Chapter 8 Self-help programs

This chapter discusses self-help approaches for patients, including Alcoholics
Anonymous and Smart Recovery®, and their families.

Recommendation Strength of Level of
recommendation | evidence

8.1 Long-term participation in Alcoholics
Anonymous can be an effective strategy to
maintain abstinence from alcohol for some
patients.
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8.2 Assertive referral practices to Alcoholics
Anonymous increase participation and improve
outcome.

8.3 SMART Recovery® may be an effective
self-help alternative to Alcoholics Anonymous
for reducing alcohol consumption.

8.4 Self-help groups for families may provide
support for those affected by people with
alcohol dependence.

Alcoholic Anonymous (AA)
What is AA?

Established in the US in 1935, over 100,000 groups exist worldwide with a total
membership of approximately two million (Alcoholics Anonymous 2001). AA is
founded on the assumption that shared experience and mutual support are
necessary for recovery from addiction (Alcoholics Anonymous 2001). In particular,
AA proposes that sobriety is only possible by first acknowledging one’s inability to
control the drinking habit, committing to a comprehensive overhaul of one’s identity
and lifestyle, and assisting new members in their recovery process (Alcoholics
Anonymous 2001). AA is the prototype for many self-help groups, with its core
program based around 12 steps (see Table 8.1) that promote increased self-
awareness and heighten a sense of meaning in life. It is important to note that the
concept of God or a ‘higher power’ includes anything of a transpersonal nature that
can be drawn on for strength, including the AA group (Browne 1991; 1994).

How it works

AA is founded on the assumption that shared experience and mutual support are
necessary for recovery from addiction. In particular, AA proposes that sobriety is only
possible by first acknowledging one’s inability to control the drinking habit, committing
to a comprehensive overhaul of one’s identity and lifestyle, and assisting new
members in their recovery process. Several studies have also suggested that AA-
facilitated abstinence is partly due to an increase in self-efficacy that arises from its
recovery.
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Table 8.1: The 12 steps of Alcoholics Anonymous

1. We admitted we were powerless over alcohol - that our lives had become
unmanageable.

2. Came to believe that a Power greater than ourselves could restore us to
sanity.

3. Made a decision to turn our will and our lives over to the care of God as we
understood Him.

4. Made a searching and fearless moral inventory of ourselves.

5. Admitted to God, to ourselves and to another human being the exact nature

of our wrongs.

Were entirely ready to have God remove all these defects of character.

Humbly asked Him to remove our shortcomings.

Made a list of all persons we had harmed, and became willing to make

amends to them all.

9. Made direct amends to such people wherever possible, except when to do so
would injure them or others.

10. Continued to take personal inventory and when we were wrong promptly
admitted it.

11. Sought through prayer and meditation to improve our conscious contact with
God as we understood Him, praying only for knowledge of His will for us and
the power to carry that out.

12. Having had a spiritual awakening as the result of these steps, we tried to
carry this message to alcoholics and to practice these principles in all our
affairs.

LN

Affiliation with Alcoholics Anonymous in addition to a structured aftercare program
may benefit patients, as the AA program strengthens the individual's sense of self-
efficacy (see Tonigan and Connors 2008) and provides a social network supportive
of abstinence (Bond et al. 2003; Litt et al. 2007; Vaillant, 2005).

Research also suggests that patients who attend AA as part of a structured aftercare
program in addition to individual outpatient sessions, and begin attendance early in
the treatment process, demonstrate better outcomes than individuals attending either
AA or treatment alone (Ilto and Donovan 1990; Moos and Moos 2005; Moos Moos,
2006a; Moos and Moos 2006b; Ouimette et al.1998).

In Australia, about 1,700 groups are currently in operation in all states and territories
on a daily basis; for those unable to access physical groups, a number of groups are
available online (http://www.alcoholicsanonymous.org.au/). Based on the 12
traditions adopted by AA’s organisational body (Alcoholics Anonymous 1978), the
only requirement for membership is a desire to stop drinking, with meeting
attendance incurring no cost.

