us a 
fear that pain medication may be opening the door to relapse. Even if we understand with 
our minds that this is not necessarily the case, our emotions are quite often deeply 
conflicted. The Program does not ask us to suffer needlessly and there is nothing in the 
Big Book that precludes anything done under medical supervision by good intentioned 
physicians for our mental and/or physical health. However, there are “Old Timers” who 
like fundamentalists everywhere find proof-texts in the Big Book that forbids everything 
from psychotropic medications (even if one is schizophrenic) to morphine (even if one 
has lost a limb). The point is that this is often an area of deep concern to the recovering 
alcoholic or addict so be aware and sensitive.  

 
Some final thoughts/suggestions:  

 
• Be visible and positive about AA/NA and roads to recovery. There are more recovering 
people in the hospital, - staff and patients - than you may know or guess and they can be a 
tremendous resource for spiritual care.  

• Know that gay, lesbian, bisexual and transgendered people in recovery are especially 
vulnerable. For many their 12-Step or a family-like-circle of friends and/or lovers may 
have long replaced the biological family in importance. The newest edition of the Big 
Book includes GLBT stories.  

• Geriatric patients are a very specialized population when addiction and alcoholism is 
concerned. They have quite different criteria for moderate use and what constitutes a 
binge. The usual solutions even AA/NA may not be the best path especially when 
problems are related to changing physiology.  

 
Submitted by: 
 
Garland Walker 
ACPE Task Force Charter Member 



 
Personal Questionnaire: 

Attitudes Toward Alcohol Abuse and Dependency 
 

Please answer the following questions from your personal perspective and/or attitudes. 
 
In the blank at the end of each statement, put the number the answer that fits your current 
attitude or perspective 
 

1=very seldom  2=seldom 3=often 4= usually 
 

 
1. Alcoholism is caused by individuals' making bad moral choices.    _____ 
 
2. Substance dependency is a physical disease and should be treated as such. _____ 
 
3. Church members drink significantly less than non-church members.  _____ 
 
4. Substance dependency (e.g., alcoholism) runs in families.   _____ 
 
5. Ministers are trained enough about substance dependence to aid the recovery 
 process.         _____ 
 
6. Alcoholism affects a person's spiritual life and development.   _____ 
 
7. Excessive drinking is a sin, and ending it requires confrontation of the faith 
community.          _____ 
 
8. Women who drink too much do it for affiliative/ social reasons.   _____ 
 
9. Children of alcoholics reject the abusing parent, finding other sources of 
 support.         _____ 
 
10. Recovery from substance dependence is a life long process.   _____ 
 
11. Ministers report that excessive drinking is a significant focus of family 
 discord.         _____ 
 
12. Our societal culture supports sobriety.      _____ 
 
13. Families of persons with a substance dependency support the addict’s   
 attempt to stop.        _____ 
 
 
 
 



14.  The church supports the cultural position on drinking and substance  
 dependency.         _____ 
 
15. Faith communities are open to persons/families affected by substance  
 dependency.         _____ 
 
16. Ministers can  play a significant but supportive role in the recovery  
 process.         _____ 
 
17. Substance dependence is seen as a major cultural scourge.   _____ 
 
 
18. Law enforcement and the faith  can work together to address   
 substance dependency issues.       _____ 
 
19.  Seminaries do the addiction education necessary to effectively address  
 substance dependency and its impact on families and communities.  _____ 
 
20.  ACPE has needed resources to help students become effective pastors to  
 those who struggle with substance dependency.    _____ 
 

 
Scoring Sheet is on the next page. 
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 Personal Ouestionnaire:  
Attitudes Toward Alcohol Abuse and Dependency  

Scoring sheet 

 
The Odd numbered items should be scored first. Scores on any one of them that are 3 or 4                                              
are to be reviewed and indicate areas for possible growth in understanding.  

 
The Even numbered items should be scored next. Scores on any one of them that are 1 or 2                                             
should be reviewed and indicate areas for possible growth in understanding.  

 
Total score for Odd numbered items:________  
Check items if total is more than 25  

 
Total score for Even numbered items:________  
Check items if total score is lower than 30  

 
What items were you curious about and want to know more?  
Circle the number of the items you are curious about:  

 
1  11  
2   12  
3   13  
4   14  
5   15  
6   16  
7   17  
8   18  
9   19  
10   20 
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Addiction Definition and Questions for Reflection 

 
Definition of addiction: The compulsive use, regardless of the negative consequences, of 
any substance or behavior to avoid or put to sleep any feelings, problems or concerns in 
you life.  
 

1. A questionnaire asking a few questions, such as:  
                 a. Who among your family and friends are struggling with addiction 
themselves or the addiction of their own loved ones?  
                 b. What are your addictions? Remember the definition above.  
                 c. What is the first word that comes to mind when you hear the following?  
                            1). A crack addict is…  
                            2). Alcoholism is not as bad as heroin addiction.  
                            3). Marijuana is not addictive.  
 

2. I often find some time to view the movie, My Name is Bill W. We do a theological 
reflection about the movie and discuss the healing process in addiction recovery as well 
as other components in the movie.  
 

 

 

Offered by:  
 

The Rev. Dr. Stephen L. Dutton, ACPE Supervisor  
Christiana Care Health System  
Wilmington Hospital  
501 W l4th St  
P0 Box 1668  
Wilmington DE 19899  
Work Phone: (302) 428-2345  
sdutton@christianacare.org   
 

 

mailto:sdutton@christianacare.org


Workshops and Guided Imagery: 

A Series of Meditations for Reflection by Students and Families Impacted by 
Addiction 

The following are a series of workshops that I have used in an Intensive Outpatient 
Program with people in recovery from drug and alcohol addiction, their family and 
friends. Each workshop lasts approximately one and one half hours. After each person 
has had an opportunity to introduce him or herself, the Interfaith Chaplain with some 
examples and illustrations presents a brief lecture style introduction of the material. After 
that the group is broken up into small discussion groups of about 6 to 7 people and given 
questions or an assignment for discussion. After 20 to 30 minutes of discussion, the 
chaplain asks one or two spokespersons from each group to report back to the whole 
group. The energy level is usually very high and people who normally would not 
participate in a lecture style discussion will get involved.  
 

Workshop # 1:  
 

The first workshop is based on Rev. Susan E. Lyon’s “Spiritual Self Assessment using 
the Seven Core Needs of Human Beings.” The metaphor of an onion can be used to 
explain that we all have presenting issues in our lives which are usually what we feel are 
our real problems. But underneath that presenting issues are underlying issues that have 
triggered our current problem and underneath those issues one or more of our 7 core 
human needs are out of balance. This exercise may be helpful in self-diagnosing which of 
our core needs that may be out of balance at a given time. The following seven 
worksheets are briefly introduced and explained and distributed to seven team leader 
(picked at random, keep a second copy for yourself):  
 

1. Power: The basic human need to be a part of the workings of one’s immediate 
world. This is the person’s need to know that his or her decisions have an impact 
on even the smallest part of the community of the entirety of creation. Bound up 
in this core need is the part of human growth that only comes when a person takes 
on the rights and responsibilities of living in the world.  

     Questions to keep in mind when assessing this need:  
     o In which areas of my life do I feel I have the most control or influence?  
     o How does/has my illness or addiction affect my own sense of power in living my 
life?  
     o What strength does my faith/spirituality/higher power give me in making choices 
for my life?  
     o How does my need for power impact my ability to surrender?  
 



2. Meaning: The basic human need for a sense of purpose in living. Commitment to 
a career/job is only one of many ways in which a person finds meaning in his or 
her life. Vocation is the deeply felt need for a meaningful role or direction of life.  
  

            Questions to keep in mind when assessing this need:  
            o Where do I see the meaning in my life?  
            o How has my illness/addiction changed my sense of meaning or direction?  
            o To what purpose or direction do I feel called by the holy/my higher power for 
the future?  
            o In what way is meaning connected to twelfth step work for me?  

 
       3. Dignity: The basic human need for acceptance based on nothing more that his or 
her work as a person. This    acceptance must not be contingent on any work that a person 
has done or may do in the future. It is simply the dignity that comes from being valued as 
a part of creation, or the world or all living things.  
           Questions to keep in mind when assessing this need:  
           o How do I feel about my own dignity or value?  
           o How has my illness/addiction affected my self-image?  
           o In what ways do I see my higher power reflected in myself?  

 
        4. Love: The basic human need to give and receive love in relation to another or 
others in community. This need can be met in many ways other than romantic or marital 
love. Rather, it is the part of human growth that only takes place in the self-sacrifice, 
oneness, commitment and acceptance of care from others, which all take place in loving 
relationships of all kinds.  
          Questions to keep in mind when assessing this need:  
          o What relationships in my life are most important?  
          o How has my illness/addiction changed my relationships?  
          o How would I describe my own relationship with my higher power?  

 
       5. Freedom: The basic human need to be loosed from bondage to previous mistakes 
or current enslavement to bad habits, addictive behavior etc. It is the core need to be able 
to learn new ways of being from those things that a person regrets having done without 
being forever in bondage to that regret or guilt. The 4th and 5th step can be helpful in 
attaining some of this freedom.  

       Questions to keep in mind when assessing this need:  
        o How do I think about the life I have lived up to now?  
       o Are there regret and guilt places where I feel bound?  
       o How has my illness/addiction affected the way I feel about previous mistakes I 
have made?  



       o In what ways do my faith and/or my recovery program help me make peace with 
my regrets and guilt?  

 
      6. Celebration: The basic need to affirm the awe and wonder of their own life and 
person. True celebration asks that a person look in awe upon the panorama of his or her 
life and self and recognize the hand of his or her higher power at work. Celebration 
acknowledges the divine in the most mundane of daily events; and asks nothing more.  
          Questions to keep in mind when assessing this need:  
          o Where do I find hope in my every day life?  
          o What wisdom or truth do I find in living with my illness?  
          o How do I experience my higher power in my own living?  

 
      7. Rest: The basic human need to let go, let be. A person finds rest only by 
surrendering the burden of control. Rather than being an admission of powerlessness, the 
human need for rest is the ultimate ability to trust, to release hold on those things that are 
beyond his or her power, and to find peace in the letting go.  
         Questions to keep in mind when assessing this need:  
         o In what situations am I able to let go of things beyond my control?  
         o Where have I found peace or rest in the midst of my illness/addiction?  
         O What part does my higher power take in helping me to loose the illusion of 
control of what is unmanageable in my life?  
 

