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Introduction


Imagine someone asked the following question: “I have an addiction that is causing me a lot of trouble; do you think I should give one of those mutual help organizations a try?.”   Most professionals in the addiction field would answer this question in the affirmative and with confidence.  However, they might have difficulty if the person went on to ask more specific questions: 

· If I go, how much am I likely to benefit?

· When should I go? Is it best to start going before professional treatment, during treatment, or afterwards?

· How often do I have to go to get the benefits?

· How long do I have to go to get the benefits? 

· Can I ever safely cut back or stop going, or do I have to go forever?

These more precise questions become central when we attempt to do what this conference is trying to do, namely draw some specific, clinically-useful conclusions about timing and continuity of care.  The purpose of this paper is to summarize the available science on these issues.  

The scientific focus of this paper immediately sets some limits on which mutual help organizations can be discussed.  A number of addiction mutual help organizations around the world, such as Women for Sobriety, SMART Recovery, SOS/LifeRing Secular Organization for Sobriety, and Croix Bleue, have never been subjected to a prospective longitudinal evaluation with a comparison/control group.   By analogy, one can reasonably argue that these organizations probably benefit participants because they share curative features (e.g., abstinent role models, social support) with organizations that have been shown effective in longitudinal research.  For some organizations, like SMART Recovery, a even stronger argument through analogy can be made for effectiveness because the organization’s change technology is adopted from well-established treatment approaches (in SMART’s case, cognitive-behavioral treatment).  That said, the literature on these organizations is simply not developed enough to support answers to the questions posed above.  This paper will therefore focus on mutual help organizations that have been more extensively researched, such as Alcoholics Anonymous (AA) and Narcotics Anonymous (NA).

A second important caveat is that this paper’s conclusions refer only to adults.  Although a modest literature on adolescent participation in mutual help groups has emerged1, it is simply too small at this point to answer the finer grained questions posed in this paper.    

Twelve-step organizations are the most broadly disseminated form of mutual help association in the world2.  In the United States, they are the most commonly sought form of help for alcohol problems3.  Like all mutual help groups, they are led by members themselves, emphasize the importance of peer helping, and do not charge any fees save voluntary “pass the hat” contributions.  Some 12-step influenced mutual help organizations have a residential component (e.g., The “24-hour a day” movement in Mexico, Oxford Houses in North American and Australia), but most are primarily constituted as group meetings.  Twelve-step organizations offer members both a “fellowship” (i.e., a network of supportive people also trying to recover) and a “program” (i.e., a set of 12 action steps which are intended to promote recovery).  

The core philosophy of 12-step organizations maintains that addiction is a “disease”.  This philosophy is often misunderstood because its shares a name with a different philosophy, namely the National Institute of Drug Abuse’s (NIDA) “Addiction is a brain disease” concept4.   The two philosophies share some features, for example the ideas that successfully addressing an addiction is a long-term process, and, that being addicted per se is not something for which a person should be blamed.  However, there are some important distinctions that bear comment.  The founders of AA, the first 12-step organization, were strongly averse to defining addiction solely as a medical phenomenon (as does NIDA), both because they did not want to usurp medicine’s prerogative to define diseases and because they believed that alcoholism also had a moral and spiritual component (NIDA’s treatment principles do not mention such factors).  One implication of a spiritual disease model relative to a purely medical view of addiction is that in 12-step organizations, “recovery” can be considered a more healthful state than existed prior to substance use initiation (in a purely brain disease model, this would not be possible as brain damage is at best only partly reversed).  Another difference is that recovery as defined in AA can involve activities that seem more moral than medical in nature, such as atoning for actions done while under the influence of substances (Again to draw a contrast, addicted victims of a brain disease that makes them incapable of self-control would not be expected to apologize for intoxicated behavior any more than would an Alzheimer’s patient would be expected to atone for forgetting names and faces).  A third consideration is that the 12-step definition of recovery goes beyond  abstinence from alcohol and drugs; this issue was taken up in the last BFC consensus panel effort, which was chartered to suggest a draft definition of recovery. The panel concluded that  in addition to abstinence, recovery involves physical and psychological health, independence, spirituality, social functioning, and environment5. Finally, while the NIDA brain disease model enthusiastically embraces medications as a treatment for addiction, 12-step organizations remain officially neutral about medications, and some individual members are cool to them as a support of recovery because they do not see addiction as a simply medical disease. Use of medications by some AA/NA/CA members would be seen as an attempt to find an “easier, softer, way” 6.

