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Executive summary

Against a background of dramatic reductions in funding for public health and social
services, faith-based alcohol treatment services play an important role in the
landscape of policy and practice. However, while the historical importance of religion
and ‘faith’ in alcohol treatment is well known, the size, scope and significance of
contemporary activities remain unclear. In order to address gaps in knowledge this
research provides a systematic and detailed study of faith-based alcohol treatment
services in England and Wales.

Key findings

e There are 135 faith-based alcohol treatment service providers representing
over 300 groups/projects/initiatives/courses in England and Wales. There is
clustering of organisations in larger urban areas and small towns, with rural
services tending to be dominated by residential rehabilitation programmes.
76% of organisations define themselves as ‘Christian — other’ (non-Catholic),
with 52% of those being ‘Evangelical’. The majority of faith-based
organisations rely on funding from ‘umbrella’ religious organisations, partner
churches and charitable donations. Only a small minority of organisations
are registered with regulatory bodies such as the National Drug Treatment
Monitoring or Care Quality Commission.

e 34% of all faith-based alcohol treatment providers make religious
participation mandatory for service users, a figure that rises to 52% when
residential faith-based alcohol treatment providers are considered. Alongside
these 66 residential alcohol treatment centres provided by faith-based
organisations, there has been a notable growth in church-based franchises
running Twelve Step recovery courses.

e Against a backdrop of the combined impact of austerity, long standing
restructuring including marketisation of health services in England, and
changes in UK government policy, faith-based alcohol treatment is filling the
gaps’ not covered by national charities, private sector companies, or
statutory funding. Despite the stated desire for secular and faith-based
alcohol treatment service providers to work together, there remains
significant suspicion with regards to evidence-based policy and the
transparency of theology and practice, which is exacerbated by the
competitive nature of funding opportunities. More specifically, key
stakeholders and some faith-based alcohol treatment providers expressed
concern about moral and judgmental views on alcohol; lack of expert
knowledge and experience; lack of registration with regulatory bodies; clarity
over ethics, theology and practice; and lack of safeguarding and equality and
diversity knowledges and training.

e Service user accounts of faith-based recovery are diverse, with significant
positive and negative experiences. Singing, prayer, faith and spirituality
featured heavily in service user positive accounts of recovery. ‘Faking it’ and
‘playing the game’ were also seen as a widespread and pragmatic



engagement with group practices of prayer and worship. Our research
suggests the need for a more effective assessment of the function and
impact of both conscious and implied proselytisation that takes into account
power dynamics within faith-based alcohol treatment.

e Service users often have sophisticated knowledge regarding pathways to
treatment and provision and services in both secular and faith-based alcohol
treatment, and their voices should be foregrounded in reviews of practice
and policy.

Recommendations

e Transparency: faith-based alcohol treatment service providers should make
public and easily accessible details of the ways in which theology and
religious teachings inform the organisational ethos and day-to-day activities;
clear guidance on the role of ‘faith’ and ‘spirituality’ as a putative active
ingredient of treatment; clarify and define justification, processes and
outcomes of ‘disciplinary’ processes; offer clear routes, and responses to
service-users to make ‘complaints’; monitor the socio-economic
backgrounds of service-users and outcomes of treatment; offer details of
expertise and training of staff and volunteers; ensure that all staff and
volunteers undertake equality, diversity and safeguarding training.

e Monitoring and regulation: all faith-based alcohol treatment service
providers should provide data on their activities and outcomes to the
National Drug Treatment Monitoring System (NDTMS). The Care Quality
Commission (CQC) or Care Inspectorate Wales (CIW) should ensure that
faith-based alcohol treatment service providers are fully informed about
criteria for registration?.

e Ethics, care and theology: faith-based alcohol treatment service providers
need to develop a more sophisticated understanding of the function and
impact of both conscious and implied proselytisation with more attention
being paid to power dynamics within faith-based alcohol treatment. Greater
care should be given to spiritual autonomy of individuals in treatment in order
to avoid religious coercion and spiritual abuse. Practitioners should receive
professional training in alcohol dependency, addiction, and mental health.
The UK’s All-Party Parliamentary Group’s Faith and Society ‘Faith
Covenant’? seeks to promote joint working between local councils and faith-
based organisations; overcoming the reluctance of some councils to engage
with faith groups. While principles of ‘good practice’ are worked out at a local
level, we suggest this must go further than a commitment on the side of
faith-based organisations not to engage in proselytising. Rather, the voices
of current and past service users are better indicators of ‘good practice’
surrounding religious practices (including the ‘ethics’ of religious conversion).