  



 

Workshop # 2: Guided Imagery  

 
This is an exercise in Guided Imagery. It is a way to practice and experience a unique 
form of daily spiritual practice in a safe space with others. Before the session the chaplain 
discusses, in general terms, many forms of daily spiritual practices including prayer, 
meditation, sacred or recovery reading and reflection, worship, nature walks, music and 
guided imagery. Next, with the lights dimmed after an introduction the following guided 
imagery experience is conducted for approximately 10 minutes. After the experience, 
which is led by the Interfaith Chaplain, the larger group breaks up into smaller groups of 
six or seven to discuss the experience and other daily forms. The entire group gathers 
after the discussion to report back about the issues and observations raised in the 
discussion.  

 
Guided Imagery (soft instrumental music is played — tribal rhythms, nature sounds or 
classical music): I invite you to get comfortable in your seats. If at any time in this 
experience you feel uncomfortable or the sound of my voice causes any discomfort for 
you then I invite you to do whatever feels best for you. . . try to sit with your back 
straight if you can.. .with your feet flat on the floor.. .hands relaxed comfortably.. .gently 
inhale and exhale until you feel yourself calming down.. .focus on your breathing.. 
.breathing in and out.. .if you feel comfortable close your eyes.. .breathing in and out.. .or 
you may want to focus your eyes on some spot.. . gently yet fully breathing in and 
breathing out   .feel the breath come into your body.. .all the way into your lungs.. .feel 
the breath go out of your body from deep within yourself. . .Now as you feel your heart 
rate slowing and your steady breath coming in and going out. . . you can begin to feel 
some stress lifting off of your body.. .You may feel lighter.. .breathing in and breathing 
out  
imagine that you are sitting in the center of a large triangle. . . (pause) you are lighter than 
air. . .breathing in and breathing out... floating in your seat in a large triangle. . .feel this 
strange triangle forming all around you. . . right where you are.. . protecting you. . . let 
your senses really create this sensation. . . (pause) now notice how you feel sitting in the 
midst of this great structure.. .feel how are you sitting... feel in your mind what you look 
like. . . notice as much as you can as you are floating in your chair in this triangle. . . 
(long pause)  

 
Now very slowly. . . allow this triangle to become filled with a warm gentle blue light.. 
.until you can feel yourself being surrounded by this warm blue light.. .bring this warm 
blue light in with your breathing. . .breath it in and breath it out. . .the warm blue light is 
within you and surrounding you in your triangle.. . .feel the warm blue light in your 
heart.. .(pause) when your heart is full of this warm blue energy, imagine a point in the 
center of the sun. . .way out there in space where the energy of the holy, the sacred, the 



god of many names, resides, where your higher power resides. . . gradually now allow 
your heart with its warm blue light to merge with this heart in the center of the sun.. .feel 
your mind.. .feel your heart.. .feel your body becoming filled with the energy of the sun. . 
. merging with this ultimate source of all love and energy. . . (long pause)  
 

Now sit for a while in calm reflection.. .in the center of the sun.. .and just let this 
experience fill you to the very core of your being. . . (pause) breath it in and breath it out.. 
. (long pause)  

 
Very slowly now feel your self leaving the center of that sun.. .coming back to your 
triangle. . . and intimately slowly with your in and out breaths returning into your body. . 
. slowly feeling your feet on the floor and your whole self back into this room... when 
you are ready open your eyes... remember that you can return to this place at a later time. 
. . knowing that you are filled with a new energy and are better off for the experience and 
so you are.. .Take a few minutes to move around and feel completely present in the room.  

 
Questions to keep in mind when discussing this experience:  
              o What did it feel like to me?  
              o Were there any parts of the experience that I liked?  
              o Were there any parts of the experience were difficult for me?  
              o How do I feel after this experience?  
              o What benefit could meditation or guided imagery offer in my life?  
              o What other spiritual practices help me in my life?  
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Ideas for Approaching Attitudes about Addiction 

 
1. The use of movies for reflection on this issue. We could develop a list of movies (or 
movie segments), adding reflection questions with an instructor’s sheet explaining the 
objectives of the exercise (i.e., to explore attitudes toward addiction and those impacted 
by it).  
                      

                       Suggested movies:  
                       o When a Man Loves a Woman  
                       o 28 Days  
                       o Stuart Saves His Family  
                       o Smoke Signals  

 
2. Have “theological reflection” seminars devoted to this topic to unpack the dynamics 
behind the theologies that support/do not support recovery.  
 

3. When groups reflect on group process, the AA model of group process could be 
explored as a way to unpack the assumptions and the ethos of the healing process used in 
the AA culture.  
 

4. Sections of the “Big Book” could also be read as verbatim material, as part of the 
“living human document” stories. Student would reflect on how these stories dialogue 
with our own assumptions and family histories.  
 

5. Use the “genogram” exercise as a way to look at family dynamics and inherited 
patterns and attitudes towards addiction and its impact on families.  
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Use of the Substance Abuse Subtle Screening Inventory(SASSI) 

 
The Substance Abuse Subtle Screening Inventory (SASSI) tool is quite accurate in 
assessing substance misuse. It also opens up the discussion of relevant family issues 
regarding substance misuse and its continuing impact on the students as adults. It also 
addresses some of the salient issues involved when “hiding the abuse” is an issue for 
students.  
 

(See Resources for more information on ordering this tool.)  

 
Offered by:  

 
The Rev. Dr. Fred L. Smoot, ACPE Supervisor  
Emory Center for Pastoral Services  
Emory Clergy Care  
3700 Crestwood Parkway, Suite 270  
Duluth, GA 30096  
Work Phone: (678) 924-9260, ext. 1  
fred.smoot@emoryhealthcare.org

mailto:fred.smoot@emoryhealthcare.org


 

 

Submitted by: 

The Rev Dr Joan L. Murray, D.Min.  
Coordinator, Chaplaincy Dept.  
Children's At Engleston 
Chaplaincy Dept.  
1405 Clifton Rd NE 
Atlanta, GA 30322-1062 
 



 

                      

 

SECTION THREE 
Developing Awareness of the Realities of Substance Misuse and Recovery  

 
 
 

 Pastoral Competence/Awareness: Teaching Approach -  
 Fred L. Smoot and Susan G. Turley, ACPE Supervisors     35 
 
The Set Up: Living With Addiction - Tian Dayton Ph.D.      36 
 
Addictions Educational Verbatim Format, Emory Center For Pastoral Services  40 
 
Substance Dependency Core Competency Verbatim Format,  
Emory Center For Pastoral Services - Maureen Shelton, ACPE Supervisor   43 
 
Student Exposure To Substance Abuse Issues: Curriculum Concepts -    
 Alan Bowman, ACPE Supervisor        46 
 
Core Competency Awareness Information for ACPE Students 

 – Rev. C. Roy C Woodruff, Ph.D.        47 

 

 



 

 

Pastoral Competence: Awareness  
 

The focus of this level is to establish a base line in the CPE group on the impact of the disease of addiction 
and process of recovery on the individual, physically, psychologically, mentally and spiritually in the 
context of extended family, culture, and society. To establish this base line of knowledge various forms of 
education will be utilized, such as didactics, discussions, research and film.  
 

Teaching Approach:  
In this phase, students increase their knowledge base on addiction/recovery and the impact on the affected 
individuals and family of pastoral care interventions as outlined by the above Competencies. This can be 
achieved by bringing information to the student on addictions through:  
 

• Didactics, grand rounds etc. specifically focused on information about substance dependency from 
medical, sociological and religious perspectives.  
• Review of AA literature,  
• Critique of modern films and documentaries to understand the impact of the permissive culture on 
addiction  
• Engagement around assigned readings, (i.e., Thirst by James B. Nelson) to build a theological and 
spiritual foundation /understanding of the addiction process  
• Guest speakers, able and willing to engage the students regarding how spirituality has played a role 
in their recovery.  
• Attendance at a variety of 12-Step meetings followed by discussion of the healing process of AA 
and other recovery groups.  
• Assignment to addiction recovery programs, clinics, rehabilitation centers and units for their 
clinical placements or explicit design of significant exposure to recovery programs.  
• Intervention and treatment approaches taught by professionals working in the area of addiction 
recovery with families.  
• Pastoral counselors, spiritual directors and other religious professionals could teach a class on the 
role of faith and religion in recovery and treatment.  
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The Set Up: Living With Addiction  
By Tian Dayton, PhD  

(Adapted from The Process Study Guide, with permission of the author,  
for Congregational Leadership Training, Detroit, MI — 1/24/06)  

 

What Happens to the Family When Addiction Becomes Part of It? 

 
Families where addiction is present are oftentimes painful to live in, which is why those who live with addiction are  
oftentimes traumatized to varying degrees by the experience. Broad swings, from one end of the emotional, 
psychological and behavioral spectrum to the other, all too often characterize the addicted family system. Living with 
addiction can put family members under unusual stress. Normal routines are constantly being interrupted by 
unexpected or even frightening kinds of events that are part of living with drug use. What is being said often doesn’t 
match up with what family members sense, feel beneath the surface or see right in front of their eyes. The drug user as 
well as family members may bend, manipulate and deny reality in their attempt to maintain a family order that is 
gradually slipping away. The entire system becomes absorbed by a problem that is slowly spinning out of control. 
Little things become big and big things get minimized as pain is denied and slips out sideways.  

 
During early childhood years, this intense emotional environment can set up a fear of feeling or patterns of attachment 
that are filled with anxiety and ambivalence. In their youth, children of alcoholics or drug dependent parents (COAs) 
may feel overwhelmed with powerful emotions that they lack the developmental sophistication and family support to 
process and understand. As a result, they may resort to intense defenses, such as shutting down their own feelings, 
denying there is a problem, rationalizing, intellectualizing, over-controlling, withdrawing, acting out or self 
medicating, as a way to control their inner experience of chaos. The COA may be difficult to identify. They are just as 
likely to be the president of the class, the captain of the cheerleading squad, or the A student, as they are to act out in 
negative ways.  

 
Families have a remarkable ability to maintain what family therapists call homeostasis. When alcohol or drugs are 
introduced into a family system, the family’s ability to self regulate is challenged. Family members become subsumed 
by the disease to such an extent they often lose their sense of normal. Their life becomes about hiding the truth from 
themselves, their children and their relational world, Their faith in a loving God can be challenged as their family life 
becomes chaotic, promises are broken and those we depend upon behave in untrustworthy ways. Those in this family 
may lose their sense of who and what they can depend upon. Because the disease is progressive, family members 
seamlessly slip into patterns of relating that become increasingly more dysfunctional. The children are often left to 
fend for themselves and anyone bold enough to confront the obvious disease may be branded as a family traitor. 
Family members may withdraw into their own private worlds or compete for the little love and attention that is 
available. In the absence of reliable adults, siblings may become “parentified” and try to provide the care and comfort 
that is missing for each other.  
 