If I go, how much am I likely to benefit?


Figure 1 presents findings of a recent study of Oxford House, a peer-operated sober living setting.  Oxford House is not a 12-step organization per se, but draws many ideas and members from AA/NA7,8.  The study randomized 150 patients (77% African-American, 62% female) leaving inpatient substance use disorder treatment either to Oxford House or to usual aftercare.  The abstinence rate at 24 month follow-up was about twice as high (64.8% versus 31.3%) in the Oxford House condition than in the control condition.  The employment rate was about half again as high (76.1% versus 48.6% for controls) and the incarceration rate was two thirds lower (3% versus 9% for controls) in the Oxford House condition.  


Another recent randomized trial with a quite different sample (345 veterans, 98% male) assigned outpatients to a standard or an intensive referral to 12-step self-help groups.  At 6-month follow-up, those who had received the more intensive referral to 12- step mutual help groups had 14% higher levels of overall AA involvement during the 6-month follow-up period and over 60% greater improvement in Addiction Severity Index drug and alcohol composite scores at follow-up.  The superior drug and alcohol outcomes were partially explained by the higher level of 12-step involvement among clients randomized to the intensive referral condition9. 

Project MATCH compared 12-step facilitation (TSF), cognitive behavioral therapy (CBT), and motivational interviewing (MI), and similarly significantly found more AA involvement10 and about a third higher rates of abstinence11,12 at the 1- and 3-year follow-ups among outpatients.  Among discharged inpatients, improvements were comparable across treatments.   This may be because inpatient treatment is typically 12-step based in the U.S. (i.e., the individuals in the CBT and MI conditions got a large “dose” of 12-step, thereby homogenizing the study conditions)

Finally, a prospective study with a quasi-experimental design compared outcomes of two samples of 887 matched inpatients who did not differ at treatment intake on health care utilization history, mutual help group involvement, substance use problems, psychiatric variables or demographic variables13.  Half of the patients attended 12-step treatment programs that strongly emphasized the value of AA/NA group attendance and half attended cognitive-behavioral programs that did not.  At one-year follow-up (see Figure 2), patients in the 12-step condition were about twice as likely to have a sponsor, about 20% more likely to attend meetings, and about one quarter more likely to be abstinent.  The 12-step condition also resulted in fewer inpatient days and fewer outpatient visits in the year following completion of the index treatment episode.  This resulted in about 40% lower health care costs in the year after discharge from inpatient treatment (see Figure 3).  A subsequent analysis of this same sample showed that both the abstinence rate difference and health care costs savings were even larger at 2-year follow-up14.


These studies show that among patients who receive treatment, supplemental involvement in 12-step mutual help organizations has quite large benefits, increasing abstinence rates by 25-100%.  The health care cost reductions, on the order of thousands of dollars per patient are also of note.  Importantly, these findings are not due to self-selection, they derive from randomized trials and quasi-experimental studies, and if anything, the randomized trials show greater not lesser benefits to AA/NA participation than do uncontrolled studies.


What about an addicted person who is not in treatment – how much will they benefit?  This is a hard question to answer, but one useful source of data is Moos and colleagues’ series of studies of individuals seeking help for alcohol problems for the first time.  One study in this research program compared 135 individuals who went to AA first with 66 broadly comparable people who chose to go to professional outpatient treatment.  By three year follow-up, both groups had decreased their ethanol consumption and alcohol dependence symptoms by about 70%.  Most of the individuals who started in AA stayed in AA and did not subsequently enter professional treatment, which suggests that large benefits of AA participation are not limited to individuals who combine treatment with mutual help group involvement15.  

When should I go? Is it best to start going before professional treatment, during treatment, or afterwards?