e Diverse and culturally appropriate services: There is no typical service
user. Individuals should be able to choose from a wide range of secular,
theological and spiritual approaches in alcohol treatment and recovery,
according to their preferential worldview. Religion and ethnicity do not



straightforwardly map onto each other. Specialist services for Black, Asian
and Minority Ethnic backgrounds are important pathways for recovery for
some individuals who disclosed stigmatising experiences in other treatment
providers.

e Pathways to treatment and recovery: Public Health England and Public
Health Wales should host information on faith-based alcohol treatment
service providers alongside information about organisational approach and
what service users can expect. Guidance must be developed to support the
effective referral routes to faith-based alcohol treatment programmes. An
independent ‘myth busting’ guide should be written to aid the work of
commissioners, local authorities, and referral pathways (for instance,
probation officers) that details and explains different practices, expectations
and philosophies of various faith-based organisations.

Research design and methodology

This project adopted a multi-methods research design. Specifically, the research
included national surveys of faith-based alcohol treatment services in England and
Wales in order to establish patterns related to size, capacity, theological/practical
approaches, religious ethos and affiliation, approaches to treatment, demographic
and staffing structures, funding sources, referral routes, treatment requirements,
religious expectations and professional registration. Five organisations were then
purposefully sampled from the national surveys as case studies and qualitative
research methods were used in order to enable an in-depth investigation into the
practices and experiences of faith-based alcohol treatment through: in-depth
interviews with key national stakeholders (n=9); in-depth interviews with staff
representatives from the five case study organisations (n=11); in-depth interviews
with service users from the five case-study organisations (n=22); and participant
observation (3-5 days in each case-study organisation involving approximately 40
service users and 10 service providers).

Pseudonyms have been used to protect the identity of all individuals and
organisations mentioned in the report.
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1 Background to the study

Against a background of dramatic reductions in funding for public health and social
services, faith-based alcohol treatment services play an important role in the
landscape of policy and practice (Arie 2013). However, while the historical
importance of religion and ‘faith’ in alcohol treatment is well known (Valverde 1998),
the size, scope and significance of contemporary activities remain unclear (Nicholls
and Kneale 2015). Indeed, the role of faith-based interventions in the field of alcohol
treatment has been challenged with regards to concerns related to ‘indoctrination’,
‘proselytisation’, and associated questions of ‘ethics’, ‘good practice’ and
‘effectiveness’. This research project provides an evidence base to explore the role,
importance and efficacy of faith-based services within a broader context of policy
and practice. In doing so, we respond to challenges laid down in critical alcohol
studies regarding the need for ‘a “critical” [understanding of] ... addiction recovery’
which measures and ‘captures the multi-dimensional nature of recovery and the
views of multiple stakeholder groups, including service users, providers and funders’
(Laudet 2009 in Neale et al 2016: 32).

In order to address gaps in knowledge this research provides a systematic and
detailed study that ‘maps’ the size, scope and activities of faith-based alcohol
treatment services in England and Wales. In doing so we contribute to geographical
research that has highlighted the ways in which space and place are not passive
backdrops, but are active constituents of alcohol, drinking and drunkenness with
regards to: urban and rural public and commercial spaces; legislation, policy and
policing strategies; pub/club life and identity; drinking at home; wine production and
consumption; masculinity and femininity; ethnicity and religion; young people;
intergenerational transmission of drinking cultures; mobilities; children, childhood and
family; temperance; harm reduction; health, alcohol treatment and recovery; and
assemblages of human and non-human actors bound up in the emotions,
embodiment, and effects of alcohol, drinking and drunkenness.?