Evidence for AA effectiveness

Whilst literally hundreds of studies that examine the effectiveness of AA have been
conducted, it should be noted that the literature base is subject to several serious
limitations. Very few randomised controlled trials exist, most participants have had
exposure to other treatment programs in addition to AA, and naturalistic studies only
include participants who have elected to attend treatment (suggesting a higher
degree of motivation to change).
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Further, the majority of studies have limited the examination of AA participation to the
frequency and duration of meeting attendance, which fails to capture the breadth of
involvement in the program. Several recent studies have suggested that the level of
engagement with various aspects of AA are more important determinants of its
effectiveness than meeting attendance alone (Timko et al. 2006; Timko and
DeBenedetti 2007; Weiss et al. 2005). These studies have prompted a move away
from attendance-only measurement of AA involvement, with a growing literature base
adopting more refined measures of affiliation.

Despite these limitations, a substantial body of methodologically sound naturalistic
research suggests that AA is beneficial in promoting abstinence and facilitates the
maintenance of long-term sobriety (see Moos and Timko, 2008, for a review). In a 16
year longitudinal study, Moos and Moos (2006a; see also Moos and Moos, 2005 and
2006b) examined how the duration of various treatment approaches in the first year
of help-seeking behaviour influenced drinking outcomes. Whilst both professional
treatment and AA affiliation for a period of 27 weeks or more in the first year of
recovery were associated with better 16 year abstinence rates, the improvements
gained by professional treatment were mediated by AA attendance; only participants
who concurrently participated in AA showed better long-term outcomes. Further,
continued involvement in AA (yrs 2-8) was associated with a higher likelihood of
remission at each follow up point.

Due to the difficult nature of running randomised controlled trials into AA’s efficacy,
most RCTs have compared Twelve Step Facilitation Therapy (TSF) — a program
designed to foster increased commitment to AA as part of an extended care strategy
— to traditional treatment approaches (Nowinski et al.1995). To date, several studies
have demonstrated that TSF is as effective as CBT and Motivational Interviewing in
facilitating sobriety and is actually more effective than these modalities when
abstinence is the goal (Ouimette et al. 1997; Project MATCH Research Group 1997;
see Ries et al. 2008 for a review).

One Cochrane review undertook to compare AA and other 12-step programs to other
psychosocial interventions, looking for any evidence in reducing alcohol intake,
achieving abstinence, maintaining abstinence, improving the quality of life of affected
people and their families, and reducing alcohol associated accidents and health
problems (Ferri et al 2006). Their main findings were that no experimental studies
unequivocally demonstrated the effectiveness of AA or TSF approaches to reduce
alcohol dependence or problems. However this does not detract from the social
benefits of either of these approaches.

Additionally, Timko et al. (2006; see also Timko and DeBenedetti, 2007) have
demonstrated that therapists’ referral practices influence the depth of the client’s
participation in AA. Intensive referral (IR) practices include providing meeting
schedule and public transport timetables, finding a temporary sponsor and organising
for AA volunteers to accompany the client to meetings, and asking the client to use a
‘meeting journal’ (signed off by the AA meeting convener) to record attendance and
reactions to the meeting. Compared to the standard referral condition where only
minimal information about local AA meeting schedules was provided, participants
randomly allocated to the IR group were more fully involved in the AA program (e.qg.,
service, sponsorship, ‘spiritual awakening”) and demonstrated significantly better
substance use outcomes over the ensuing 12 months.

Several studies have also suggested that AA-facilitated abstinence is partly due to an
increase in self-efficacy which arises from its recovery program (Project MATCH
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Research Group, 1997; Tonigan and Connors 2008). AA provides a new social
network supportive of abstinence; for the patient who lacks such support in their
home environment, this aspect of AA involvement plays an important role in relapse
prevention (Bond et al. 2003; Litt et al. 2007; Vaillant, 2005).