The study just mentioned found, not surprisingly, that individuals who sought AA first had about half the alcohol-related health care costs over three years than did the individuals who sought outpatient treatment first15.  This underscores a basic point that applies across any kind of health care: From a policy viewpoint, it is always better that people resolve health problems without professionally provided health care than with it   This is because the purpose of health policy is not to produce health care utilization, but health.  When a person eliminates high blood pressure through better diet and exercise rather than medications, stays out of the emergency room by learning to manage their diabetes better, or stops problem drinking through AA (or for that matter, with no external help) rather than through treatment, it is a clear win from a societal viewpoint because health was produced at minimal social cost16

However, one can also look at such questions from an individual viewpoint.  Society may save money when a drinker goes to AA first, but if that route takes longer and involves more suffering and setbacks than would going to treatment first, it is a bad decision from the individual’s viewpoint.  This is why evaluating recovery over the long-term, and not just drinking status at discrete time points, is quite important to understand what advice to give someone who is trying to make a decision about what resources to seek out for help with an addiction.    


There is indirect evidence supporting the value of going to AA first rather than to treatment first.  This is because the duration of AA attendance is positively associated with sustained abstinence, and AA duration is about 70% higher among those who go to AA first.  Those with the highest rate of abstinence at the year 16 follow-up of the Moos and Moos study of initially untreated problem drinkers17,18 had attended AA meetings for at least 27 weeks during at least one of the follow-up periods.  This effect was stronger among those who went to AA first, leading the authors to recommend that referral agencies consider referring people to AA first, rather than to treatment first. 


Thus, from both a societal and individual perspective, making AA (or perhaps other mutual help organizations) the “first line of defense” is probably a good approach.  Much as in a stepped care model, treatment thus becomes reserved for those for whom AA was not sufficient.   Some treatment professionals needlessly worry that such a stance will put them out of business, but the sad reality is that we will run out of oil before we run out of people with life-threatening addictions, i.e., there is plenty of hard work to go around.


What about someone who is already in treatment, should they initiate AA/NA involvement during treatment or after?  Studying the Project MATCH subjects, Tonigan found that the number of meetings attended during treatment was a strong predictor of post-treatment attendance, with only 1%-8% of those with no AA attendance during treatment initiating AA attendance after treatment10.  Tonigan identified 3 meetings per week as the threshold of meeting attendance during treatment that yields the highest rate of post-treatment AA attendance.

Clinically speaking, there are other reasons to encourage affiliation with AA/NA during treatment.  Individuals can rely on counselors who have an understanding of their patient and/or of 12-step programs to help them with key decisions about AA/NA involvement, for example how to connect with people at AA meetings, how to pick a good sponsor, how to handle meetings that are disappointing, and how to make the best use of AA/NA at times of crisis when professional help may be hard to obtain.

How often do I have to go to get the most out of it? - How long do I have to go?


These above two questions are clearly tied together and will be discussed as such.  But they are different in an important way, which is highlighted in recent papers19 on “intensity” versus “extensity” in interventions.  Intensity concerns how much of an intervention one receives in a particular unit of time.  An inpatient treatment programs with 12 hours of treatment programming a day is a very intense intervention, for example.  A single hour-long AA meeting is not intensive, but going to an AA round-up weekend and attending multiple marathon meetings between other events there is quite intensive.  Extensity refers to how long an intervention is provided.  A 21-day inpatient treatment program is not extensive, but AA can be very extensive, indeed a lifetime involvement.   A key finding regarding these two concepts, which no doubt was part of what inspired this conference in the first place, is that extensity may matter more for long-term change than does intensity, because serious addictions tend to be chronic and embedded in enduring environmental contexts20.


We begin with a discussion of intensity.  The first section of this paper reviewed evidence that going to self-help groups is substantially more beneficial than not going, at least on average.  But how often does a person have to go to get the benefit?  Let’s start at the low end and ask how little one can go and still benefit.  Fiorentine21 has shown that attending NA or AA less than once a week is not associated prospectively with much better outcomes than not going at all (see Figure 4).  This is a common finding across research studies.  Nevertheless, as a foreshadowing of a later part of this paper, we would emphasize that all these studies were conducted with people in early recovery, so they do not rule out the possibility that there may be a time well into AA/NA involvement where less than weekly attendance is beneficial.  But at the moment, a good general rule, at least based on non-experimental studies, is that if you want to get some significant benefit out of AA/NA, you should go no less than once a week.