In this research, which is the first geographical study of faith-based alcohol treatment
in the UK, we draw on theoretical engagement with, and generate empirical evidence
regarding, organisational ethos, theological/practical approaches and the extent to
which faith-based services offer pathways through, or create barriers to, treatment
and recovery. The study also highlights the ways in which treatment cannot be
understood solely by focusing on ‘institutional’ spaces of service providers by
offering insights into the sophisticated role of ‘faith’ in the everyday lives of service
users within and beyond ‘formal’ contexts of treatment where the voices and agency
of service users take centre stage. This approach highlights the embodied, emotional
and atmospheric aspects of religious experience, as well as the practical ways
people construct, negotiate, perform, contest and experience the spaces, beliefs and
identities of faith-based treatment (Williams 2012, 2013, 2016). In doing so, we offer
a more nuanced understanding of the therapeutic, spiritual and regulatory
geographies of life in and around faith-based treatment spaces. The research also
adds to knowledge by creating an evidence base focused on theological
constructions of ‘addiction’. It explores how ‘faith’ is positioned as an ‘active
ingredient’ of treatment and the moral expectations and identities bound up with
diverse service users’ access to, and experiences of, treatment and recovery. In



providing an in-depth examination of the variegated experiences of service users in
faith-based alcohol treatment, the research offers a greater understanding of the
pathways (and experiences) of minority groups and hard-to-reach communities’
access to, and experience of, alcohol treatment and recovery.

Research objectives

This research asks questions of faith-based alcohol treatment by:

¢ ‘mapping’ the size, scope and activities of faith-based alcohol treatment
services; including organisational ethos, theological/practical approaches
etc. generating robust data sets to better understand the role of faith-based
services in broader landscapes of policy and practice;

» exploring the ways ‘faith’ is positioned as an ‘active ‘ingredient’ of treatment
and the moral expectations and identities bound up with service users’
access to, and experiences of treatment;

e providing an in-depth examination of the variegated experiences of service
users in faith-based alcohol treatment, paying specific attention to minority
groups and hard-to-reach communities.

Research design and methodology

This study used quantitative and qualitative mixed methods in order to achieve a
systematic and detailed study of faith-based alcohol treatment services in England
and Wales. The research project had two distinct elements.

Firstly, the research team undertook national surveys. We began with a rigorous
web-based ‘mapping’ of faith-based alcohol treatment service providers based on
contacts gathered from the websites of the Charity Commission, Companies House,
Care Quality Commission, NHS and Rehab Online. Other organisations were located
through internet searches, Twitter networks, advisory group advice, and a question
in our survey that allowed respondents to suggest similar, associated, and/or partner
organisations.* This was followed by a telephone and online questionnaire survey
collecting information regarding size, capacity, theological/practical approaches,
religious ethos and affiliation, approaches to treatment, demographic and staffing
structures, funding sources, referral routes, treatment requirements, religious
expectations and professional registration.

Our search for faith-based alcohol treatment service providers in England and Wales
revealed 135 organisations representing over 300 groups/projects/initiatives/courses.
We received 71 (53%) overall responses to the survey, with 55 (41%) full
completions.

Secondly, ethnographic case-study research included:

In-depth interviews with key stakeholders (n=9) collecting data regarding knowledge
and experience of the working practices of faith-based alcohol treatment



organisations and potential strategies/plans/barriers to increasing/improved
partnership working;

In-depth interviews with staff representatives from five case-study organisations
(n=11) engaging in detail with organisational background and ethos; practical
theology/approaches; capacity and ways-of-working; rules and expectations; funding
and governance; and perspectives on national policy and practice;

In-depth interviews with service users from five case-study organisations (n=22)
individual and group interviews were conducted with current service users to provide:
biographical information; perspectives and experiences of treatment programmes,
including views on structure, ethos, effectiveness and support; changing relationship
to religion and personal spirituality; practical theology of addiction, and
understandings of, and relationship to, alcohol;

Participant observation (3-5 days in each case-study organisation involving
approximately 40 service users and 10 service providers) gathering data on staff and
residents’ interaction as well as experiences and participation in day-to-day rhythms
of the treatment programmes. During this time, the research generated a deeper
understanding of the ways service users from different religions/faiths, with diverse
socio-economic backgrounds, experience treatment.

The case study organisations were purposefully sampled and recruited from our
national survey, chosen as representative of the diversity of faith-based alcohol
treatment in England and Wales. They include a large ‘mainstream’ Christian faith-
based alcohol treatment organisation as well as those focused on working with
minority groups often deemed to be hard-to-reach and under-researched (Valentine
et al 2009; Antin and Hunt 2013).

The case-study organisations are:

The Siloam Pool - an evangelical organisation located in the English Midlands who
believe that addiction can be tackled through ‘faith in God’. The Siloam Pool provides
abstinence-based long-term residential (+6 months) and short-term residential (0-6
months) programmes. These include individual and group counselling, vocational
and ‘life skills’ training and support; non-medicated detoxification and mandatory
religious involvement. In the last 10 years, Siloam Pool has grown from twelve
bedrooms to a current capacity for 57, and staff have grown from four to over 30.
Research predominantly took place in a long-term residential house that has around
30 residents.

