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Outcome Research on
12-Step and Other 
Self-Help Programs  

 

RudolfH. Moos, Ph.D. 
Christine Timko, Ph.D. 

Twelve-step self-help groups (SHGs), often called mutual 
help or support groups, are an important component of the 
system ofinfor~al care for patients with substance use disor­
ders (SUDs). Individuals make more visits to SHGs for help 
with their own or family members' substance use and psy­
chiatric problems than to all mental health professionals 

combined As many as 9% ofadults in the United States have 
been to an Alcoholics Anonymous (AA) meeting at some 
time in their lives, and more than 3% have been to a meeting 
in the prior year (Room and Greenfield 1993). Moreover, 
many SUD treatment service providers have adopted 12-step 
techniques in treatment, and most of them refer patients to 
SHGs. 

SUD patients have high rates ofposttreatment relapse and 
additional episodes ofspecialized care; SHGs may improve 
the likelihood ofachieving and maintaining remission and re­
duce the need for further professional care. SHGs provide 
continuing support, goal direction, and structure; exposure 

to abstinent role models and rewarding, substance-free activ­

ities; a forum wherein individuals can express their feelings in 
a safe setting; and a focus for building self-confidence and 
coping skills. The American Psychiatric Association (2000) 
recommends referrals to SHGs as an adjunct to the treatment 
of patients with SUDs. 

Participation in 
Self-Help Groups and 
Substance Use Outcomes 
Individuals with SUDs who participate in 12-step SHGs 

tend to experience better alcohol and drug use outcomes 
than do individuals who do not participate in these groups. 
The most common index of participation has been atten­
dance at group meetings; however, recent attention has fo-
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cused on aspects ofinvolvement, such as reading 12-step lit­
erature, working the steps, obtaining and interacting with a 
sponsor, becoming a sponsor, and doing service work. 

ATTENDANCE AND 
SUBSTANCE USE OUTCOMES 
Several prospective studies have shown that SHG attendance 
is associated with good substance use outcomes. Project 
MATCH was a large clinical trial that compared the outcome 
of 12-step facilitation, cognitive-behavioral, and motiva­
tional enhancement treatment for patients with alcohol use 
disorders. Patients who attended AA more often in each 3­
month interval after treatment were more likely to maintain 
abstinence from alcohol in that interval. In addition, more 
frequent AA attendance in the first 3 months after treatment 
was related to a higher likelihood ofabstinence and fewer al­
cohol-related consequences in the subsequent 3 months; 
these findings held for patients in each of the three types of 
treatment (Tonigan et a1. 2003). 

Comparable findings have been obtained in several 
other studies. For example, inpatients with alcohol use dis­
orders who attended AA at least weekly reported more re­
ductions in alcohol consumption and more abstinent days at 
a 6-month follow-up than did individuals who attended AA 
less frequently or those who did not attend at all (Gossop et 
al. 2003). Alcohol-dependent individuals who participated 
in SHGs in the first and second years after intensive outpa­
tient treatment were more likely to be abstinent in the sec­
ond and third years, respectively; attendance at two or more 
meetings per week was associated with less severe relapses 
(Kelly et al. 2006). 

Although there is much less empirical evidence, these 
findings apply to participation in Narcotics Anonymous 
(NA), as would be expected given the commonalities be­
tween AA and NA, which follow the same 12 steps and have 
similar literature, speaker and step meetings, and home 
groups and sponsors. Individuals who consistently attended 
NA at least weekly during a 12-month interval had lower lev­
els ofalcohol and marijuana use at follow-up than did those 
who attended NA less consistently (Toumbourou et a1. 
2002). Among individuals with drug use disorders, those 
who participated only in AA, only in NA, or both in AA and 
NA had comparable I-year abstinence rates, all of which 
were higher than the rate for individuals who did not partic­
ipate in AA or NA (Crape et al. 2002). 

Individuals who continue to attend SHGs over a longer 
interval are more likely to maintain abstinence than are indi­
viduals who stop attending. Patients with drug use disorders 
who participated in 12-step groups at least weekly at 6-month 
and 24-month follow-ups were more likely to maintain absti­
nence from both drugs and alcohol (Fiorentine 1999). In an­
other study, continuous attendaI?-ce at baseline and at 6- and 

30-month follow-ups was associated with better substance 
use outcomes at each follow-up; in addition, 6-month atten­
dance was associated with better 30-month outcomes. Indi­
viduals who discontinued attendance or attended intermit­
tently had substance use levels that were similar to those of 
individuals who reported no regular attendance (Kissin et al. 
2003). 