What about the “high end”?  Is there a plateau of meeting intensity past which no further benefit is derived?  One important conclusion we can draw from research comes from an absence of research: No one really knows whether “90 in 90” is a good idea or not.  90 meetings in 90 days for newcomers evolved after AA was well-established and is believed to be effective by many AA members, but there has never been a comparison of this regimen, with, say 45 meetings in 90 days or even 80 meetings in 90 days.


Figure 5 is from a study by Kaskutas which charted profiles of AA meeting attendance22.  Two of the profiles represent individuals who went to an enormous number of meetings in the first year, about 250.  What is striking is that some of such individuals stayed highly involved in AA (and had an abstinence rate of 79% at 5 years), but another group had a precipitous drop in involvement (and had an abstinence rate of 60% at 5 years).  Meanwhile, the “medium AA” profile group started with much more moderate attendance, but over time passed the attendance level of those who had initially been attending meetings almost daily.  And, over the years of the study the medium AA group's abstinence rates caught up with and then surpassed those of the group whose had a rise and fall in AA attendance (75% abstinent at year 5; see Figure 6).,   One way to look at Kaskutas’ findings on the “medium” AA profile is that sometimes “slow and steady wins the race”.  In contrast, there are a group of people who ramp up AA involvement to a very high level and then just as rapidly tail off (the descending AA group).  We cannot say for certain what happened in these cases, but several hypotheses come to mind.  First, bearing in mind that 60% of those in the declining AA group were abstinent at the year 5 follow-up, meeting attendance may have been replaced with other types of AA involvement and/or some heavy drinkers in the social network may have been replaced by sober individuals.  Or, psychotherapy may have been substituted for regular AA meetings.  It also is possible that the great intensity of AA meetings became, in the end, an enemy of extensity, causing burnout from the regime of meetings.  This is a compelling area for future research.  On the one hand, it appears that the initial high levels of meeting attendance served this group well, in terms of behavior change.  At the same time, it has to be said that some of the individuals who went to almost daily meetings stayed at that high level for years, and Kaskutas’ data also showed very high rates of long-term abstention in this group (see Figure 6).


There is of course some space between barely going to meetings and doing a 90 in 90.  Within this “open range”, a fair amount of literature tends to show a correlation between more meetings and better abstinence rates.  Moos and Moos23 for example showed that those who attended 2-4 AA meetings a week had a 43% abstinence rate at 1 year whereas those attend 5 or more meetings a week had a 61% abstinence rate at 1 year; and at 8 years, the respective rates of abstinence were 57% versus 73%.  Because these data are observational, it is not easy to separate the chicken from the egg, a challenge common to many studies of mutual help organizations.   However, studies that have examined the issue directly in multi-wave studies have found that AA involvement predicts changes in alcohol consumption better than alcohol consumption predicts future AA involvement24.


The other part of the “how intense” question concerns activities other than meetings.  In the Project MATCH study, attendance tended to decline among those who continued to attend AA post-treatment, but activities increased10.  Research on both AA and NA has shown repeatedly that individuals who engage in other activities in addition to meetings have higher abstinence rates than those who only attend meetings25-27 (for an example, see Figure 7).  

What about extensity?  In general, the longer period of time over which AA/NA involvement stretches, the higher the predicted rate of abstinence, at least for the period of early recovery that is examined in most research projects.  Figure 8 gives one such chart, showing that this generalization holds even over a period as long as predicting eight year year outcomes, as it did in the just described 5-year results of Kaskutas’ medium AA and high AA groupings as well22. Again considering Kaskutas’ charts, we note a point that links extensity and intensity.  There are people in these profiles who went to the same number of meetings, but had different outcomes.  It may be true that given a certain number of meetings, greater extensity improves outcome.  In other words, the outcome of the average person who attends one meeting a day for year, may be better than the person who attends an equal number of meetings (i.e., 365 a year) but does so in a less extensive fashion, for example 3 times a day for four months followed by none for the rest of the year.

Can I ever safely cut back or stop going to meetings, or do I have to go forever?