The Sanctuary - is a residential ‘harm-reduction’ programme run by a Christian
charity located in the North East of England that provides supported accommodation
for men who are alcohol dependent. Residents are permitted to drink alcohol in
communal areas under supervision in order to create a safe environment to drink in
moderation. Staff are present 24 hours a day and aim to support residents to reduce
their alcohol intake. Tailored support plans encourage residents to move to find
homes and employment. The Sanctuary’s other services include a homeless day
centre, emergency accommodation, abstinence-based residential units (16 beds
across several houses) and a 15-month long recovery programme based on



Cognitive Behavioural Therapy and Twelve-Step principles. A peer-led structured
programme consists of three days a week of therapeutic group work and two days
volunteering in housekeeping, catering, retail, maintenance and gardening in order to
build employability and life skills.

Open Circle - is a multi-faith, peer-led, abstinence-based alcohol recovery support
service for vulnerable adults and families from Black, Asian and Minority Ethnic
communities located in the English Midlands. Working collaboratively with GPs, local
services and other appropriate healthcare providers, the programme offers
education, training and volunteering, as well as help to access housing and
employment seeking. Open Circle currently work with 60 service users.

Kimberly House (part of an international Christian social service organisation) - is
located in the South West of England and offer specialist residential rehabilitation for
people with substance misuse including both abstinence and harm reduction
services. The residential abstinence based programme is short term (0-6 months)
and includes counselling and a Twelve Step route to recovery. Religious involvement
is not mandatory, however, ‘a time of daily spiritual reflection from a variety of faiths,
is expected.’

Restoration Course - is a Christian, Twelve Step, abstinence-based programme for
people struggling with addiction. There is both online support and meetings at
venues nationwide. At local meetings, service users are given a hot meal followed by
presentations and small group conversations. The programme is wholly staffed by
volunteers who are ‘in recovery’ rather than professionals or trained counsellors
(although some volunteer leaders are trained counsellors) who also provide links to
local debt charities and other services such as mental health, GPs, etc.

Beyond evidence collated for the database of faith-based alcohol treatment
organisations, all individuals and organisations taking part in the national survey and
case study research have been given a pseudonym (summary details of individual
interview respondents can be found in the appendices). The names of other
individuals and organisations have also been changed, where necessary, in order to
ensure the anonymity of the respondents taking part in this study.® This research
project follows robust social science ethical guidelines and procedures relating to
issues such as anonymity, informed consent, data security and protection, etc. The
project has been scrutinised by the Cardiff University Ethics Committee. The
research team will undertake on-going monitoring and implementation of ethical
practices regarding publication, dissemination of the research findings as well as
with regards to the gathering of data and information relating to the impact of the
research on policy and practice following the publication of this report.

Structure of the report

Following this introduction, the report has four substantive sections. Section two
presents evidence from the ‘mapping’ of faith-based alcohol treatment services
regarding: religious affiliation, funding and registration, service capacity and staffing,
referral routes and in-programme medication and testing. Section three then
examines in more detail the institutional context of faith-based alcohol treatment by
discussing: austerity, institutional change and policy, faith-based alcohol treatment



service provision ‘filling gaps’, relationships between secular and faith-based
organisations, transparency of theology and practice, professionalism and
voluntarism, and diversity and equality. Section four considers practices of faith and
spirituality by examining the different ways ‘faith’ is positioned inside different
organisations; highlighting issues such as culturally appropriate support for ‘hard-to-
access’ groups; the dilemmas of mandatory religious participation; and the ethics of
evangelism and religious conversion when working with ‘vulnerable’ people. Section
five considers faith in recovery with a focus on the diverse meanings and
experiences associated with prayer, worship and religious instruction. The report
concludes by reflecting on the implications of the research for faith-based alcohol
treatment.



2 Mapping faith-based alcohol treatment

Faith-based alcohol treatment services play an important role in the landscape of
contemporary policy and practice despite the size, scope and significance of
activities being unclear. This section addresses that gap in knowledge and ‘maps’
location, religious affiliation, funding and registration, service capacity and staffing,
referral routes, and in-programme medication and testing of faith-based alcohol
treatment service providers in England and Wales.