Such families often become characterized by a kind of emotional and psychological constriction, where no one feels 
free to express their authentic selves for fear of triggering disaster; their genuine feelings are often hidden under 
strategies for keeping safe, like pleasing or withdrawing. The family becomes organized around trying to manage the 
unmanageable disease of addiction, They may yell, withdraw, cajole, harangue, criticize, understand, get fed up, you 
name it. They become remarkably inventive in trying everything they can come up with to contain the problem and 
keep the family from blowing up. The alarm bells in this system are constantly on a low hum, causing everyone to feel 
hyper vigilant, ready to run for emotional (or physical) shelter or to erect their defenses at the first sign of trouble.  
Because family members avoid sharing subjects that might lead to more pain they often wind up avoiding genuine 



 

connection with each other. Then when painful feelings build up they may rise to the surface in emotional eruptions or 
get acted out through impulsive behaviors. These families become systems for manufacturing and perpetuating trauma.  

Trauma affects the internal world of each person, their relationships and their ability to communicate and be together 
in a balanced, relaxed and trusting manner. As the “elephant in the living room” increases in size and force the family 
has to become ever more vigilant in keeping its strength and power from overwhelming their ever weakening internal 
structure. But they are engaged in a losing battle. The guilt and shame that family members feel at the erratic behavior  

 

Characteristics of Adult Children of Trauma and Addiction  
 

1. Learned Helplessness: A person loses the feeling that they can affect or change what’s happening to them. 

2. Depression: Unexpressed and unfelt emotion lead to flat internal world — or agitated/anxious depression. Anger, 
rage and sadness that remain unfelt or unexpected in a way that leads to no resolution.  

3. Anxiety: Free floating anxiety worries and anxieties that have no where particular to pin themselves or look for a 
place to project at, phobias, sleep disturbances, hyper-vigilance  

4. Emotional Constriction: Numbness and shutdown as a defense against overwhelming pain. Restricted range of 
affect or lack of authentic expression of emotion.  

5. Distorted Reasoning: Convoluted attempts to make sense and meaning out of chaotic, confusing, frightening or 
painful experience that feels senseless.  

6. Loss of Trust and Faith: Due to deep ruptures in primary dependency  
relationships and breakdown of an orderly world.  

7. Hypervigilance: Anxiety waiting for the other shoe to drop constantly scanning environment and relationships for 
signs of potential danger or repeated rupture.  

8. Traumatic Bonding: Unhealthy bonding style resulting from power imbalance in relationships and lack of other 
sources of support.  

9. Loss of Ability to Take in Caring and Support: Due to fear of trusting and depending upon relationships and 
trauma’s inherent numbness and shutdown  

10. Problems with Self Regulation: The deregulated limbic system can manifest in problems in regulating many 
areas of the self system and thinking, feeling and behavior. Go from 0— 10 and 10 — 0 without intermediate stages, 
black and white thinking, feeling and behavior, no shades of gray as a result of trauma’s numbing vs. hi-affect.  

11. Easily Triggered:  Stimuli reminiscent of trauma, e.g., yelling, loud noises, criticism, or gunfire, trigger person 
into shutting down, acting out or intense emotional states. Or subtle stimuli such as changes in eye expression or 
feeling humiliated, for example.  

12. High Risk Behaviors: Speeding, sexual acting out, spending, fighting or other behaviors done in a way that puts 
one at risk. Misguided attempts to jump start numb inner world or act out pain from an intense pain filled inner world.  



 

 

 

 
 



 

Traumatic Bonds  
 

Those who live in families that are traumatizing often form what are known as traumatic bonds. If someone is unable to escape 
chronic traumatic abuse they are more likely to develop both traumatic bonds and PTSD. They may become emotionally numb as 
part of the trauma defense and their capacity for real intimacy may become disrupted by the regular trauma. The intensity and 
quality of connectedness in addicted/traumatizing families can create the types of bonds that people tend to form during times of 
crisis. Alliances in addicted families may become very critical to one’s sense of self and even survival. Alliances can become very 
intense among children, for example, who are feeling hurt and needy and without proper parental support. Or traumatic bonds 
may simply get seared into place as family members repeatedly face threatening, frightening and overwhelmingly painful 
experiences and hunker down in emotional dugouts together until the barrage of explosions passes. As the family member’s fear 
increases so does their need for protective bonds. Trauma may lead people both to withdraw from close relationships and to seek 
them desperately. The deep disruption of basic trust, the feelings of shame, guilt and inferiority combined with the need to avoid 
reminders of the trauma may foster withdrawal from close relationships, social life, or healthy spiritual beliefs. But the terror of 
the traumatic event, such as living with addiction and the chotic behavior that surrounds it, intensifies the need for protective 
attachments. The traumatized person therefore frequently alternates between isolation and anxious clinging to others. Factors that 
can contribute to bonds becoming traumatic are:  

 
If there is a power imbalance in the relationship.  
If there is a lack of access to outside support.  
If those who we would naturally go to for caring and support are unavailable or are, themselves, the abusers.  
If there are wide inconsistencies in styles of relating that induce both states of high need/anxiety  
alternating with high need/fulfillment.  
 

All too often the confusion in these types of relationships is that they are neither all good nor all bad. Their very uneven-  
ness can make the nature of the bond all the more difficult to unravel. In the case of addiction this is an all too familiar dynamic. 
The addicted parent, for example, may swing between being attentive, generous and caring to being abusive, neglectful and 
rejecting. One minute they are everything one could wish and the next they are miserably disappointing. Without supportive 
interventions — usually from outside the family — these types of bonds become styles of relating that get played out in relationships 
throughout life. Traumatic bonds formed in childhood tend to repeat their quality and contents over and over again throughout life.  
 

Co-Occurring Addiction and Mental Illness  
 

If there is a duel diagnosis, which is so often the case in addiction, the diagnosis of addiction is properly dealt with by removing 
the substance, but the underlying diagnosis, for example of depression, anxiety or PTSD, may not be dealt with. Recovery is more 
than recovering from substance abuse. It is also about recovering from the other diagnosis or the symptoms that may have been 
self medicated in the first place. And finally, the addict will still need to engage in a full recovery process in order to deal with the 
emotional and psychological complications that stemmed from their addiction, If they do not accomplish this, they are asking both 
themselves and their family members to live with emotional and psychological burdens that can keep the family and the 
individuals within it mired in dysfunctional patterns of relating that get passed along through the generations, commonly referred 
to as “passing on the pain”.  
 

Recovery is equally important for those who have lived in, developed their sense of self and learned relationship skills in an 
addicted/traumatized family. Without a rigorous program of treatment and recovery for all concerned, the dysfunctional 
personality styles and relationships developed in the addicted family environment will tend to recreate themselves over and over 
again. Sobriety needs to happen on all levels, in all family members; it is an emotional and psychological as well as a physical 
goal.  



 

 
Addictions Educational Verbatim Format 

Emory Center for Pastoral Services (Revised 10/06) 
 

Confidential  
(Students should only provide copies for educational and or professional credentialing purposes. HIPPA 
Concerns: Use initials or pseudonym for the patient and remove identifying information for the patient not 
crucial for the presentation.)  
 

A good verbatim should raise good questions; it does not necessarily reflect polished pastoral work.  
Chaplain:  
Supervisor:  
Hospital:  
Unit:  
Verbatim #  
Date of visit:  
Date Written:  
Length of Visit  
 

Visit#  
1. Background—basic data from earlier interviews, observations, staff discussion, and referral requests  
 

II. Preparation—Plans and purpose of the visit. What was your role, goal, and context for this visit?  
 

III. Observations—what did you see, hear, touch, smell, feel as you entered the room. What assessments did 
you make using only this data? What is the room set-up saying to you? Describe the physical appearance 
(height, weight, medical condition, facial expressions) of the patient... lighting in room, personal objects 
such as religious objects.  
 

IV. What specifically you need consultation with? Which aspect of the “addictive process” needs further 
clarification for you? What are the learning issues that arose for you in this conversation? Please be specific. 
Do not use general terms such as “anything I can learn about myself as a chaplain”.  
 

V. Location... Describe the clinical unit and any cultural areas of significance for patients and staff.  
 

VI. Interview/Pastoral Conversation  
     A. Single space continuous dialogue, double space between dialogues,  
     B. Identify individuals in the dialogue as follows:  
 



 

Cl: Hello, Mr. J. I am your friendly chaplain. (I am feeling slightly dizzy)  
P1: Come on in and sit down (he is smiling at me-thank goodness)  
C2: I’d be glad to (if I don’t sit down, I might fall down, I’m so nervous)  
P2: Chaplain, I’ve got a lot on my mind (he looks very worried)  

 

    C: Put explanatory descriptive remarks in parenthesis. (What you were feeling and what you observed in   
the patient/resident.)  
    D. Write out prayers that were prayed and discuss the theology which informed the prayer. Identify 
specific religious reading references. Give patient, family and staff responses to the prayers/readings used.  
 

Evaluation (Choose at least two questions from each section to reflect on in your written work)  
 

Pastoral Formation:  
1. What were the signals to you that this person/family was dealing with addiction? Was this person actively 
using or possibly in withdrawal? How did you know?  
 

2. How are the systems in his/her life supporting the addictive process? Which systems are helping to 
address the addiction?  
 

3. How is the addiction manifested in this person’s wider family system? How are the family members 
affected?  
 

4. How is this person/family dealing with issues of vocation and meaning in his/her life? How is the 
addictive process impeding this development?  
 

Pastoral Reflection:  
1 .What attitudes/assumptions were you aware of in yourself regarding the individual’s addiction? Which 
attitudes/assumptions aided in your connection, which distracted?  
 

2. How did the addiction issues in this verbatim parallel dynamics in your own family? What are you 
learning that you can apply to your own life?  
 

3. How did you create a “safe enough” environment in the visit for disclosure and assessment to occur?  
 

Pastoral Competence:  
1. How has the dynamic of addiction blocked or eroded this person’s religious or spiritual development?  
 



 

2. In developing a pastoral plan for this patient, how could you utilize the “12 steps” as part of your 
assessment? Which step do think would be most helpful to this individual at this point in their process?  
 

3. How did you utilize theological concepts such as “hope” in the visit? What would hope look like for this 
patient/family?  

 

4. Did you consult with other members of the interdisciplinary team concerning your perceptions about the 
possible addiction? How did you voice your concern? What references/refferals were made to the patient 
out of these discussions? What education would be helpful to do with this patient around addiction?  
 

5. How does this individual’s faith tradition understand the concept of addiction? How did this 
dynamic/belief system play out in this verbatim? How does your faith tradition deal with this? How did this 
awareness/history affect your participation in the encounter. 