A prospective study of individuals with alcohol use dis­
orders showed that a longer duration ofattendance in AA in 
the first year after help seeking was associated with a higher 
likelihood of I-year, 8-year, and I6-year abstinence and free­
dom from drinking problems. Moreover, after controlling 
for the duration of AA attendance in year I, the duration of 
attendance in years 2-3 and 4-8 was related to a higher like-
lihood of I6-year abstinence. Thus, individuals who contin­
ued to attend AA regularly over the long term experienced 
better substance use outcomes than those who did not (Moos 
and Moos 2006). In addition, the combination of a longer 
duration ofAA attendance and better drinking outcomes at 
the l-year follow-up was associated with a lower mortality 
rate in the subsequent 15 years (Timko et al. 2006b). 

These findings hold for SUD patients with different di­
agnoses. According to Witbrodt and Kaskutas (2005), indi­
viduals who attended more I2-step group meetings in the 
first 6 months after seeking treatment were more likely to be 
abstinent at a 6-month follow-up; those who attended more 
meetings in the subsequent 6 months were more likely to be 
abstinent at a 12-month follow-up. Comparable findings 
were obtained for patients with alcohol use disorder diag­
noses only, patients with drug use disorder diagnoses only, 
and patients with both drug and alcohol use disorder diag­
noses. In general, the duration of SHG attendance is more 
strongly related to substance use outcomes than is the fre­
quency ofattendance. The benefits ofSHGs do not appear to 
be dependent on attending 90 meetings in 90 days. 

INVOLVEMENT AND 
SUBSTANCE USE OUTCOMES 
Attendance is an important indicator ofparticipation, but it 
may not adequately reflect an individual's level ofgroup in-
volvement, as shown by such indices as number ofsteps com­
pleted, acceptance of I2-step ideology, and self-identification 
as a group member. These and related aspects ofinvolvement 
are relatively highly correlated with indices of attendance; 
nevertheless, aspects ofgroup involvement may be associated 
with substance use outcomes independent of the duration 
and frequency of attendance per se. 

In support of this idea, individuals who were more ac· 
cepting of I2-step ideology, especially belief in the need fOI 
lifelong attendance at 12-step meetings and the need to sur· 
render to a higher power, were more likely to attend 12-steI 
meetings at least weekly. Belief in 12-step ideology, specifi· 
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cally the idea that nonproblematic drug use was not possible, 

was associated with abstinence independent ofl2-step group 
attendance (Fiorentine and Hillhouse 2000b). In Project 
MATCH, AA attendance, the number of steps completed, 
and self-identification as an AA member were most closely 

associated with abstinence. The composite of these three 
items was more highly related to abstinence than was atten­

dance by itself (Cloud et al. 2004). 

In a study of treatment for individuals with cocaine use 
disorders, active 12-step involvement in a given month pre­

dicted less cocaine use in the next month. Moreover, patients 

who increased their 12-step involvement in the first 3 months 
of treatment had better cocaine and other drug use outcomes 

in the next three months. Patients who regularly engaged in 

12-step activities but attended meetings inconsistently had 
better drug use outcomes than did patients who attended 

consistently but did not regularly engage in 12-step activities 

(Weiss et a1. 2005). Maintaining passive attendance may indi­

cate reluctance to fully embrace 12-step group ideology and 
the goal ofabstinence. Individuals who attend SHGs but are 
unable to embrace key aspects of the program are less likel y to 
benefit from it. 

DELAY IN PARTICIPATION AND DROPOUT 

Compared with individuals who begin to participate in 

SHGs either soon after initiating help seeking or during 
treatment, those who delay entering SHGs do not appear to 
benefit as much from them. For example, individuals who 
delayed participating in AA for more than a year after recog­
nizing that they had an alcohol-related problem and initiat­

ing help seeking were more likely to have drinking problems 
and dependence symptoms 8 years later than were individu­

als who entered AA in a timely fashion. Moreover. these in­
dividuals experienced no better 8-year alcohol-related out­
comes than did individuals who did not participate in AA at 

all. Individuals who entered AA but then dropped out also 

were more likely to relapse or remain nonremitted (Moos 
and Moos 2006). 

In support of these findings, Fiorentine (1999) noted 
that patients who continued to participate in AA after a 6­

month follow-up were more likely to maintain abstinence at 

24 months than were patients who dropped out of AA. Pa­
tients who did not enter AA until after the 6-month follow­
up were no more likely to be abstinent at 24 months than pa­
tients who did not attend AA at all. According to Kelly and 
Moos (2003), 91 % of patients with SUDs attended at least 

one 12-step group meeting either during treatment or in the 
year after treatment; however, 40% of these individuals had 
dropped out by a I-year follow-up. Compared with patients 
Who continued to attend, those who dropped out were less 
likely to be abstinent or in remission and more likely to re­
port substance-related problems at a I-year follow-up. 