Geographies of faith-based alcohol treatment services

Our survey of faith-based alcohol treatment service providers in England and Wales
was undertaken by using existing databases, web-based searches, social media
connections, advisory group advice and snowballing techniques. The survey
revealed 135 organisations representing over 300 groups/projects/initiatives/courses.

Maps 1 and 2 show that there is clustering of faith-based treatment organisations in
larger urban areas and small towns with rural services tending to be dominated by
residential rehab programmes.
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Map 1: Faith-based alcohol treatment services in England and Wales (Source:
Faith in recovery survey).
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Map 2: Faith-based residential alcohol treatment services in England and
Wales (Source: Faith in recovery survey).

The maps contain contact information which people can use to find and contact
facilities. Maps 1 and 2 are publicly available here and here.

The qualitative findings from our case study research also point to complex national,
regional and local geographies:

| live in South East England ... most of the programmes | know of are within the
largest city boundary, so there’s very sparse services. There are no alcohol or
drug services in the next biggest town. They’ve got a hub and spoke approach,
and our nearest hub is further away, which is actually further away in a different
county ... So people have to go to that further away destination to get help, or
once a week someone will come to the nearest town and provide a little satellite
service for a couple of hours, or you go to your GP. When you end up getting
into the heart of a drug and alcohol service, you can get prescribing of drugs,
you can get substitute prescribing, opiate substitution therapy, a range of
interventions, at a clinical level. The starting point for alcohol is a drink diary. So
there’s not much clinical work that you get, unless you start to talk about
moving into physical problems or needing a detox. | was talking to a colleague
today, very rarely do they do liver functions anymore, or look at Hep C, or look
at anything in relation to alcohol and the effect that it might have on the liver or
on other parts of the body. | think that’s reflected across the country ... I'm sure
there are highs and lows, where it’s truer in some areas that alcohol services
are even worse than others, but | think as a baseline, alcohol services really
need some help in this country because the money has drifted towards drugs,
and that’s in relation to reducing crime as well.
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(Hai Dede, Founder, Forward Restoration, Drug and Alcohol Addiction
Recovery Programme, Community Interest Company, South East England).

While some respondents pointed to ‘recovery hotspots’ with good service provision,
others lamented the uneven national, regional and local geographies of faith-based
alcohol treatment which is well known across the sector.

However, as Whiteford et al (2015) highlight in their paper “Two buses and a short
walk: the place of geography in recovery’, general accounts of the spatialities of
alcohol treatment often fail to capture how location effects the commissioning of
services, and the access, management and barriers to recovery. For example, for
some marginalised groups, distance to service provision plays a vital role in enabling
access to treatment with less fear of surrendering anonymity but is also a barrier
itself to accessing services (Valentine et al 2009).

Well, | suppose it’s because a lot of rehabs, as | said, are very diverse in what
they offer. So, if you had a local connection with your local commissioner, for
your programme in rehab, is that fair that someone would have to go to that
rehab, just because they live there, rather than picking a philosophy or a
concept, or an approach that would work better for them, which may be
elsewhere? Also, a lot of people see rehab as leaving, going away. You don’t
necessarily want something up the road. | think they’re seen much more as a
national resource, rehabs, than a local resource now.

(Rosanne Whitehouse, Senior Commissioning Manager for Substance Misuse
for Adults, County Council, English Midlands).

There were also differing views expressed regarding the location of residential
rehabs. For some service users, rurality and isolation were an asset which benefited
treatment:

We are stuck out here really, in between two sides of motorways in the middle
of nowhere, there’s no shops for miles. Who wants to do that to themselves?
You have to be committed if you come here, you understand what I'm saying?
... If you are not then you are going to go or you are going to get chucked out
because you don’t want to abide by the rules and I've seen it now enough
times.

(Keith Brown, Aged 45-55, The Siloam Pool).

In contrast, service users in an urban residential rehab - Kimberly House — were able
to walk around the town freely and were not ‘artificially’ removed from everyday
spaces and practices of alcohol consumption:

Obviously, there are a few pubs around here, so, on a Friday and Saturday
night, we can hear them all out the front. We can hear them next door. You can
hear them. No, it’s a bit of a joke, really, because there’s a rehab next door to a
pub. It's seen as a bit of a joke. It’s like, ‘Oh, it's unbelievable, there’s a pub
next door and we’re in rehab.” But | don'’t think anyone has ever actually gone in
there, either, out of here.
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(Will Cooper, Aged 25-35, Kimberly House - part of an international Christian
social service organisation).