We now venture into a potentially hot topic.  Over many years of studying 12-step groups, we have met a number of people who benefited enormously from long-term (e.g., 5 years or more) AA involvement.  A subset of them are of particular interest here because they currently attend meetings rarely or not at all, and are sober, healthy and successful.  Some of them have a cohort of long-term recovering friends who replace meetings per se, some of them became immersed in other spiritual/service activities that pulled them over time away from AA (e.g., they became a counselor or clergy member, or became active in a service/religious organizations), some of them continue to work as highly-regarded sponsors but rarely come to meetings, and some of them after 10 or 20 or 30 years of meetings simply felt they had got and given all they could from AA.  This latter group retains gratitude to the fellowship and help others find their way to it, but does not personally participate in any substantial way.  Given that we are meeting at the Betty Ford Center, one of the premier 12-step influenced treatment centers in the world, many people here at this conference probably know people like those to whom we are referring.

Few AA members openly and comfortably acknowledge that such people exist.  Indeed, one staple of meetings are stories of long-time members who “thought they had the problem licked”, and then relapsed soon after they stopped coming to AA28.   Some AA members may feel that it is naïve to even raise the potentially dangerous question of whether meeting attendance can safely be reduced or stopped at some point, or that to do so is to fail to understand how serious alcoholism is.  


Let us stipulate that some people do need lifelong management of their addiction, for example in AA or in methadone maintenance.  Let us stipulate also that there is growing evidence19 that extensive interventions can enhance outcomes even far beyond time points associated with traditional treatment, for example for a period of years.   Acknowledging those realities does not rule out the possibility that for some addictions, people can safely reduce or stop 12-step mutual help group meeting attendance (and any concurrent professional treatment) at some point.  

Analogizing addictions to cancers may help clarify why what we have just said does not imply that addictions aren’t serious health problems.  Most cancers are clearly serious; many are life-threatening.   They typically require substantial initial treatment (both inpatient and outpatient), further follow-up treatment and subsequent extended monitoring (e.g., an annual test for recurrence for the five years following treatment).  Yet at some point, treatment and monitoring for the cancer are completed.  Some AA members will object to this analogy by saying that cancer is different because it has a cure and addiction does not.  But when oncologists stop cancer care and/or monitoring, they don’t really know whether there are any cancer cells left somewhere in the body.  Rather, what they know is that after a certain period with no outward signs and symptoms of cancer, further treatment no longer provides further benefit.  Put another way, the odds of a recurrence of cancer are about the same whether the person continues treatment or not.  So to ask whether AA meeting attendance can ever be stopped is not the same as saying is there a point where no relapse can be guaranteed (there isn’t).  Rather, the question is “Is there some point in a subset of experienced AA members’ affiliation where less meetings will not raise the risk of impeded recovery any higher than it already is?” (see note 1)    

A couple of other contextual points may help the question of cutting back seem more reasonable than it might at first sound.  First, the only requirement for AA membership is a desire to stop drinking, not some amount of meeting attendance.  In eastern Turkey, there are people who correspondence with the general service office and read Arabic-translated AA literature to help them stop drinking but have never been to a face-to-face meeting because there aren’t any (And they don’t have the Internet so there are no on-line meetings either).  Such people are AA members by AA’s definition.  Second, meetings are only a small part of AA, especially as people become more involved.  As mentioned earlier, even in early recovery, virtually ever study that has looked at the question has found that meetings do not predict sobriety nearly as well as do broader based measures of affiliation, for example measures that include setting up chairs, manning the AA telephone line, sponsoring other members, calling on one’s own sponsor, attending post-meeting coffee klatches in an Alano club at a nearby diner, going to sober dances, reading the literature, praying and meditating, and so forth25-27,29.  Finally, in its early days, the New York branch of AA had no expectation that everyone would go to meetings forever because there weren’t such meetings to go to (Ernest Kurtz, personal communication, July 5, 2007).  The concept at the time was that members would read the Big Book, talk about with other members where possible, and pass on the message to other alcoholics.  AA’s 12th step was the key:  ongoing spiritual development coupled with carrying the message to other alcoholics.


To return to the distinction between NIDA’s brain disease and AA’s spiritual concept of disease, stopping AA meeting attendance is not analogous to someone with an uncontrollable brain disease going off their meds.  AA isn’t a service delivered at meetings, it’s a community and a way of living.  There are times when a drop off in meetings is an ill omen, but in other cases it may signal a new phase in a person’s recovery process.  Because going to countless meetings forever inherently competes for time with other important activities -- making up for lost time with children and spouse, restoring an abandoned career path, taking care of long neglected physical health needs – there may come a point for some members where continuing their level of meeting attendance is a poorer way to pursue recovery than cutting back would be.  Not incidentally, this is why it is facile to say “Better safe than sorry, everyone should go a lot forever” because some people may ultimately be harmed by following this advice.