Individuals who delay participating in SHGs may de­

velop more severe substance use problems before they are 
motivated to obtain help and thus may have poorer prog­

noses than individuals who enter SHGs quickly. Most indi­
viduals who seek formal help for SUDs enter treatment andl 

or SHGs relatively soon. Accordingly, individuals who hesi­
tate to join these groups may be less motivated for recovery, 

find it harder to establish a relationship with a sponsor, and 

drop in and out ofSHG groups or attend only intermittently, 

a pattern that is associated with poorer outcomes. 

Connections Between Self­
Help Groups and Treatment 
Many individuals participate in both treatment and SHGs; in 

general, these two sources of help appear to strengthen or 

bolster each other. For example, compared with help-seeking 
individuals who initially entered only AA, individuals who 

entered both treatment and AA participated ~ AA as much 
or more in the subsequent 15 years. Individuals who stayed in 

treatment longer in the first year after initiating help-seeking 

subsequently showed more sustained participation in AA. 

More extended treatment later in individuals' help seeking 

careers was not associated with later participation in AA, 

which suggests that treatment providers' referrals to AA have 
more influence in the context of an initial treatment episode 

(Moos and Moos 2005). 
There also is a more specific link in that individuals who 

participate in 12-step treatment, which introduces patients 

to 12-step philosophy and encourages them to join a group 

and get a sponsor, are more likely to affiliate with 12-step 

SHGs than are individuals who participate in treatment that 

is not oriented toward 12-step principles. Patients with co­
caine use disorders who received individual drug counseling 

based on 12-step philosophy were more likely to attend and 

participate in SHGs than were comparable patients who re­
ceived supportive-expressive or cognitive treatment (Weiss 

et a1. 2000). Similarly, patients and their partners in marital 

therapy that included AA/AI-Anon facilitation attended 
more AA and AI-Anon meetings during treatment than did 

patients in two other marital therapy conditions that did not 
include such facilitation (McCrady et al. 1996). 

In Project MATCH, patients who developed a stronger al­
liance in treatment were more likely to attend AA during and 
after treatment. In addition, patients in 12-step facilitation 

treatment were more likely to attend and affiliate with AA af­
ter treatment than were patients in cognitive-behavioral or 
motivational enhancement treatment (Tonigan et al. 2003). 
In another study, patients with SUDs treated in I2-step facil­
itation and eclectic programs (which also emphasized 12-step 
principles) participated more in I2-step SHGs after treatment 
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than did patients treated in cognitive-behavioral programs. 
Specifically, these patients were more likely to attend meet­
ings, talk to a sponsor, read 12-step literature, incorporate the 
steps into their daily life, and talk to friends in 12-step groups 
(Humphreys et a1. 1999a). 

These findings suggest that referral and alliance pro­

cesses in treatment contribute to participation in SHGs. The 
development of a treatment alliance may enhance patients' 
motivation for recovery and underlie the impact of counse­
lors' recommendations to affiliate with SHGs and the overall 
duration of continuing to obtain help. Moreover. treatment 
that specifically emphasizes the value of SHGs in recovery 
encourages more SHG involvement than treatment that 
does not have this emphasis. 

TREATMENT, SELF-HELP GROUPS, AND 
SUBSTANCE USE OUTCOMES 
Participation in treatment and participation in SHGs have in­
dependent effects on substance use outcomes and tend to aug­
ment each other. Compared with patients who participated 
only in 12-step SHGs or only in outpatient mental health care 
after discharge from residential care, patients who participated 
in both outpatient care and SHGs experienced better I-year 

substance-related outcomes (Ouimette et al. 1998). Similarly, 
among clients with drug use disorders. longer episodes oftreat­
ment and weekly or more frequent SHG attendance during 
and after treatment were each independently associated with 6­
month abstinence (Fiorentine and Hillhouse 2000a). More­
over, findings obtained in a nationwide sample of alcohol­
dependent individuals showed that those who participated in 
12-step SHGs in addition to treatment were more than twice as 
likely to achieve an abstinent recovery as were individuals who 
obtained formal treatment alone (Dawson et al. 2006). 