 

 

Substance Dependency Core Competencies Verbatim Format  
Emory Center for Pastoral Services (Revised 10/06)  

 

 
Authors of Verbatim Content: Maureen Shelton (maureen.shelton©emoryhealthcare.org) and Fred Smoot  
 

Confidential  
(Students should only provide copies for educational and or professional credentialing purposes. HIPPA Concerns: Use initials or 
pseudonym for the patient and remove identifying information for the patient not crucial for the presentation.  
A good verbatim should raise good questions; it does not necessarily reflect polished pastoral work.)  

 
Chaplain: Ms. Jones  
Supervisor: Ms. Hudson  
Hospital: Healing Gardens  
Unit: Hepatic Recovery  
Verbatim # 3  
Date of visit: October 31  
Date Written: November 3  
Length of Visit: 30 minutes  
Visit # 3  
 

I. Background—basic data from earlier interviews, observations, staff discussion, and referral requests:  
Pt. admitted following an auto accident where she was cited for a DUI. Pt is a minister of a denomination which 
frowns on public drinking. Pt claims she fell asleep while driving. Staff made a referral to the chaplain to help 
address the pt’s emotional and spiritual needs around her possible denial of her illness and her drinking problem.  
I had two prior interviews with the patient. During these conversations we had briefly touched on substance misuse 
issue. Pt minimized both the seriousness of her illness and the amount of alcohol consumption. Pt requested this 
third visit.  
 

II. Preparation—Plans and purpose of the visit. What was your role, goal, and context for this visit?  
Role: I am attempting to be an accompanying pastor with focused curiosity around the causes of the pt’s 
hospitalization including the role of alcohol in her current situation.  
Goal: Within the context of her spiritual life to explore the following: 1. To maintain pastoral contact and 
attunement with the patient. 2. To deepen the level of conversation to include curiosity about consumption of 
alcohol. 3. To deepen her awareness of her resources to help address her needs at this time. 4. To assess her level of 
motivation for change.  
Context: The patient’s room in the Hepatic ward in the hospital. The room is often dark with one set of flowers and a 
few cards. The pt is jumpy and is emotionally twitchy.  
 

III. Observations—what did you see, hear, touch, smell, feel as you entered the room. What assessments did you make 
using only this data? What is the room set-up saying to you? Describe the physical appearance (height, weight, 
medical condition, facial expressions) of the patient..Lighting in room, personal objects such as religious objects.  
From the context, often dark with flowers and few cards present, I concluded possible limited social connections. 
Patient appeared isolated with closed body language. Presented as frustrated and was very pale with clenched fists 
around blanket. Patient did not look welcoming or open. No religious objects present.  
 

IV. What specifically you need consultation with? Which aspect of the “addictive process” needs further clarification for 
you?  
What are the learning issues that arose for you in this conversation? Please be specific.  



 

Do not use general terms such as “anything I can learn about myself as a chaplain”.  
How do I bring up the issues around substance abuse in my role as chaplain? How can  
I utilize the assessment tools such as CAGE (see Box A) or other resources while  
maintaining a pastoral non-anxious presence?  
 

V. Location...Describe the clinical unit and any cultural areas of significance for  
patients and staff.  

VI. The Hepatic unit staff have familiarity and some assumptions around liver patients. They  
are dealing with their own discomfort with a minister wrestling with possible addiction.  
The pt’s denomination has resources for recovering pastors but it appears that she has  
limited space within her to explore this as a possibility. In terms of culture she was  
raised in a Caucasian middle income family. Her family was religiously protestant  
conservative. She describes her mother as “rigid” and “passive” her father was a “hardworking  
man” who had a drinking problem. Her mother seemed to have a lot of denial. Box A For example, when a family 
member of the patient sexually abused the patient, the  
mother stated it was just “natural exploring”. The patient was 14 years of age at the  
time. (see Core Competencies #2 and # 3)  

CAGE: In the past year...  
1, have you ever felt that you should cut down on your drinking?  
2. have people annoyed you by criticizing your drinking?  
3. have you ever felt bad or guilty about your drinking?  
4. have you ever had a drink first thing in the morning to steady your nerves or get rid of a hangover? (Eye opener)  
(One or more “yes” answers to these questions are associated with an increased risk of alcohol-related problems for both men and 
women.)  

 

Interview/Pastoral Conversation  

A. Single space continuous dialogue, double space between dialogues,  
B. Identify individuals in the dialogue as follows:  
Cl: Hello, Mr. J. I am your friendly chaplain. (I am feeling slightly dizzy)  
P1: Come on in and sit down (he is smiling at me-thank goodness)  
C2: I’d be glad to (if I don’t sit down, I might fall down, I’m so nervous)  
P2: Chaplain, I’ve got a lot on my mind (he looks very worried)  
C. Put explanatory descriptive remarks in parenthesis. (What you were feeling and what you observed in the patient/resident.)  
D. Write out prayers that were prayed and discuss the theology which informed the prayer. Identify specific religious reading 
references. Give patient, family and staff responses to the prayers/readings used.  
Cl: Good morning Ms. 5, I heard you wanted to speak to me today.  
P1: Come on in and sit down, everybody else has been in here today. (I pull a chair from the back of the room and sit eye to eye 
with the patient)  
C2: Have you had a challenging day today?  
P2: Lots of bloodsuckers have been in here.  
C3: You are feeling drained?  
P3: Yeah, I am. I want to leave. They are not doing me any good.  
C4: You want to get out of here?  
P4: 1 just don't like all the probing.  
CS: What is the core piece that you are feeling protective of in yourself?  
P5: It is none of their business. I will be o.k.  
C6: You feel pretty exposed (Box B - Motivation Readiness Assessment) (Core  
Competency #1)  
P6: Yeah, Dr. Snoopy came in here this morning and started asking me questions I  
don’t want to talk about. —___________________________  
C7: Did it feel like he was prying?  
P7: Yeah, he asked about my drinking. I have never told anybody about my  
drinking and I am sure not going to tell something that is going to be on my public  



 

record. (Pause) I don’t know what I am going to do about the DUI they gave me. Box B I called Beth and she said she knew a 
great lawyer to help get me off. I probably  
shouldn’t be talking to you about it because you will tell my Bishop. Are you going  
to tell?  
C8: I would like to be a part of the team that helps support your healing. (Core Competency #7) In my role here with  
you today, I do not need to tell them any specifics of our conversation. I would like to see you get the help you need. I wonder 
how your spirituality is helping you with this whole ordeal. (Core Competency #4)  
P8: (Pause and some tearing behind the eyes) Oh God knows I screwed up (pause) I should not have been driving. Lately I have 
heard God say “bad girl’, “bad girl’. (She continues crying)  
C9: (Sit for a moment with her as she cries) You feel that God is judging you right now? That sounds pretty harsh what you are 
hearing from God.  
P9: (She is sniffling) Well, yeah. I just know they are going to pull me away from my church. (Under her breath) It has been so 
hard. I hate going home after work all day to a lonely house so I drink and then I get this phone call that Mrs. Bobble is going in 
for surgery so I chomped down a bunch of breath mints and head out into my car to see her and miss the turn and run into the curb 
and hit the fire hydrant I was in such a hurry. I don’t remember much after that.  
ClO: (I am aware of my own feelings of judgment because my family’s experience with a drunken driver.) (Core competency # 
10) (Box C - Assessment Tool for Assumptions and Awareness around addiction) It sounds like a dangerous situation for 
everyone.  
P10: The thing is...I always get caught. It is just not fair. (Box D: Victim, Rescuer, Abuser  
triangle)  
 



 

 

Student Exposure To Substance Abuse Issues:  
Curriculum Concepts 

 
1. Visit with the CPE group an addictions treatment center and participate in an on site educational program 
with the staff and clients. This is done with full disclosure of the purpose with all participants and arranged 
with the center director in advance.  
 

2. Invite a person in recovery who now serves as am addiction counselor to come to the CPE group to “tell 
their story” and then to dialogue with the group members with a focus on their questions, reactions, and 
understanding of addictions, diagnosis, and interventions.  
 

3. In addition to the menu of movies might we consider providing a brief guide that would include some 
follow up questions for discussion for each listing?  
 

Submitted by:  
 

Chaplain Alan E. Bowman, ACPE Supervisor  
Catholic Health Initiatives  
Director, Spiritual Development  
1999 Broadway Suite # 2600  
Denver CO 80202  
Work Phone: (303) 383-2633  
alanbowman@catholichealth.net  
 



 

  

 
Core Competency Awareness Information for ACPE Students  

From: Roy C Woodruff, Ph.D.  
             Teaching the Core Competencies For Clergy and Other Pastoral Ministers In Addressing Alcohol and  

             Drug Dependence and the Impact on Family Members  
 

1.  Be aware of the:  
                        • generally accepted definition of alcohol and other drug dependence  
                        • societal stigma attached to alcohol and other drug dependence  

 
There are numerous statements by experts in the field defining alcoholism and other forms of drug dependence. They all basically 
agree on several primary points. These points are as follows:  
 

1) Alcoholism is a progressive, chronic, and potentially fatal disease if it goes unrecognized and untreated.  
              2) The primary behavior characteristics of this illness are craving for the psychophysiological effects of alcohol and        
continuing excessive use of beverage alcohol even when such use is harmful to oneself and to those others who are in one’s circle   
of relationships, especially one’s family.  
              3) Alcoholism involves diminished freedom to choose to drink or not to drink, or to limit the amount consumed to a safe 
and responsible level.  
              4) Continuing to drink in spite of all the obvious problems that drinking is causing to oneself and others is a clear 
indicator of compulsive, addictive behavior.  
             5) Drug addiction is any prolonged use of mind-altering drugs that are harmful to oneself and to others, resulting in the 
loss of control over the use of these drugs and becoming dependent upon them. Alcohol qualifies as a mind-altering, 
consciousness-changing drug, so alcoholism is a form of drug addiction.  
             6) Many view addiction to alcohol and other mind-altering drugs as a spiritual as well as a behavioral, psychological, and 
physiological problem. This spiritual insight is fundamental in the understanding and approach of Alcoholics Anonymous, the 
leading treatment resource for alcoholics.  