Alongside geographical mapping, our survey offered valuable insights into the
theological and organisational structures of the sector. In the remainder of this
section, we offer a critical interrogation, exploration and analysis of the heterogeneity
and complexity of faith-based alcohol treatment service providers.

Religious Affiliation

Respondents were asked to identify which religious or spiritual traditions they most
closely associate with - 49 out of 55 indicated that they were affiliated with only one
religious affiliation. As Figure 1 shows, 76% of respondents described their
organisation as ‘Christian - Other’ (non-Catholic), 15% of respondents affiliated with
a Higher Power/12 Step tradition, and 7% of respondents affiliated with a Catholic
Christian tradition.

Christian - Other | | | | | | | | |(76 0)
% Higher Power/12 Step 4% (15%)
= Christian Catholic | |+ (7%)
E Buddhist | | (5%)
Tzﬂ Spiritual Not Religious :I— (5%)
= Allfaiths [ }—| (4%)
E?_ No Religion | — (4%)
é Muslim [ (2%)
g: 0 5 10 15 20 25 30 35 40 45

Number of respondents

Figure 1: Self-identification of faith-based alcohol treatment services (Source:
Faith in recovery questionnaire survey).

Unfortunately, the response rate from other faith groups was proportionally lower;
one survey response was provided by a Muslim alcohol treatment service
organisation and a further one response was from a BAME group that had a sub-
project orientated for Muslim service users. We received responses from three
Buddhist organisations, who employed various forms of meditation or mindfulness
related to Triratna, Theravada and non-denominational/secular traditions.?

Of the 42 groups who self-identified as being Christian (non-Catholic), 22 described
themselves as Evangelical. 20 groups aligned themselves with a range of Protestant
traditions including Church of England (Anglican), Baptist, Pentecostal, and non-
denominational (Figure 2). Five groups identified as ‘Christian’ - without specifying a
tradition or denomination. Respondents who described themselves as being part of
the ‘Christian-Other’ category included the Church of the Latter-Day Saints’
(Mormon) ‘Addiction Recovery’ branch whose website suggests that they run a
number of Twelve-Step recovery courses around the UK.
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52%

Figure 2: Denominational identification of faith-based alcohol treatment
service providers (Source: Faith in recovery questionnaire survey).

Funding and registration

Around two thirds of our respondents indicated that they receive funding from
‘umbrella’ religious organisations or partner churches (Figure 3). A similar number
rely on charitable foundations, and/or public donations to finance their activities.
Income generated by collecting the housing benefit of service users, charging
service user fees or taking on social enterprise status were the next most prevalent
ways that faith-based alcohol treatment is funded. Only a small proportion of our
respondents were funded through local authorities. Almost a quarter of respondents
self-funded through charity shops and social enterprises such as gardening and
furniture restoration. Other funding sources (11%) included personal financial
contributions by respondents and gifts-in-kind (e.g. free premises provided by
church).

Religious organisations (66%)

Charitable and philanthropic foundations |(64%]
|[62 %)

Public donations

Housing Benefit \ (429%)

|
Service user fees | (30p0)

Self-funding through social enterprise or other... (23%)

Business organisations

Other (119%)
Service-level agreement with local authority... (11%)
Supporting People (8%)

0 5 10 15 20 25 30 35 40

Figure 3: Funding of faith-based alcohol treatment service providers (Source:
Faith in recovery questionnaire survey).
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Around three quarters of our respondents were registered with the Charities
Commission, thereby deriving benefits such as tax relief, public recognition, and
access to certain funding streams. Those faith-based alcohol treatment service
providers not registered with the Charity Commission tended to be smaller
organisations with more limited resources; most were run by individuals, or as
informal voluntary support groups.

Our research also revealed that across the sector there is a lack of external
regulation - beyond responsibilities related to charitable status - allowing faith-based
alcohol treatment service providers to exercise relative autonomy outside of financial
and regulatory frameworks. For example, while 40% of respondents indicated
residential elements to their service, only a quarter of those (5 respondents) were
registered with and regulated by the Care Quality Commission (CQC) - which
ensures standards of quality and safety within health and social care services. The
low level of registration by faith-based alcohol treatment service providers is
undertaken against a backdrop where the CQC can only enforce registration for
organisations with a residential or community-based component where a medical
practitioner, nurse or social worker are constituent of treatment programmes. Our
survey also found that only 11% of respondents were registered with National Drug
Treatment Monitoring System (NDTMS). The ‘other’ category (Figure 4) includes
respondents not registered to any other body as well as those registered to voluntary
support groups or by affiliation with a religious organisation are covered by their
insurance, policies and procedures.