Among patients dependent on cocaine, participation in 
individual drug counseling and 12-step SHGs each had unique 
benefits; patients who received the counseling and increased 
their 12-step SH G participation in the first 3 months of treat­
ment had the best drug use outcomes at the end of treatment 
(Weiss et al. 2005). In the long-term study of individuals with 
alcohol use disorders described earlier, individuals who partic­
ipated in both treatment and AA were more Likely to be remit­
ted at both I-year and 16-year follow-ups than were individu­
als who received only treatment in the first year (Moos and 
Moos 2005). These fmdings counter the concern that entry 
into treatment might reduce motivation to affiliate with SHGs; 
in fact, they suggest that participation in treatment tends to 
strengthen SHG affiliation and thereby to bolster the effects of 
treatment. 

SUPPORT AND INTENSITY OF TREATMENT 
A supportive and spiritually oriented treatment environ­
ment can enhance participation in 12-step activities. In this 

vein, patients in more supportive treatment environments 
increased more in 12-step involvement during treatment­
that is, they were more likely to acquire a sponsor and 12-step 
friends and to read 12-step literature. Moreover, when pa­
tients who had a high risk of dropping out of SHGs after 

treatment were treated in a more supportive environment, 
their risk of dropout declined (Kelly and Moos 2003). A 
stronger spiritual orientation in treatment also has been re­
lated to more posttreatment SHG involvement (Mankowski 
et al. 2001). 

In contrast, participation in SHGs may compensate for 
the lack ofservices provided in treatment. In a study ofdu­
ally diagnosed patients in residential programs, more atten­
dance at 12-step SHGs was associated with better substance 
use and psychiatric outcomes both at discharge and I-year 
follow-up. Importantly, the benefits of 12-step SHG atten­
dance depended on the intensity ofservices provided during 

treatment. More 12-step SHG attendance during treatment 
was associated with better alcohol and drug outcomes at dis­
charge only among patients treated in low-service intensity 
programs; also, more attendance after discharge was associ­
ated with better psychiatric and family/social functioning at 
1 year only among patients receiving low-service intensity 
care (Timko and Sempel2004). 

MEDIATION OF TREATMENT EFFECTS 
Participation in SHGs may mediate or explain part of the ef­
fects of treatment on substance use outcomes. According to 
Humphreys et al. (l999a), the orientation of treatment in­
fluenced the outcome ofSH G participation: as the treatment 
emphasis on 12-step approaches increased, the positive re­
lationship ofSHG participation to better substance use out­
comes became stronger. More specifically, there was a stron­

ger relationship between 12-step SHG participation and 
better substance use outcomes among patients from 12-step 
treatment programs than among patients from cognitive­
behavioral or eclectic programs. Posttreatment SHG involve­
ment partially mediated higher rates of abstinence and free­
dom from substance use problems in patients from 12-step 
than in patients from cognitive-behavioral treatment pro­
grams. 

Essentially comparable findings were obtained in the Na­
tionallnstitute on Drug Abuse Collaborative Cocaine Treat­
ment study. Patients in individual drug counseling that em­
phasized 12-step principles changed more in 12-step beliefs 
and behaviors than did patients in supportive-expressive 
therapy and cognitive therapy, which placed less emphasis on 
12-step ideology. These patients also experienced better end­
of-treatment substance use outcomes; changes in patients' 
12-step beliefs and behaviors explained or mediated part of 
this effect (Crits-Christoph et al. 2003). However, changes in 
12-step involvement did not precede changes in drug use. 
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suggesting that increases in I2-step involvement may occur 
together with or after improvements in drug use. For exam­
ple, individuals might attribute reductions in their drug use 
to the 12-step approach and then increase their commitment 
to 12-step SHGs in the expectation that this will hdp them 
maintain abstinence. Thus, declines in substance use may 
precede and motivate subsequent changes in 12-step beliefs 
and behaviors. 

Self-Help Groups and Health 
Care Utilization and Costs 
1\'10 prospective studies have highlighted the potential for 
SHG involvement to reduce the use and costs of health care. 
Compared with individuals who initially obtained profes­
sional outpatient care, individuals who entered AA had less 
income and education and experienced more adverse conse­
quences of drinking at baseline, suggesting somewhat worse 
prognoses. Nevertheless, individuals who initially sought 
help from AA had alcohol-related and psychosocial out­
comes comparable with those who initially obtained outpa­
tient treatment and had 45% lower alcohol-related health 
care costs over a 3-year period (Humphreys and Moos 1996). 

By increasing their patients' reliance on SHGs, profes­
sional treatment programs that emphasize 12-step approaches 
may lower subsequent health care costs. In this vein, compared 
with patients treated in cognitive-behavioral programs, pa­
tients treated in 12-step programs were more involved in 
SHGs at both I-year and 2-year follow-ups after discharge 
from acute treatment. In contrast, patients treated in cogni­
tive-behavioral programs received more inpatient and outpa­
tient care after discharge, resulting in 64% higher I-year and 
30% higher 2-year annual health care costs. Substance use and 
psychiatric symptom outcomes were comparable across treat­
ments, except that 12-step patients had higher rates ofabsti­
nence at both the I-year and 2-year follow-ups (Humphreys 
and Moos 2001, 2007). 