 
The Diagnostic and Statistical Manual (DSM-IV), published by the American Psychiatric Association, lists seven diagnostic 
criteria for alcoholism. To qualify as an alcoholic, a person must show three or more of the following symptoms within a 12-
month period.  
             1) Tolerance, defined as a need for increasingly larger amounts of alcohol to achieve intoxication (over time the drug 
produces less intense reactions at the same dose)  
            2) Withdrawal symptoms, which include hand tremor, sweating, elevated pulse rate, insomnia, nausea, or anxiety; these 
symptoms may develop into hallucinations, grand mal seizures, and or psychotic symptoms  
            3) Drinking in larger amounts or over longer periods than intended  
            4) Persistent desire or unsuccessful attempts to cut down or control drinking  
            5) Spending a significant amount of time trying to obtain alcohol, drink alcohol, or recover from its effects  
            6) Giving up social, occupational, or recreational activities because of alcohol  
            7) Continuing to drink despite persistent or recurrent physical or psychological problems caused or exacerbated by alcohol 
use  

 
In a book published in 2000 and advancing the most recent scientific perspectives on alcoholism, Beyond the Influence: 
Understanding and Defeating Alcoholism, by Katherine Ketcham, William F. Asbury, Mel Schuistad, and Arthur P. Ciaramicoli, 
the following definition is given:  
               Alcoholism is a progressive neurological disease strongly influenced by genetic vulnerability. Inherited or acquired 
abnormalities in brain chemistry create an altered response to alcohol which in turn causes a wide array of physical, psychological, and 
behavioral problems. Although environmental and social factors will influence the progression and expression of the disease, they are not in 
any sense causes of addictive drinking. Alcoholism is caused by biochemical/neurophysiological abnormalities that are passed down from one 
generation to the next or, in some cases, acquired through heavy or prolonged drinking. (p. 46)  



 

 
This definition is a departure from previous definitions in its focus on the scientific breakthroughs in recent years in the field of 
genetics. It clearly differentiates environmental and social factors from being causes of the addiction to being an influence in the 
manner in which it progresses and is expressed. “Genetic vulnerability” is emphasized as the key causal factor in the development 
of the addictive behavior, which distinguishes the acquiring of the addiction from mere moral weakness or sinfulness. While this 
is an important differentiation, it does not eliminate environmental, social, or even spiritual factors from the complex and 
confusing syndrome of alcoholism. It does, however, strongly advocate for an understanding of alcoholism that eliminates blame, 
prejudice, and rejection from the scenario, and it brings addiction more clearly into a non-judgmental frame.  

 
In material developed by the National Institute on Alcohol Abuse and Alcoholism (NIAAA), the genetic research is 
acknowledged but presented in a somewhat less reductionistic way. It states that the increase in risk for developing alcoholism may be 
4 to 7-fold among first-degree relatives of an alcoholic. However, it also points out that most offspring of an alcoholic parent do not develop 
alcohol use problems or disorders in their lifetime. NIAAA stresses gene-environment interaction. While family pedigree studies, twin 
studies, and adoption studies implicate genetic factors in the development of alcoholism, their findings also indicate that the genetic factors are 
not deterministic. If certain genes actually predestined an individual to develop alcohol use problems, then all alcoholics would have a close 
relative with alcoholism, the concordance rates for identical twins would approach 100%, and almost all offspring of an alcoholic parent 
including adoptees — would eventually develop an alcohol use disorder. Since this clearly is not the case, environment and other biological 
factors must also play an important role in alcoholism susceptibility. Many investigators have stressed the importance of the interaction 
between an inherited biological vulnerability and environmental risk factors for developing alcohol use disorders. This gene-environment 
interaction model assumes a synergy between genetic and environmental factors that may contribute either to an increased susceptibility for 
developing an alcohol use disorder or attenuate possible genetic risk by producing a level of protection for vulnerable individuals. However, 
specific environmental factors that possibly affect the development of alcohol use disorders, such as those related to a family environment, 
social relationships, and parenting styles, have not been definitively identified. (Prevention and Treatment of Alcohol Use Disorders: A 
Curriculum for Clergy, Pastoral Counselors and Other Ministry Professionals, pp. 4-5)  

 
The gene-environment debate is decidedly loftier and more productive than the disease-moral weakness debate that has been 
waged regarding alcoholism and other addictions.  
There is still significant social stigma attached to alcohol and other drug dependence which reinforces the denial process in 
addicts and their reluctance to seek treatment. It also promotes discrimination in regard to legal procedures and health insurance, 
as well as normal social functioning. Two guiding principles have been put forward by Join Together, a project of Boston 
University School of Public Health, with the assistance of an expert panel and the American Bar Association’s Standing 
Committee on Substance Abuse, which address this discrimination.  
           1) Addiction to alcohol or other drugs is a treatable chronic disease that should be viewed and addressed as a public health issue.  
            2) People seeking treatment or recovery from alcohol or other drug disease should not be subject to legally imposed bans or other 
barriers, such as denial of health insurance, based solely on their addiction. Such bans should be ident7ied and removed. 

  
Such prejudicial attitudes can make treatment, recovery, and simply re-establishing oneself in society virtually impossible for 
many, making sobriety a disincentive for these persons. Churches and other religious communities are subject to these same 
prejudicial attitudes and must find ways to express loving acceptance and reality-based support to persons who are seeking to 
recover their lives and relationships, as well as their spiritual faith.  

 
Katherine Ketcham, et.al., state that despite stunning advances in our understanding of the genetics and neurophysiology of 
alcoholism, most people continue to believe that alcoholism is a disease of morals, a preventable psychological “weakness. 
“They report a 1979 survey that revealed that 67% of 2,187 respondents insisted that alcoholism is a sign of personal emotional 
weakness, with only 19% believing that it is solely a health problem. Those results were essentially reinforced by a 1998 survey, 
indicating that our attitudes toward alcoholics have changed little over the years. Regarding professional caregivers’ attitudes, the 
latter survey indicated that counselors (70 percent disease, 20 percent weakness) and psychiatrists (77 percent disease, 19 percent 
weakness) are most likely to accept alcoholism as a medical condition while fundamentalist clergy (31 percent disease, 69 
percent weakness) overwhelmingly report seeing alcoholism as a reflection of a shortcoming in character or morality. (Beyond 
the Influence, pp. 39- 40)  

 
There is a process with stigma that involves a downward spiral for the alcoholic and contributes to, rather than helps, the 
damaging drinking behavior. Stigma leads to shame. Shame leads to withdrawal. Withdrawal leads to isolation. Isolation 
leads to more drinking and denial of reality. Thus, helping to remove stigma from alcoholism and other addictions is 



 

something that religious communities can contribute to the avoidance of this vicious cycle and encouraging treatment at an early 
stage of addiction.  

 
2.                  Be knowledgeable about the:  
                       • signs of alcohol and other drug dependence  
                       • characteristics of withdrawal  
                       • effects on the individual and the family  
                       • characteristics of the stages of recovery  

 
One of the characteristic behaviors of alcoholics is to hide their drinking from others. They may prefer to drink alone and actually 
hide the substance of alcohol in stashes around the house. Their attempt to deceive others and hide or deny their increasing 
compulsion to drink is itself a prime indicator of the problem. Other individual behaviors which are signs of alcohol or other 
chemical dependence include the following:  

 
Preoccupation with alcohol or the addictive substance  
• Inability to resist, control, or stop the drinking or other addictive behavior Increased tension prior to drinking or other                         
addictive    behavior  
• Frequent and progressive involvement with drinking or related behavior  
• Inordinate amount of time spent on drinking or related behavior  
• Progressive deception and dishonesty regarding addictive behavior  
• Drinking or using drugs to the neglect of job, school, family, church, etc.  
• Pleasure while experiencing addictive behavior  
• Continuation of drinking or related behavior in spite of problems posed (Robert L. Menz, A Pastoral Counselor’s Model for   
Wellness in the Workplace, p.125)  

 
In cases of severe and prolonged alcohol or drug addiction, initial treatments should focus on medical treatments aimed at 
detoxification and withdrawal symptoms and restoring physiological balance after protracted alcohol and/or drug binges. 
Withdrawal may include agonizing hangovers, delirium tremens, and alcoholic psychosis with hallucinations. These result from 
the withdrawal of alcohol and/or drugs from the body after it has adjusted biochemically to their presence in the system. They are 
painful and frightening symptoms that generally have been dealt with through the self-medication of getting more alcohol into the 
system. It is essential that the body become rid of the toxic effect of the overuse of addictive substances, no matter how much it 
demands their repeated use. Detoxification and withdrawal should take place under medical supervision, preferably in a special 
unit designed for that purpose. This phase usually lasts a few days, and it should be followed by treatments aimed at physical 
rehabilitation and restoring the physical health to the addicted person who is likely to be suffering from such ailments as malnutrition, liver 
disease, and polyneuropathy.  

 
Psychotherapeutic treatment, preferably including AA, is introduced to seek to keep the addictive cycle broken, and thus maintaining sobriety so 
that other therapies can be utilized. Further treatment seeks to address the psycho-social-spiritual dimensions of the addiction through group and 
individual therapy by qualified professionals. Emerging sobriety can be accompanied by considerable levels of anxiety, depression, guilt, anger, 
shame, and related emotional responses, and qualified counseling and psychotherapy can be valuable if not essential once sobriety has been 
stabilized and maintained for an adequate period. It is usually very important for the counseling phase to include marriage and family counseling 
if the addicted person is in those relationships. Recovery is a critical phase of family relationships since everyone has to learn new ways of being 
family. Divorce following sobriety is not unusual. Counseling therapy with a skilled and qualified Pastoral Counselor, or other qualified 
professional who understands addictions and recovery, can be invaluable for many alcoholics and other addicts in combination with 12-step 
programs such as AA.  

 
Professionals and programs that take seriously the spiritual component along with the other components of addiction tend to be the most trusted 
referrals for a pastor or other congregational minister to make, usually for good reason. Howard Clinebell, in his revised and enlarged book, 
Understanding and Counseling Persons with Alcohol, Drug, and Behavioral Addictions, writes that “therapy aims not at deep 
unconscious problems, but at helping people in recovery improve their chances to achieving long-term productive sobriety — things such as 
accepting that they really are addicted, learning how to resolve or handle disturbing feelings constructively, doing an in-depth moral inventory, 
and changing their ways of relating so that the old guilt-isolation-shame-anger spiral does not trigger the runaway symptom of a slip. 
Furthermore, therapy needs to help addicts move ahead on the personal and spiritual growth pathway that leads to a new way of life based on 
inner strengths and healthy relationships rather than alcohol, drugs, or compulsive activities” (pp. 327-328).  



 

3.               Be aware that possible indicators of the disease may include, among others: marital conflict, family 
violence (physical, emotional, and verbal), suicide, hospitalization, or encounters with the criminal justice system.  

 
The indicators of alcoholism and other addictions are varied and many. They impact not only the addict but also a wide circle of persons 
who are negatively impacted by the addictive behavior, as well as society as a whole. The shear numbers are astounding. The drain on family, 
social, health, educational, law enforcement, and justice systems is enormous, not to mention the economy. The persons who are part of all these 
human systems are also part of religious community systems and are vulnerable to the impact of addiction just as are all others. Congregations 
can ignore the problem and engage in the same kind of denial typical of an addicted person, they can make the problem worse by judgmental 
and prejudicial attitudes, or they can address the problem with compassion by seeking to understand addiction in its many forms and behaviors 
and minister to the addicted person as a child of God who needs love informed by accurate knowledge and awareness of relevant caregiving 
skills.  