Registered with Charity Commission (77%)

Private / Registered with Companies House 369%)

Other: (11%)

Registered with the National Drug Treatment

Monitoring System (NDTMS): (11%)
Registered with the Care Quality Commission B
(CQC): %)

0 5 10 15 20 25 30 35 40 45

Figure 4: Registration status of faith-based alcohol treatment service providers
(Source: Faith in recovery questionnaire survey).

Service capacity and staffing

Across the faith-based alcohol treatment providers who took part in our survey,
service capacity varied depending on the type and duration of service offered. Non-
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residential service providers offered programmes for service users in groups from 6
to 30 people. The largest residential provider could accommodate 83 service users,
with smaller organisations tending to have less than 20 beds located across different
sites.

In terms of staffing, as Figures 5 and 6 show, just under half (47%) of respondents to
our survey only employed staff and volunteers who were of the same faith. While
Evangelical service providers had a much higher proportion of staff and volunteers
who were of the same faith, Muslim organisations indicated that their staff and
volunteers were ‘a mix of people of different faiths.” The ‘other’ category (4%)
included a ‘Buddhist recovery group who did not identify as a faith-based practice’
and a group who self-identified as ‘1x Christian & 4 x 12 step fellowship attenders’.

Other

4%

Staff and

volunteersare a
mix of people of

different faiths
Staff and
volunteers are

Figure 5: Staff structure of faith-based alcohol treatment service providers
(Source: Faith in recovery questionnaire survey).

Figure 6: Staff structure of Evangelical Christian faith-based alcohol treatment
service providers (Source: Faith in recovery questionnaire survey).
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Referral routes

Respondents to our survey were also asked to indicate the three most common
routes that service users pursued to access their service (Figure 7). After self-
referral, friends and family or religious congregations, the most significant ways that
service users access faith-based alcohol treatment is through a range of health,
criminal justice and social care contexts. Respondents also identified ‘other’ referral
routes (9%) including AA and NA fellowships.

1 1 1 1 1 [76%]
I I
(53%)

Self referral
Friends and family :
Religious congregations |(4[£%]
Drug and Alcohol Teams 1 1(35%)
Other voluntary sector organisations e (25%)
& Other alcohol or drug treatment centres (18%)
Local Authorities (16%)
Homeless shelters (15%)
Probation (13%)
Medical or Healthcare profession (GP,... (11%)
Other welfare professionals (e.g. social... (11%)
Other: (9%)
Prisons [ (504
Housing Officers [ 5%
Police [ (4%)
Employer/HR [ (2%)

0 5 10 15 20 25 30 35 40 45

Number of respondents

Referral Rout

Figure 7: Most common referral routes to faith-based alcohol treatment service
providers (Source: Faith in recovery questionnaire survey).

In-programme medication and testing

Three quarters of our respondents indicated that they permitted the use of
prescribed medication. The remaining quarter was comprised of 9% who did not, and
16% who attached specific conditions to their in-programme use (anti-depressants
only; non-addictive; no anti-psychotics; doctor supervision). 53% employed
mandatory alcohol testing within their programmes.

Given the prevalence of abstinence-based approaches among the survey’s
respondents (see section four), it is perhaps not surprising that ‘regulatory
architectures of surveillance’ (Williams 2015:197) were being pursued through
mandatory testing (Figure 8). For example, in residential rehabs, 76% of
organisations that responded to our survey undertook mandatory alcohol testing.
However, as one respondent from a non-residential programme suggested, despite
applying an abstinence-based approach, ‘we would only test where we believed the
client was not being honest’. Another respondent suggested that random testing was
applied if agreed with the service user on entry. This evidence points away from the
idea of a treatment space underpinned by totalised regulation and discipline, towards
an emergent service ethic predicated on notions of reciprocal trust and honesty.
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2%
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Figure 8: Mandatory alcohol testing undertaken by faith-based alcohol
treatment service providers (Source: Faith in recovery questionnaire survey).

Summary

Evidence generated from our research shows that:

There are 135 faith-based alcohol treatment service providers representing
over 300 groups/projects/initiatives/courses in England