Personal Factors, Participation, 
and Self-Help Group Outcomes 
In a search to identify individuals who may be especially 
well-suited for participation in SHGs, researchers have ex­
amined a range of personal factors, including severity and 
impairment related to substance use, psychiatric disorders, 
and disease model beliefs and religious/spiritual orientation. 
In addition, some studies have focused on the suitability of 
SHGs for individuals who are court mandated to attend as 
well as for women and youth and older adults. 

SEVERITY AND IMPAIRMENT 

Individuals who are heavier substance users and have more 
substance-related problems, are more dependent on sub­
stances, and lack control over their substance use are more 
likely to affiliate with SHGs. More-impaired clients also are 
more likely to continue SHG attendance and less likely to 
drop out after treatment than are less impaired clients ( Con­
nors et al. 2001; Tonigan et al. 2006). 

Compared with individuals with less severe substance 
use problems, those with more-severe problems may benefit 
more from SHG involvement. Morgenstern et a1. (2003) 
found that patients with more-severe substance use and psy­
chosocial problems who had high levels of SHG affiliation 
had better 6-month substance use outcomes; outcomes were 
poor when group affiliation was low. For patients who had 
less severe problems, levels of SHG affiliation were not re­
lated to outcomes. Individuals with more-severe problems 

may benefit more from the support and structure ofSHGs 
because it helps to alleviate their distress and increase their 
self-control and interpersonal and coping skills. 

PSYCHIATRIC DISORDERS 

Many patients with SUDs also have co-occurring psychiatric 
disorders. With the exception of patients with psychotic dis­
orders, these dually diagnosed patients are as likely to attend 
12-step SHGs as are patients with only SUDs (Jordan et a1. 
2002). More importantly, some dually diagnosed patients ap­
pear to benefit as much from substance use-focused 12-step 
SHGs as do patients with only SUDs. A study ofpatients dis­
charged from hospital-based residential treatment showed 
that dually diagnosed patients attended a comparable num­
ber of 12-step SHG meetings in the 3 months before I-year, 
2-year, and 5-year follow-ups as did patients with only SUDs. 
SHG attendance was similarly associated with a higher likeli­
hood of I-year and 5-year remission for both groups of pa­
tients (Ouimette et a1. 1998; Ritsher et a1. 2oo2a, 2002b). 

A few studies have focused on patients with specific 
psychiatric disorders. Patients with SUDs and posttraumatic 
stress disorders who were more involved in 12-step SHGs 
during treatment relied more on approach and less on avoid­
ance coping at discharge; they also had fewer psychological 
symptoms. In contrast, there was little or no relationship 
between SHG involvement during treatment and these dis­
charge outcomes among patients who had only SUDs. 
Patients with SUDs and posttraumatic stress disorder partic­
ipated as much in 12-step SHGs in the first 2 years after dis­
charge from treatment as did patients with only SUDs. The 
dually diagnosed patients who participated more in SHGs 
were more likely to be abstinent and experienced less distress; 
they also were more likely to maintain stable remission (Oui­
mette et a1. 2000). 
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The situation may be different for patients who have 
SUDs and co-occurring major depression. Compared with 
patients with only SUDs, those who also have major depres­
sion were less likely to become involved in 12-step SHGs in 
the year after treatment. At a 2-year follow-up, the associa­
tion between SHG involvement and abstinence was stronger 

for patients who had only SUDs than for patients who also 
had major depression, who did not benefit as much from 
contact with a sponsor, 12-step friends, reading 12-step lit­
erature, and working the steps. Depressed individuals may 
have interpersonal problems that make it harder to develop 

friendships and acquire a sponsor; thus, they may need more 
support to become involved in and benefit from 12-step 
SHGs (Kelly et al. 2003). 

Traditional 12-step SHGs may have some limitations for 
dually diagnosed individuals because these individuals may 
bond less with other members who do not share the experi­

ences associated with psychiatric problems. The guidance 
dually diagnosed individuals obtain from other members, al­
though well-intentioned, may be misinformed; other mem­
bers also may have equivocal or negative attitudes about the 
use of medications to prevent relapse or alter mood. Given 
these issues, some dually diagnosed individuals, especially 
those with Axis I psychiatric disorders, may do better in dual­
focused 12-step SHGs, such as Double Trouble in Recovery 
(DTR). DTR is a mutual aid program adapted from the 12­
step method of AA to focus specifically on dually diagnosed 
individuals' needs. 