 
The following facts about the fallout from alcohol addiction need to be understood by all concerned persons and communities:  

 
• An estimated 14 million Americans are addicted to the drug alcohol or suffer from serious problems related to alcohol use. This conservative 
figure does not include many early-and-middle-stage alcoholics who are mislabeled problem drinkers or abusers. Many experts in the 
alcoholism field believe the number may be as high as 20 — 25 thousand.  
• Alcohol and alcohol-related problems drain more than $166 billion yearly from our economy.  
• Every year more than a 100,000 Americans die from alcohol-related causes.  
• In 1998, 15,935 people died in alcohol-related traffic accidents in the U.S., an average of 44 every day (nearly two deaths per hour) and 308 
per week — the equivalent of two jetliners crashing every week. These deaths represent 38.4 percent of the total 41,471 traffic fatalities.                 
• Alcoholics are five times more likely than others to die in motor vehicle crashes. One out of every 280 babies born today will die in a crash 
with an intoxicated driver.  
• Alcohol is associated with 47 to 65 percent of adult drownings and half of all boating accidents; alcoholics are sixteen times more likely than 
others to die in falls and ten times more likely to become fire or burn victims.  
• Up to 40 percent of industrial fatalities and 47 percent of industrial injuries can be linked to alcohol consumption and alcoholism.  
In 40 percent of all fatal pedestrian accidents, the driver, pedestrian, or both were intoxicated.  
• Thirty-seven percent of rapes and sexual assaults, 15 percent of robberies, and 27 percent of aggravated assaults involve alcohol use by the 
offender.  
• More than half of all incidents of domestic violence involve alcohol, with women most likely to be battered when both partners have been 
drinking.  
• At the end of 1996, more than 1.7 million American adults were behind bars and 80 percent — 1.4 million men and women — were considered 
“seriously involved” with alcohol and other drugs. Among these 1.4 million inmates are the parents of 2.4 million children, many of them 
minors.  
An estimated 6.6 million children under the age of eighteen live in households with at least one alcoholic parent.  
More than half of our country’s middle and high school students drink alcoholic beverages.  
• Two of every five college students (43 percent) are binge drinkers (drinking five or more drinks at a time in the previous two weeks) while 
four out of five (81 percent) of those living in fraternity or sorority houses are binge drinkers. Among students who drink, 52 percent say a 
major motivation was “to get drunk.”  
Almost half of all college students who are victims of campus crimes said they were drinking or using other drugs when they were victimized.  
• Forty-seven percent of people admitted to hospital emergency rooms have positive blood alcohol levels; in the great majority of cases, the 
patient is treated and discharged with no effort to diagnose or treat the underlying alcohol problem.  
• Alcoholism among certain minorities — Latinos, Asians, and African-Americans, for example — is increasing, due in large part to aggressive 
“target marketing by the liquor industry. Among Latinos, for example, chronic liver disease and cirrhosis are the sixth and seventh leading 
causes of death (compared to the ninth leading cause of death in the general U.S. population); 12 percent of Latino homicide victims are killed 
in bars. (Beyond the Influence, pp. 8-10)  

4. Understand that addiction erodes and blocks religious and spiritual development; and be able to effectively 
communicate the importance of spirituality and the practice of religion in recovery, using the Scripture, traditions, and 
rituals of the faith community.  
“The disease of alcoholism is as toxic to the soul as it is to the liver or the brain,” say the authors of Beyond the Influence: 
Understanding and Defeating Alcoholism. The impact of addiction on one’s spirituality and faith system is enormous. Spirituality 
and faith are sometimes seen as a separate compartment in personality, only minimally related to the rest of the self. Nothing 
could be further from the truth, and becoming aware of the life stories of many alcoholics and other addicts makes it clear that 
addiction dramatizes the reality of the toxic nature of addiction to the spiritual center of personality. AA cofounder Bill Wilson 
became convinced of that in his own experience with alcoholism, saying “We must find some spiritual basis for living, else we 
die.” Bill W. was influenced by the Swiss psychoanalyst Carl Jung, who took seriously the central importance of spirituality in 
one’s personality development. In a letter to Bill W. in 1961, Jung referred to one of his patients, an alcoholic named Rowland H.,  

 



 

saying: Rowland’s craving for alcohol was the equivalent, on a low level, of the spiritual thirst of our being for wholeness, 
expressed in medieval language, the union with God.... You see, “alcohol” in Latin is “spiritus” and you use the same word for 
the highest religious experience as well as for the most depraving poison. The helpful formula therefore is: spiritus contra 
spiritum. Jung believed that the spiritual nature and capacity of personality holds the key to recovery from alcoholism. Bill W. 
believed that alcoholism is directly related to looking for “God in a bottle.”  

 
One of the important dynamics of personality development is connecting with others at meaningful levels. Mature spirituality and 
faith values move us into positive and supportive relationships with others, and these connections nurture our souls. Addiction to 
alcohol or any other substance or behavior creates disconnections in our relationships with family, friends, co-workers, and the 
larger community. Addiction creates loneliness and narcissism. Whereas drinking behavior may initially be used for social 
purposes, when it becomes excessive and compulsive at any level it eventually becomes anti-social and anti- relational. Addiction 
is a psychic cave into which the person withdraws and hides from the demands, expectations, and benefits of both the outside 
world and deep interior of the soul in its connection with God and with others. The other cofounder of AA, Dr. Bob Smith, stated 
that the spiritual approach was as useless as any other you soaked it up like a sponge and kept it to yourself (Beyond the 
Influence, p. 194) This is an important awareness for all who are seeking a spiritual path. Recovering alcoholics frequently find a 
spiritual community in AA groups that is greater than any they have found in church because they experience not only a 
remarkable degree of acceptance, but also the need to give to others what they have found for themselves in recovery.  

 
Many persons in religious communities assume that alcoholism and other addictions are problems only for those outside 
communities of faith. Not so. Every congregation of almost any size will have within it persons who are either actively addicted 
or who are being or have been negatively affected by addiction within the family. Moreover, clergy are by no means immune 
from alcoholism and other addictions themselves, especially behavioral addictions such as compulsive religious practice or sexual 
addictions such as pornography. Hidden from view in a pastor-congregation conflict may be alcohol or other addictions which 
distort reality, interfere with relationships, undermine trust, and damage communication. Therefore, it is in the best interest of all 
concerned, inside and outside of religious communities to give close attention to addictive processes and the danger they pose for 
one’s spiritual life and development.  

 
The importance of the spiritual dimension in one’s life and in recovery from alcoholism has been successfully maintained in AA 
due to several factors. One factor is the “Higher Power” recognition which is based on experiential reality rather than doctrinal or 
sectarian debates. Theology is not argued, it is lived. God is referred to as the Higher Power, or God “as you understand him,” to 
keep it experiential and avoid doctrinal debates that could become divisive and distractive. Another is the emphasis on self-
examination, through a moral inventory of oneself, rather than judgments about others. A third factor is the emphasis on 
confession and restoration where appropriate and possible. Much of the life of an alcoholic is a lived lie. To disown the lies in 
one’s life and move into truth and openness is a profoundly spiritual experience which requires courage and transformation that is 
renewed on a daily basis, 24 hours at a time. The church can learn a lot from the experience of AA as a redemptive organization. The 
church also has a lot it can give to recovering alcoholics in AA.  

 
The concept of surrender is a major dynamic in AA. Recovery is based on giving up that to which one has come to value above all else, 
beverage alcohol. A core theological problem in alcoholism or other substance addiction is that of idolatry. The substance itself has become an 
idol which consumes the life of the addict while being consumed by the addict. Realistic, faith based dependency upon God is replaced by 
unrealistic, fear based dependency upon the substance of alcohol. This critical dysfunction has to be radically changed, and many alcoholics find 
sobriety through the dramatic change of a conversion experience. This may be either psychological conversion in which spiritual interpretations 
are absent, or a spiritual conversion in which the psychological factors are secondary if seen at all. The surrender reaction is a powerful process 
that can be either sudden or gradual, and it is one that needs careful understanding and a sensitive response.  

 
A significant part of what must be given up is the pride system of the active alcoholic, the part of the self that feels no need for help and rejects 
attempts to provide help. In a healthy, transformational conversion experience, the pride system is surrendered and replaced by humility, 
confession, and openness to others. However, the pride system can be retained within the personality and transferred to spiritual pride which 
may be just as alienating and obnoxious to others as the alcoholic pride had been. A role of the clergyperson in working with someone who has 
experienced a dramatic conversion is to help them understand this tricky part of the transformation and avoid the trap of a retained rather than 
redeemed pride system. Thus, the outcome of their conversion will be much happier for themselves and certainly for others.  
An in-depth clinical study of conversion experiences of a sampling of twenty alcoholics, conducted by C. Roy Woodruff, Ph.D., and published 
in his book, Alcoholism and Christian Experience, reveals four categories of experience into which alcoholic conversions tend to fall. They 
are as follows:  

 



 

 

 
1. Psychosocial Conversion — The conversion phenomenon is not limited to religious concepts. It is also a psychological process that can occur 
apart from a religious interpretation. In this experience, the individual is transformed both in self-concept and in relationships with others. It is a 
horizontal, as opposed to a vertical, experience. There is a sense of release and a new direction in life, but no conception of a transcendent power 
entering one’s life. Alcoholics in this category spoke of the felt need to learn more about God. It is possible for this psychological experience to 
be re-interpreted later as a spiritual experience.  

 
2. Restrictive Christian Conversion — This is an explicitly Christian conversion in which the individual experiences a divine-human encounter 
and organizes his life around Jesus Christ. However, he is restricted to a legalistic, rigid set of spiritual rules that he must follow, if he is to 
remain sober, while also insisting that others follow them as well. There is a change in relationships with others, but not a total change. He 
cannot tolerate others who do not agree with him. His experience is used as a norm which is imposed on others. He becomes the teacher about 
religious experience and is not open to new learning about himself. The alcoholic pride system is transferred to a religious pride system. In some 
cases, this person qualifies as a “religious fanatic”, as described by Eric Hoffer, in The True Believer, as a person who adopts a faith of love 
and humility but becomes neither loving nor humble.  

 
3. Limited Christian Conversion — In this category, there is a consciousness of sin, an expressed need for God’s help, and a turning toward God. 
However, the individual’s experience is one of intellectual belief and lacks personal commitment to behavioral changes such as sobriety. He 
professes a belief in higher values but cannot give himself to those higher values. The surrender response is essentially lacking. He may lead a 
double existence, perhaps drinking excessively during the week and remaining sober on the weekend to attend church and even take a leadership 
role in the congregation.  