Clinicians using Twelve-Step Facilitation therapy to encourage AA involvement
deepen their patients’ commitment to the use of AA as part of an extended care plan,
resulting in improved abstinence rates and greater treatment retention (Ouimette et
al. 1997; Nowinski et al. 1995; Project MATCH Research Group, 1997; Timko et al.
2006; Timko and DeBenedetti 2007).

A recent study by Walitzer et al. (2009) illustrates one method that was effective in
increasing AA involvement and abstinence from alcohol. A total of 169 alcoholic out-
patients (57 women) were assigned randomly to one of three conditions: a directive
approach to facilitating AA, a motivational enhancement approach to facilitating AA or
treatment as usual, with no special emphasis on AA. The results showed that
participants in the directive condition for facilitating AA involvement reported more AA
meeting attendance, more evidence of active involvement in AA and a higher
percentage of days abstinent than people in the treatment-as-usual group. The
effect of the directive strategy on abstinent days was also somewhat influenced
through the involvement in AA. The motivational enhancement approach to
facilitating AA had no effect on the percentage of abstinent days or the percentage of
heavy drinking days.

For whom is AA appropriate?

A common misconception concerning 12 step groups is that members need to be
religious to benefit from the program. In a study of 3,018 male substance abusers,
individuals involved with AA demonstrated improved outcomes whether or not they
identified with a particular religious or spiritual belief system (Winzelberg and
Humphreys 1999). AA may also be appropriate for dually diagnosed clients, although
the efficacy of AA depends on the nature of the additional diagnosis (see Moos and
Timko 2008). In particular, depressed clients require more intensive outpatient
support, particularly in the early stages of aftercare treatment, to facilitate the social
elements of AA involvement (including finding an appropriate sponsor) and to reduce
the likelihood of dropping out of the program (Curran et al. 2002; Kelly et al. 2003;
Moos and Timko, 2008).

Clients who demonstrate a higher level of symptom severity are more likely to affiliate
with AA (Tonigan et al. 2006) and appear to benefit more as the amount of
involvement increases (Morgenstern et al, 2003).

Further, AA provides a new social network supportive of abstinence that assists in
promoting recovery. Litt et al. (2007) randomly assigned 210 patrticipants to either a
network support (NS), NS and contingency management, or case management
experimental condition. In the NS conditions TSF was employed to promote AA
attendance, thereby increasing the number of social contacts supportive of
abstinence. As hypothesised, participants in the NS groups demonstrated heightened
attitudinal and behavioural support for abstinence at post-treatment and a 15 month
follow-up, with AA involvement correlated to improved drinking outcomes.
Participation in AA would thus also be appropriate for clients with limited social
support or a social network comprised of other substance users.
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Referring to AA

A growing body of research is demonstrating that the use of TSF and ‘intensive AA
referral’ as part of outpatient treatment improves AA meeting attendance and
involvement, and is associated with better long-term outcomes (Nowinski et al. 1995;
Project MATCH Research Group 1997; Connors et al. 2001; Timko et al. 2006;
Timko and DeBenedetti 2007; see Rieset al. 2008 for a review).

TSF is designed to increase the client's commitment to and involvement with AA; the
clinician works through the core features of the AA ideology (e.g., acceptance of the
inability to control the addiction) with the client over 12 sessions in 3 months. If
adopted as part of an extended care plan following inpatient treatment, TSF and AA
attendance can assist in helping the client through the initial 3 month ‘danger period’.

Intensive referral practices can also be used as a means of removing barriers to
aftercare participation, reducing the likelihood of treatment dropout, and increasing
the level of AA involvement. These include providing meeting schedule and public
transport timetables, organising for AA volunteers to accompany the client to
meetings, using a ‘meeting journal’ (signed off by the AA meeting convener) to record
attendance and reactions to the meeting, and organise for a temporary sponsor
(Timko et al. 2006; Timko and DeBenedetti 2007). As each AA group is different in
terms of its overall atmosphere, it is also recommended that clinicians attend several
meetings across different groups to assist in matching the client to a suitable
situation (Passetti and Godley 2008; Ries et al. 2008).