Individuals who experience more psychiatric symptoms 
and more severe consequences of substance use are more 
likely to maintain attendance in DTR, which is associated 
with better adherence to medication regimens. Two processes 
that are closely related to group support involve assuming a 
helping role by providing support to other members and re­
ciprocallearning, or the opportunity to learn new attitudes 
and skills from role models and share information at meet­
ings. DTR members who assumed a helping role and engaged 
more in reciprocal learning were more likely to be abstinent 
at a I-year follow-up (Magura et al. 2003). Members who had 
more sustained participation in DTR over a I-year interval 

were less likely to use substances at a 2-year follow-up; this ef­
fect was partially explained by their higher levels of group­
related social support (Laudet et a1. 2004). 

DISEASE MODEL BELIEFS AND 
RELIGiOUS/SPIRITUAL ORIENTATION 
Individuals whose beliefs are more consonant with the 12­
step orientation are more likely to affiliate with 12-step 
SHGs. More specifically, patients who believe in the disease 
model of substance use and have an abstinence goal and an 
alcoholic or addict identity tend to become more involved in 
SHGs and are less likely to drop out (Kelly and Moos 2003; 

Mankowski et a1. 2001). Patients with both SUDs and post­
traumatic stress disorder whose identity matched 12-step 
philosophy participated more in SHG activities; more partic­
ipation was associated with less distress for these patients but 
with more distress for patients who did not have a 12-step 
identity (Ouimette et aI. 2001). 

Because ofthe emphasis on spirituality in 12-step SHGs, 
there has been speculation that less religious or less spiritu­
ally inclined individuals may participate and benefit less 
from these groups. In fact, individuals with stronger reli­
gious beliefs are more likely to attend and become involved 
in 12-step SHGs and are less likely to drop out (Kelly and 
Moos 2003; Timko et a1. 2006a). In a 3-year study that exam­
ined the role of religiosity in AA, more spiritually oriented 
individuals reported attending more meetings than did sec­
ular individuals; in addition, secular and uncommitted indi­
viduals had a sharper decline in AA involvement than spiri­

tual and religious individuals did. These findings suggest 
that 12-step SHGs are accessible but somewhat less engaging 
for more secular individuals (Kaskutas et a1. 2003). 

Importantly, when they do become involved in SHGs, 
less religious individuals appear to derive as much or more 
benefit from them as more religious individuals do (Kasku­
tas et al. 2003). In two large multisite studies, participation 

in SHGs was associated with better substance use outcomes, 
irrespective of the strength ofindividuals' religious beliefs or 
belief in God (Tonigan et a1. 2003; Winzelberg and Hum­
phreys 1999). 

COURT-MANDATED ATTENDANCE 
Individuals who are court mandated to attend AA appear to 
have quite similar experiences in AA as do individuals who 
participate without a court mandate. In this vein, Humphreys 
et al. (1998) found that, compared with nonmandated pa­
tients, mandated patients attended more meetings and were 
more likely to report having had a spiritual awakening. By 
extension, patients who are court mandated to treatment 
should be as good candidates for referral to AA as patients 

who enter treatment without a court mandate. In fact, man­
dated and nonmandated patients may be equally likely to 
have prior experience with AA, to report an alcoholic identity, 
and to become involved in 12-step SHGs during and in the 
year after treatment. 

WOMEN 
Women with alcohol or drug use disorders are as or more 
likely than men to attend SHGs and to continue to partici­
pate in them. Participation in SHGs also is associated with as 
good or better outcomes for women as for men (Kaskutas et 
a1. 2005). In a comparison ofwomen and men with alcohol 
use disorders, women were more likely than men to attend 
AA and went to more AA meetings in the first year after ini­

cd 



517 Outcome Research on 12-Step and Other Self-Help Programs 

tiating help seeking. More extended participation in AA was 
associated with a higher likelihood of I-year remission for 
both women and men; however, the positive association be­
tween a longer duration of AA attendance and stable remis­
sion was stronger for women (Moos et al. 2006). 

Compared with men, women may be more in tune with 
12-step philosophy, which involves acceptance ofpowerless­
ness over the abused substance and dependence on a higher 
power to attain sobriety. Women with SUDs often report low 
self-esteem, an external locus of control, stable attributions 
(or failure, and frequent substance use when feeling power­

less or inadequate. These personal characteristics are con­
gruent with 12-step ideology, which expects individuals with 
substance use problems to admit past wrongdoing, acknowl­
edge inability to control substance use, and trust a higher 
power to achieve recovery. Importantly, however, Women 
for Sobriety is a self-help program that provides an alterna­
tive for women who prefer an emphasis on improving self­
esteem, independence, and personal responsibility rather 
than powerless, humility, and surrender (Kaskutas 1996). 