4. Comprehensive Christian Conversion — Whereas each of the first three conversion experiences has something significant that is lacking, this 
experience is complete, or “comprehensive.” A deeply felt, Christ-centered experience, comprehensive conversion is total, transforming, 
releasing, and transcendent. It involves a total response of faith and not a partial response of either religious hyperactivity or spiritual inertia. As 
an experience with holistic dimensions, it breaks the power of compulsion, both to alcohol and to proud religiosity. The self is experienced as 
shared, honest, and worthwhile. The individual remains open to new learning about the self, about relationships, and about God. Whereas the 
first three experiences, among those in the research sampling, may or may not involve AA, comprehensive conversion generally does involve 
AA in conjunction with participation in a congregation. A recovering alcoholic with this experience can be a great resource and advisor to a 
congregational minister in extending pastoral care to other addicted persons in the congregation. (Alcoholism and Christian Experience, pp. 
23-48)  

 
The use of scripture is an important part of assisting an addicted person who is seeking a spiritual path to recovery and sobriety. This will vary 
based on the context of the religious tradition out of which one is operating. However, there are some points of awareness that apply to a large 
variety of traditions. A primary point is that scripture should be used in ways that value the individual and show God’s love, grace, and 
transformational concern for the addicted person. Passages from the Wisdom Literature and the Psalms speak right to the need and feeling 
experienced by addicted persons. In an appeal for wisdom in how to live effectively, Proverbs 4:7 reads, The beginning of wisdom is this: 
Get wisdom, and whatever you get, get insight. Scripture should not be used to condemn, judge, and alienate. Addicted persons generally 
take care of that on their own. What they need to hear are words of hope, encouragement, invitation, and forgiveness. The story of the prodigal 
son, for example, is a powerful portrayal of God as a waiting father who wants to welcome us home and to restore us to a right relationship with 
him (Luke 15:11-32).  

 
Scripture can be used effectively in regard to attitudes in the religious community toward the addicted person. For example, the Apostle Paul, in 
Galatians 6:1-5, speaks of the dynamic tension involved in community and individual responsibility. He says that we must bear one another’s 
burdens and that, at the same time each person must bear his own burdens. In other words, responsibility for one’s neighbor and responsibility 
for oneself must coexist. This is true of our attitudes toward the alcoholic. For everyone else to bear the alcoholic’s burdens without any 
expectation that he or she is taking responsibility for oneself would be as inadequate an attitude as completely forgetting him and saying he 
should look after himself. Creative assistance to an alcoholic arises out of attitudes that blend both dimensions of responsibility, care for others 
and care for self.  

 
Understanding and awareness of the addictive process is a fundamental beginning point for caring for addicted persons. Jude 1:10 says, “These 
persons abuse everything they do not understand. . .  

 

Religious leaders and communities need to convey four basic attitudes toward the alcoholic. The first is acceptance. Acceptance is the doctrine 
of grace practiced in interpersonal relationships. It is what Carl Rogers, an influential psychotherapist, named “unconditional positive regard.” 
The alcoholic must be accepted for who and what he or she is. Jesus demonstrated the power of paradoxical intention. By accepting persons as 
they are, we give them the incentive to become what they can be. The second attitude is redemptive judgment. To be non-judgmental does not 



 

mean that no judgment ever takes place. To make a realistic appraisal of a person, their behavior, and their life situation is to make a form of 
judgment. However, the judgment should be based on understanding, love, and reality, and not on old prejudices, condemnation, and rejection. 
One’s judgment should have a redemptive quality of grace as well as a redemptive intent for change.  

 

 
A third attitude is disciplined love. Disciplined love does not act out of a compulsive or a “do-good” attitude. Disciplined love is willing to 
suffer with and alcoholic if that is what it takes. It does not bail someone out of all troubles and nourish childhood dependency. It understands 
that the alcoholic must be open to help if help is given. In the past that meant that the addicted person must hit bottom in order to be ready to 
receive help. That is, he or she must reach the lowest point in their own frame of reference, the point at which they can go no further down. 
However, with the introduction of direct intervention, described in the next competency, those who know and care about the alcoholic can, 
under the guidance of an experienced therapist/interventionist, raise the bottom so that a crisis is created for the alcoholic without waiting for it 
to happen due to natural consequences of behavior, when it could be too late. During this phase prior to treatment intervention, pastors and other 
congregational caregivers may best spend their time and energy supporting and caring for the family. This leads to the fourth attitude, which is 
awareness of limitations. While the religious community needs to mobilize reasonable resources to help the addicted person, it should realize 
that it cannot do everything. Other caregivers need to be involved. Medical care is needed. The rich resources of AA and recovering alcoholics 
are needed to help with the problems they know so well. Referral to treatment programs and therapists is needed. Prayer is a resource which 
allows us to reach beyond our own limitations and turn the person over to God while doing what our limits will allow.  

 
The traditions and rituals of the faith community are of value to an addicted person when they reinforce acceptance, redemptive judgment, 
disciplined love, and awareness of limitations and use of other resources. Religious/spiritual dynamics that are relevant to an addicted person 
include the following:  
• The variety of spiritual experiences  
Pride and humility  
• Surrender and submission  
• Shame and sin  
• Confession and forgiveness  
Loss and recovery of hope  
• The nature of early religious training  
• The perception of the work of the Holy Spirit  
• The problem of identity  
• The problem of meaning  
• The need for harmony of values and behavior  
• The role of family history and family responsibility  
(Ibid., pp. 49-77)  

5. Be aware of the potential benefits of early intervention to the:  
       • addicted person  
       • family system  
       • affected children  

 
As in any disease, treatment and recovery in addiction is best achieved when the intervention occurs early in the disease process, before too 
much damage has been done to restore the person to full or reasonable capacity for function. In alcohol and other substance addictions, 
intervention has become an accepted and generally supported way of getting the person into treatment, although it is not without its critics. The 
primary requirement for a successful intervention is that it be done well by family members and/or close friends who care enough about the 
alcoholic to join together, get trained by an experienced professional, and confront the alcoholic with his/her self-defeating and destructive 
behavior. The goal is to get the person to agree to go from that place at that moment to a prearranged treatment facility, whether he/she wants to 
or not. Excuses and rationales are not accepted. It is a tough love kind of approach that was introduced by Vernon E. Johnson, a recovered 
alcoholic and founder of the Johnson Institute, in his well-known book, I’ll Quit Tomorrow. Although confrontive, intervention can be 
achieved with gentle concern and kind firmness, respecting the addicted person as a person while portraying the reality of his/her damaging and 
progressive disease. Johnson stressed early interventions. He wrote, “Late treatment of this acute multiphasic disorder can be, and all too often is, 
too late; premature death occurs. Early intervention is a must. Earlier intervention means less destruction to the chemically dependent person’s 
life and body. More important, it produces a greater likelihood of recovery.” (p. 43)  

 
Formal interventions usually involve several weeks of planning and preparation, led by a qualified counselor who will guide them through the 
process. It is important that addiction education be given to the family and friends involved so that they will fully understand why it is that they 
are intervening in the addicted person’s life in this way. It is literally to save the life, and everyone must be convinced of that reality. The 
planning culminates in a face-to-face meeting with the alcoholic, where specific facts are pointed out. Katherine Ketcham, William Asbury, et. 
al., summarize the essential elements of an intervention as follows. 



 

 
1. The facts and data must be presented by people who are close to the alcoholic or exert a powerful influence on the alcoholic’s 
life —family members, friends, bosses, supervisors, coworkers, physicians, clergy members, and so on.  

 
2. Specific firsthand evidence is especially convincing. The most powerful evidence is, in alcoholism expert Vernon Johnson‘s 
words, “descriptive events which have happened or conditions which exist. “Opinions and generalizations (“You drink too 
much,” “You have to quit “) should be avoided.  

 
3. Everyone involved in the intervention should avoid moral judgments and any tone 0/censure. All the/acts presented should be 
used to support the reasons why the family members and friends are concerned. Here is an example: “Jane, three weeks ago this 
Saturday you insisted on driving Alison and her friend to a slumber party. You had been drinking wine all afternoon. I tried to 
take your keys away, but you became very upset, yelled at the kids to get in the car, and drove off I waited in agony/or to come 
home, scared to death that you would all be killed in a car wreck I know how much you love your children and how devastated 
you would be f anything happened to them. I want you to get well. We all want you to be healthy again.”  

 
4. Whenever possible, the/acts should center around the use of alcohol; highlighting the contradictions or conflicts in values 
caused by drinking makes your point even stronger. Here’s an example: “You are so gracious and living when you’re sober, 
Mom, but when you drink, you’re a completely different person. I know you would never even think of hitting me when you ‘re 
sober. Last Wednesday, though, you got so drunk that you slapped me several times. I still have bruises on my/ace.”  

5. Vivid details are particularly effective, for they give the alcoholic a wide-screen view of his or her behavior at a particular 
point in time. Videotapes and home movies taken when the alcoholic is drinking and intoxicated are very convincing, for they 
leave no room for denial. (Beyond the Influence, p. 138)  

 
The facts should be carefully gathered and lovingly presented. In her autobiography, The Times of My Life, former First Lady 
Betty Ford reveals the process of the intervention which her family did with her. After describing what she recalled being said, 
she says, “All of them hurt me. I collapsed into tears. But I still had enough sense to realize they hadn’t come around just to make 
me cry; they were there because they loved me and wanted to help me.” (Ibid., p. 139) This is the attitudinal outcome that is 
hoped for, in addition to the person entering treatment.  

 
There are various ways the interventions occur, including informal interventions which are more spontaneous and have the 
purpose of reality feedback, with the hope that the addicted person will finally get the message and will seek help. Bill W. stated 
that it is a waste of time trying to persuade or force an alcoholic to stop drinking unless he/she has reached the point of wanting to 
stop on their own. So, there are varying perspectives on the matter. However, it is becoming more evident that strategically 
planned and sensitively conducted interventions can provide a therapeutic breakthrough which interrupts the downward spiral of 
the alcoholic’s behavior.  
 

Family Intervention  

 
Just as recovery is a process for the addicted person, so it is for the family. Alcoholism is not a solitary illness. It affects all those 
who are in contact with the alcoholic. Families generally collude, sometimes for years, with the alcoholic member, to cover up the 
addictive behavior. This is referred to as co-dependency, behavior which actually reinforces excessive drinking in the alcoholic or 
other drug dependent person. Families are generally unaware of how their denial and collusion is furthering the damage. Co-
dependency is desperate way of trying to cope with an increasingly disastrous situation. Many families do the best they know how 
to do. They just need to learn how their behavior reinforces the problem rather than deals with it. To do so, some form of 
intervention may be needed for the family, especially the spouse. Alcoholism usually has strong negative effects on marital 
relationships. Again, the earlier the intervention the better.  