Unfortunately, we have very little science to guide us in this area.  To return to the cancer field for a moment, oncology has assembled some valuable actuarial information on cancer recurrence.   For most cancers, an oncologist can tell a patient how long a symptom free period predicts no higher risk of future cancer than the general population carries (again, not to say it will surely never happen, there is no “never again for certain” in cancer anymore than there is alcoholism).  In general, we don’t have this type of information in the addiction field.  One of the few available data points is George Vaillant’s finding that after 5 years of abstinence, alcoholic men are very likely to stay abstinent for the rest of their life30.  But that is just one study of just one “cancer”, if you will (presumably, addictions to cocaine, cigarettes, heroin and so on would have different remission patterns just as do different cancers).


Another way to address this question is to look at the predictive power of meetings versus other activities at different points in an individual’s “AA career”.  In an effort to disentangle the relative value of increasing one’s meeting attendance versus increasing AA-related activities, Kaskutas and colleagues31 examined abstinence rates among alcoholic patients at the 1- and 3-year follow ups.  As shown in Figure 9, increasing one’s AA-related activities between treatment entry and the year 1 follow-up led to a doubling in the odds of abstinence at 1 year.  Increasing the number of meetings did not change the odds.  Looking forward 2 years later, the odds of abstinence at the 3-year follow-up were quadrupled for those who reported having a spiritual awakening in the past year (this contrast was compared to those who either had reported a spiritual awakening earlier but not at 3 years, or who said they never had a spiritual awakening).  Again, increasing the number of meetings reported at the 3-year follow up interview did not change the odds of abstinence.  Taken together, these results suggest that early on, becoming more involved in AA (via having a sponsor, doing service, having a spiritual awakening, reading literature, etc.) is important.  Later on, being able to access the spiritual nature of the program appears to be key.  


A final suggestion for how we might make progress in this area is to study successful AA “disaffiliates”, as Scott Tonigan terms them in a current study of this sort.  He is pursuing primarily quantitative work, which could be supplemented with qualitative profiles of long-term members who transition away from intense meeting attendance yet continue to be sober and to live full and meaningful lives.  We need hardly add that the Betty Ford Center, with its large alumni network, would be an excellent place to pursue this sort of research.

Conclusion

The answers to the questions posed at the beginning of this paper vary in specificity, as is necessarily the case when a scientific base varies in depth and strength.  We have a good basis to say that participation in mutual help organizations provides large benefits, that these benefits can be received if one attends such groups without treatment, and that when sought as a part of treatment, attendance should begin while treatment is in progress.  Many 12-step activities other than meeting attendance per se seem to contribute to better outcomes. Meeting attendance should not be lower than once a week in early recovery, but perhaps can safely drop below this point after abstinence is well-established and other recovery-oriented habits have taken hold. 

Notes

1 We are writing here from the point of view of the member him or herself.  One countervailing concern that arises in mutual help groups much more than in treatment is what the effect of departure by long-term members has on other members.  Although there is no research on this issue, it is conceivable that newer members would have a more difficult time attaining recovery if a large proportion of long-term members stop coming to meetings.
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IP Days = Number of days of inpatient mental health treatment received in the year following discharge from the index treatment episode

OP Visits = Number of outpatient mental health visits received in the year following discharge from the index treatment episode

$1000 cost = Cost of all mental health care, in thousands, in the year following discharge in 1999 dollars ($12,129 in Cognitive-behavioral treatment, $7,400 in 12-step).
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Figure 9

Meetings vs. Activities:

Does Timing Matter?*



Increasing your AA activities doubles your odds of abstinence at 1 year.  Adding more activities at 3 years increases your odds above that by about a third.







MEETINGS VS. ACTIVITIES: DOES TIMING MATTER?*

Spirtual awakening quadruples
odds of abstinence

Increased AA activities doubles
odds of abstinence

icant

Increased - number of meetings not

Treatment 1 Year 2 Years 3 Years
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* Kaskutas et al., Alcohol Treat Q, 2003