YOUTH 
Many adolescents attend SHGs after treatment, and those 
who do tend to experience better substance use outcomes. 
SHG attendance in the 3 months after discharge is associated 
with better 3-month and 6-month outcomes among youth; 
the association between attendance and remission holds for 
youngsters who have severe substance use and personality 
problems (Kelly et al. 2000; Kennedy and Minami 1993). 
SHG attendance in the fll'st 6 months after treatment also 
has been associated with better 12-month outcomes. 

According to Kelly et al. (2002), attendance at 12-step 
meetings in the first 3 months after treatment was associated 
with more motivation for abstinence and self-efficacy at 3­
month follow-up, which predicted abstinence at 6-month 
follow-up. The strength of affiliation with SHGs explained 
part of the connection between 12-step attendance and mo­
tivation for abstinence, which explained some ofthe link be­
tween attendance and 6-month outcomes. Thus, youngsters' 
attendance appears to contribute to affiliation, which en­
hances motivation for abstinence; motivation then helps to 
explain why attendance is related to better substance use 
outcomes. 

Adolescents often attribute their relapses to social situ­
ations and the pressure to use substances. Therefore, they 
may benefit from contact with a sponsor who can be a role 

model, structure that helps them avoid high-risk situations, 
participation in substance-free social events, and the op­
portunity to try out a new lifestyle. However, there also are 
important barriers to SHG participation for adolescents, 
including less severe substance-related problems and less 
motivation for abstinence, discomfort with the emphasis on 

spirituality, and younger age relative to most members, who 
may be concerned with marital and employment problems 
that are less relevant to adolescents. 

OLDER ADULTS 
Late-middle-aged and older adults participate in and benefit 
from 12-step SHGs. In two studies, groups of older patients 
(ages 55 years or more) with SUDs were matched with younger 
(ages 21-39 years) and middle-aged (ages 40-59 years) pa­
tients on the basis ofdemographic factors and dual diagnosis 
status. These three groups of patients attended a comparable 
number ofSHG meetings during and in the 2 years after resi­
dential treatment and were equally likely to have a sponsor. 
Overall, patients who attended more group meetings and 

those who had a sponsor in the first year experienced better 1­
year alcohol and psychological distress outcomes. Patients who 
attended more meetings and had a sponsor in the second year 
reported less alcohol consumption at a 5-year follow-up. The 
three age groups did not differ in the associations between 12­
step SHG attendance and these outcomes (Lemke and Moos 
2003a.2003b). . 

Self-Help Groups for 
Family Members 
AI-Anon and other mutual help groups, such as Nar-Anon, 
Alateen, and Adult Children ofAlcoholics (ACA), were devel­
oped to support the family members and friends of individu­
als with substance use problems. These groups try to help in­
dividuals affected by another person's substance use increase 
their own well-being, independence, and self-esteem. The 
groups provide support and guidance, teach members new 
coping skills, and expose them to models ofhow to handle a 
family member's abuse. Although these groups have not been 
extensively evaluated, some evidence indicates that they im-
prove their members' psychological well-being and function­

ing (Fernandez et al. 2006). 
In a study that compared family members of patients 

with SUDs who attended AI-Anon with those who did not, 
the AI-Anon group improved more in family functioning; 
moreover, the 3-month relapse rate for patients whose family 
members attended AI-Anon was lower than that for patients 
whose family members did not attend (Friedemann 1996). 
Another study showed that ACAs who had substance use 
problems and attended an ACA-specific mutual help group, 
which followed AI-Anon and 12-step principles, reported 
more benefits from being an ACA member than did compa­
rable individuals who attended substance abuse education 
classes. The group participants also declined more in depres­
sion and substance use; individuals who participated more 
intensively in the group experienced less stigma and more 
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self-esteem at a 6-month follow-up (Kingree and Thompson 
2000). 

Ingredients of Self-Help 
Group Outcomes 
The effectiveness ofSHGs in curtailing substance use is based 
largely on four key ingredients: I) support, goal direction, and 
structure that emphasizes abstinence and the importance of 
strong bonds with family, friends, work, and religion; 2) par­
ticipation in substance-free social activities, 3) identification 
with abstinence-oriented role models and a consistent belief 
system that espouses a substance-free lifestyle, and 4) an em­
phasis on bolstering members' self-efficacy and coping skills 
and helping others overcome substance use problems. 