 
One dynamic of families of alcoholics is a pervasive sense of powerlessness, so an initial purpose of family intervention is to help 
the family members become empowered by understanding what is happening to all of them, where help is available, and what 



 

they need to do to confront and change their life situation. Generally, a well informed and trusted pastor or other congregational 
minister is the ideal person to initiate a family intervention, but it may be wise to have another trusted person involved as well. 
Referral to a qualified family therapist, while remaining in contact as a supportive person, may be the best strategy for a 
congregational minister. Awareness of both strengths and limitations is needed in these situations. When families become 
involved in an intervention for the alcoholic member, they may begin to feel the empowerment that they have been lacking. 
Treatment programs often require family involvement in the therapy process for the alcoholic member.  
 

Living with a non-recovering alcoholic in the family can contribute to stress for all members of the family. Each member may be 
affected differently. Not all alcoholic families experience or react to this stress in the same way. The level of dysfunction or 
resiliency of the non-alcoholic spouse is a key factor in the effects of problems impacting children.  
 

Affected Children  

 
One out of every four children lives in an addicted family. The impact of growing up in the family with an alcoholic parent has 
enormous effect on children. Children are very vulnerable and are highly influenced by the dynamics of family living. Studies and 
therapy with adult children of alcoholics reveals how growing up in addicted families distorts reality and interferes with a child’s 
developmental process in almost every  

area of their lives. The constant adaptations to the dysfunction in the family leave a child always feeling unsure about what 
normal is, and this shows up in their own adult years and relationships and affects their self-esteem, intimate relationships, ability 
to trust, and overall mental health. The National Association for Children of Alcoholics (NACQA) publishes the following points 
which are important for religious communities to know.  

 
Based on clinical observation and preliminary research, a relationship between parental alcoholism and child abuse is indicated in 
a large proportion of child abuse cases.  
• Children of alcoholics exhibit symptoms of depression and anxiety more than children of non- alcoholics.  
• Children of alcoholics experience greater physical and mental health problems and higher health care costs than children from 
non-alcoholic families.  
• Children of alcoholics score lower on tests measuring verbal ability.  
• Children of alcoholics often have difficulty in school.  
• Children of alcoholics have greater difficulty with abstraction and conceptual reasoning.  
• Children of alcoholics may benefit from adult efforts to help them.  
• Children of alcoholics can be protected from many problems associated with growing up in an alcoholic family.  
(NAC0A, Children of Alcoholics: Important Facts)  

 
Clergy and other pastoral ministers have the opportunity to sensitize and educate volunteer teachers and workers in children’s 
religious education and day-care programs, as well as week-day church sponsored schools, about the indicators of possible 
addiction in family units based on identified behaviors of children.  

6. Be aware of appropriate pastoral interactions with the:  
• Addicted person  
• Family system  
• Affected children  
 

Addicted Person  

 
The pastoral care of an alcoholic or other addicted person can be a challenging and sometimes frustrating experience. It is easy to 
feel overwhelmed with the magnitude of the need and the manipulation of the addicted person. There is a temptation to withdraw 
and avoid a relationship with this person. By following certain principles, however, relating to an addicted person can be a 
rewarding ministry.  



 

 
Try to understand them and avoid irritation or disgust. The alcoholic is used to having persons disgusted with them. If you 
follow suit, then you are included with all the others who “don’t understand.” An alcoholic will often use irritation to keep people 
away from him and at a safe distance.  

 
Expect them to lie, but never accept the lie. Lying is one of the symptoms of his illness. The truth may be painful, but to accept 
a lie is to deny reality and support him in his drinking.  

Never let them promise you they will quit drinking. Most alcoholics have “quit” a number of times. If he promises you he will 
quit and then does not, his guilt may cause him to break his relationship with you. It is a good rule not to accept any promise from 
him.  
 

Do not preach at them, scold them, or tell them they ought to join a church and be baptized. The alcoholic scolds himself daily, 
and he may have been baptized several times already. You may offer and invitation to church, but if you push you might push 
them away. In the early stages of a relationship, it is precarious at best. If the alcoholic is not attending an AA group, suggesting 
and even arranging for that to happen may initially be a more important invitation than church.  
 

Show genuine interest in them. Addicted persons are very sensitive and will discover quickly how much you care. Your concern 
may be a stepping stone to finding the concern and love of God and a community of faith.  
 

• Do not ask them to take on responsibility in the church in the early stages of sobriety. More than one converted alcoholic has 
been asked to speak on their conversion experience and has shown up drunk. It may have been a fear of people that reinforced 
excessive drinking in the first place. To put a burden of responsibility on the addicted person before they are secure in their 
sobriety may be too much too soon. Be sensitive to the need for a gradual recovery. Do not expect him to be a new person all at 
once.  
 

• Above all, be honest. Pretense and deception is the alcoholic’s game and they can beat anyone at it. They can quickly spot it in 
anyone else. Honesty, patience, and genuine understanding are things an alcoholic needs most. A conscious effort to recognize 
both harmful and helpful attitudes and a critical evaluation of one’s own attitudes is a necessary first step in accentuating the 
positive and eliminating the negative.  

Cases of Pastoral Response  

 
In the research conducted by C. Roy Woodruff, three cases illustrate the variety of ways in which ministers responded to 
alcoholics in their congregation. The case of Mrs. Simmons points out the negative response of a pastor. The pastor had 
previously confronted Mrs. Simmons regarding her excessive drinking. At that time, she resented his intrusion into her life. 
However, Mrs. Simmons later hit bottom. She sought help through AA and experienced a sudden spiritual conversion. Having 
found sobriety, she returned to her pastor to talk with him about her experience. The pastor completely rejected her experience. 
He told her that AA was a substitute for one’s faith in God and the church. He also discounted any sudden religious experience as 
merely evidence of emotional insecurity and instability. Mrs. Simmons was crushed with the authoritarian, rejecting attitude of 
her pastor. When she refused his help in her illness and found help through AA and the grace of God, he rejected her and the 
validity of her experience. He demonstrated no understanding or positive regard for his parishioner. She moved to another church 
where she found understanding and acceptance. Other alcoholics commented on this disturbingly common kind of pastoral 
rejection.  
 

The case of Mr. Kemp illustrates a different pastoral role. This man was active in his church. He thought he was hiding his 
addiction from his pastor. Neither he nor the pastor ever mentioned it to each other. However, after surrendering to his Higher 
Power, experiencing transformation through a spiritual conversion, and gaining sobriety, he discovered that for the previous few 
months, his wife had been in regular contact with the pastor. She had been supported and comforted by the pastor’s concern and 
understanding. Mr. Kemp was deeply appreciative of the pastor’s “behind-the-scenes” help, and his sought out the pastor as soon 
as he had moved into recovery. The pastor encouraged Mr. Kemp to become identified with AA, and he offered his friendship and 



 

counsel in any way he could be of help. This pastor demonstrated the wisdom of letting the alcoholic take initiative toward him. 
In the meantime, he was actively engaged in a ministry of supportive counseling with the wife. He was aware of his own 
limitations, the needs of the alcoholic, and the availability of community resources. Pastoral pride did not interfere with is 
willingness to give spiritual support and guidance.  
 

A third case, that of Mrs. Pope, shows another understanding but more directive role of a pastor. Mrs. Pope’s pastor knew of her 
alcoholism and had talked with her about it. He was patient, and his visits did not threaten her. Two weeks after Mrs. Pope had a 
transformational spiritual experience, the pastor encouraged her to attend an AA meeting. She said that she would not go by 
herself. Therefore, the pastor asked her if she would go with him to a meeting. She trusted the pastor and agreed to go with him, 
so he accompanied her to her first AA meeting where he already knew some of the AA members. She found genuine acceptance 
and understanding in this group and became an active AA member. She continued to have a durable relationship with her pastor 
and attended church regularly. This pastor had formed the kind of faithful, trusting relationship with the parishioner that allowed 
him to take initiative toward her in her alcoholism, introduce her to AA, and maintain his own pastoral role with her. This is a 
vitally important role which the pastor can play.  
 

 

The case of Mrs. Simmons is an example of pastoral ineffectiveness. Pastoral care was absent. The cases of Mr. Kemp and Mrs. 
Pope exemplify effective pastoral care through different procedures. These cases indicate that no legalistic rules can be set 
concerning what a pastor should do in every case. Each person’s case is different. But, the guidelines of understanding and 
sensitivity toward the alcoholic and his family, recognition of both strengths and limitations, and the awareness of community 
resources, can apply to the pastoral role in every case of alcoholism in the congregation.  
 

The Family System  
 

If a counselor does not deal directly with the addiction and the addictive behavior, he/she will not succeed as a counselor. 
However, if the counselor only deals with the addiction and the individual behavior, success will be partial at best. It is very 
important that the family members be included in the treatment process and that the family system be identified and modified so 
that the dysfunction can disappear. An alcoholic or addictive system occurs when the family organizes itself around the issue of 
alcohol or drugs. It makes little theoretical difference who is doing the actual drinking. Everyone in the family generally modifies 
their behavior to adapt to the addiction. For example, the spouse may change their natural behavior abruptly when the drinking 
spouse comes home, not unlike the change of behavior in the addicted person. In an alcoholic system, the drinking may be said to be 
maintained by the behavior of all members of that system, and frequently also reflects longstanding behavioral patterns in the families of origin 
of the spouses. (David Berenson, MD, Alcohol and the Family, p. 289.)  

 
Many clergypersons have become familiar with the family systems work of psychiatrist and family therapist Murray Bowen, MD, 
and Rabbi Ed Friedman, pastoral counselor and marriage and family therapist. NIAAA recognizes the critical role of the family in 
addiction treatment and recovery and includes a helpful summary of a systems understanding of families in its educational 
material, as follows:  

 
The family can be conceptualized as a dynamic system that is interpretable only when its many multiple components are understood — the 
multiple components include the individual family members, the relationships between them, the family’s relationships with its ecological 
context, the family’s history (multigenerational and experience of events), and the host of internal and external forces for developmental change. 
There are several concepts that are key to a systems perspective on families.  

 
1. The family as a system is more than the sum of its parts. Family systems are composed of interdependent members whose interactions, 
dynamics, rules, boundaries, and patterns each contribute to family behavior. Individual family members affect the system as a whole, and the 
system affects individual members — there is a considerable degree of “circularity of influence” involved. 

  
2. Changes in any part of the system affect the entire system. When there are developmental or other changes in an individual family member, 