A longer duration of AA attendance in the first year of treatment and sustained
involvement across years 2-8 of a longitudinal follow-up study has been linked to
better long-term outcomes (Moos and Moos 2006a),

SMART Recovery®

An alternative to the AA self-help approach is Self Management and Recovery
Training (SMART), a not-for-profit mutual-aid group aimed at facilitating recovery
from any addictive behaviour. SMART Recovery® (originally the non-profit Rational
Recovery Self-Help Network) officially began in the US in 1994 and is a spin-off from
the original. At present approximately 16 online and 300 face-to-face meetings are
sponsored worldwide by SMART (http://www.smartrecovery.org/). Although relatively
new to Australia, over 50 groups are currently operating across most states on a
weekly basis (http://www.smartrecoveryaustralia.com.au/).

Founded on scientifically validated addiction treatment principles (at present, the
organisation adopts a Cognitive Behavioural Therapy (CBT) framework), SMART
Recovery® differs from AA in that it eliminates the focus on spirituality inherent to the
12-step approach (Li et al. 2000). Instead, it aims to tackle addiction through using a
four-point recovery program designed to enhance members’ motivation and teach
techniques that help to manage lifestyle and behavioural difficulties (Horvath and
Velten 2000) (see also http://www.smartrecovery.org/intro/index.htm). Skills training
involves exposure to (among other things) cost—-benefit analyses, identifying and
rectifying irrational thoughts, and role-playing.

Although based on an empirically supported theoretical framework, SMART
Recovery® is a relatively young organisation, and very little research has assessed
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its efficacy in comparison to other self-help groups. The only two studies that have
investigated SMART Recovery® and AA have done so with dual-diagnosis patients,
rather than alcohol-specific patients in aftercare (Penn and Brooks 2000; Brooks and
Penn 2003). The SMART (CBT) program was compared to 12-step program, with
112 patients alternately assigned to the two treatment conditions; 50 completed the
6-month treatment program. Assessments occurred at baseline, 3 months, and 6
months during treatment, and at 3- and 12-month follow-ups. Analyses were
conducted at the 3 month follow-up. The 12-step intervention was found to be more
effective in decreasing alcohol use and increasing social interactions; however, it was
associated with a worsening of medical problems, health status, employment status,
and psychiatric hospitalisation. Positive changes in health and employment were
associated with the SMART intervention, and alcohol use also decreased, although
not as much as in the 12-step group.

Whilst the 12-step intervention in these studies appeared to impact more positively
on alcohol-related outcomes than SMART, the findings indicate that SMART patients
exhibited greater improvements to overall health and employment. It is necessary,
however, to exercise caution in interpreting such findings, given that both AA and
SMART Recovery® groups operate as self-help rather than as specialised inpatient
treatment programs.

Self-Help for Families

Family therapy is a viable treatment for the patient and major changes often have to
be made in the family to support the patient’s recovery (Higgins 1998). According to
Higgins, the interpersonal dynamics of the family may support and maintain the
addictive behaviour; this is why addressing the family unit as a whole is more
productive than changing the addict’s behaviour in isolation. This change has the
potential to be perceived as a threat, destabilising the family unit.

Again, there is little empirical evidence in the form of randomised controlled trials to
demonstrate the benefit of family involvement on treatment for alcohol use disorders.
However, Barnett (2003) conducted an extensive review of current research,
literature, and internet-based resources. The conclusion of her article was that
alcohol dependency flourishes within the social context of the family system and is
one of the leading causes of family dysfunction. She stresses that, therefore,
understanding the impact of alcoholism on the family and being familiar with
resources and referrals is critical to the management of treatment for the patient and
family. It is imperative that the family be recognised as the unit of treatment and be
included in the treatment plan. Barnett also states that involving the patient and the
family in the treatment for alcohol problems is validated and supported by the
principles of family systems theory (Lipps 1999).
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