SHGs are an important source ofabstinence-specific and 
general support and may be especially effective in counter­
acting the influence ofsubstance users in a social network. 
These groups provide guidance, goal direction, and moni­
toring by offering modeling of substance use refusal skills, 
ideas about how to avoid relapse-inducing situations, and 
practical advice for staying sober. Individuals who continue 
to attend AA more regularly after treatment are more likely 
to have social network members who support cutting down 
or quitting substance use than are individuals who attend 
AA less regularly. In fact, the increase in friends' support as­
sociated with SHGs explains part of their positive influence 
on remission (Humphreys et al. 1999b). 

In addition to obtaining support, providing support to 
others may benefit recovering individuals because it increases 
a commitment to abstinence, satisfaction from helping other 
individuals in need, and the helper's own sense ofindepen­
dence and self-efficacy. In fact, recovering individuals who 
help their peers to maintain long-term sobriety are better able 
to maintain sobriety themselves (Pagano et aI. 2004). Patients 
who engage in more helping during treatment tend to be 
more involved in SHGs after treatment and, in turn, are more 
likely to achieve abstinence (Zemore et al. 2004). Moreover, 
SHG members who become sponsors are more likely to main­
tain abstinence than those who do not; this effect appears to 
be independent ofSHG attendance (Crape et aI. 2002). 

Participation in SHGs also is related to increases in com­
mon change factors other than social support, especially mo­

tivation for recovery, self-efficacy to resist drinking, and ap­
proach coping (Morgenstern et al. 1997). In ProjectMATCH, 
participation in AA was related to more self-efficacy to avoid 
drinking, which predicted a higher likelihood ofabstinence. 
Self-efficacy explained part ofthe association between partic­
ipation in AA and abstinence. In addition, AA attendance at 
6 months posttreatment predicted self-efficacy at 9 months, 
which predicted abstinence at 15 months. Self-efficacy to 
avoid drinking mediated part of the effect of AA attendance 
on abstinence for both less severe and more severe alcoholic 
individuals (Bogenschutz et aI. 2006; Connors et al. 200 I). 

A few other studies have also shown that improvements 
in common change factors explain some of the effects of 
SHGs. Individuals who attend I2-step groups tend to de­
velop new friends who are more likely to abstain from sub­
stances and provide more support for recovery (Humphreys 
and Noke 1997); this is also associated with increases in ap­
proach coping. According to Humphreys et al. (1999b), al­
most half of the association between SHG involvement and 
I-year substance use was explained by these support and 
coping indices. Friends' support for abstinence was a more 
powerful mediator ofthe relationship between SHG involve­
ment and substance use than was general friendship quality. 

Affiliation with I2-step SHGs also tends to promote 
more reliance on behaviorally oriented substance use coping 
processes. In this respect, Snowet al. (1994) found that indi­
viduals who were more involved in AA were more likely to 
rely on specific coping responses aimed toward reducing sub­
stance use, such as spending time with nondrinking friends, 
talking to someone about their drinking problems, reward­
ing themselves for trying to stop drinking, and becoming 
more aware ofsocial efforts to help people stop drinking. 

The effective ingredients ofSHGs reflect the four critical 
factors that appear to aid long-term recovery from an SUD: 
1) forming bonds and obtaining social support from new rela­
tionships, such as a new spouse or partner or a sponsor; 2) su­
pervision or monitoring, such as by a sponsor or a spouse or 
partner, and the provision ofpositive consequences for contin­
ued remission; 3) involvement in rewarding activities that do 
not involve substance use, such as a program ofexercise, spir­
itual or religious pursuits, or social and service activities and 
include helping other people; and 4) affi1iation with a group 
that provides a sustained source ofhope, inspiration, and self­
esteem, such as AA or a religion. 

Key Points 

• 	 Sustained attendance at self-help groups (SHGs) is associated with a higher likelihood 
of abstinence and better substance use outcomes. 

• 	 Involvement in SHGs may accrue benefits over and above those of attendance itself. 
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• 	 Delay in participation and dropout from SHGs foreshadows poorer substance use 
outcomes. 

• 	 Participation in SHGs can substitute for, bolster, and help to explain the benefits of 
treatment; it can also reduce health care utilization and costs. 

• 	 Less religious individuals appear to benefit from SHGs as much as do individuals who are 
more religious. 

• 	 Individuals who are court mandated to participate in SHGs benefit as much from them as 
do non mandated patients. 

• 	 Women and older adults engage in and benefit from SHGs as much as or more than men 
and younger adults do. 

• 	 SHGs contribute to better substance use outcomes by providing support, goal direction, 
and structure; exposure to abstinent role models; reward for substance-free activities; 
and a focus for building self-confidence and coping skills. 
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