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ABSTRACT 

Aims This study implemented and evaluated procedures to help clinicians make effective referrals to 12-Step self-
help groups. Design Randomized controlled trial. Setting Out-patient substance use disorder treatment. 
Participants Individuals with substance use disorders (SUDs) entering a new treatment episode (n = 345) who 
were assigned randomly to a standard referral- or an intensive referral-to-self-help condition. Measurements Self-
reports of  12-Step group attendance and involvement and substance use at baseline and a 6-month follow-up. 
Intervention The intensive referral intervention focused on encouraging patients to attend 12-Step meetings by 
connecting them to 12-Step volunteers. Findings Among patients with relatively less previous 12-Step meeting 
attendance, intensive referral was associated with more meeting attendance during follow-up than was standard 
referral. Among all patients, compared with those who received standard referral, those who received intensive refer­
ral were more likely to be involved with 12-Step groups during the 6-month follow-up (i.e. had provided service, had 
a spiritual awakening and currently had a sponsor). Intensive referral patients also had better alcohol and drug use 
outcomes at 6 months. Twelve-Step involvement mediated part of  the association between referral condition and 
alcohol outcomes. Conclusions The brief  intensive referral intervention was associated with improved 12-Step 
group involvement and substance use outcomes even among patients with considerable previous 12-Step group 
exposure and formal treatment. Future 12-Step intensive referral procedures should focus on encouraging 12-Step 
group involvement in addition to attendance to benefit patients most effectively. 
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INTRODUCTION 

Twelve-Step self-help groups have become an important 
component of  the system of  care for patients with sub­
stance use disorders (SUDs) in the United States and other 
countries. SUD patients have high rates of  post-treatment 
relapse and additional episodes of  in-patient, residential 
and intensive and standard out-patient care [1], and self-
help may provide an element of  continuing support and 
structure that reduces relapse rates and use of  services. 
The American Psychiatric Association [2] recommends 
referrals to self-help for the treatment of  SUDs. 

This study implemented and evaluated procedures to 
help clinicians make more effective referrals to 12-Step 
self-help groups (SHGs). SUD out-patients were assigned 
randomly to a standard referral- or an intensive referral­
to-self-help condition. We examined whether intensive 
referral, compared to standard referral, increased 

patients’ SHG attendance over a 6-month follow-up 
period. We also determined whether intensive referral 
increased SHG involvement (e.g. having or being a spon­
sor) among patients who attended. Further, we deter­
mined whether patients who received intensive referral 
had better substance use outcomes. 

Intensive referral and 12-Step group attendance 
and involvement 

Most formally treated SUD patients are referred to self-
help [3]. However, under usual referral, formally treated 
patients often drop out of  self-help quickly [4–6]. An early 
study [7] of  individuals with alcohol use disorders and 
spouses of  such individuals found that all 10 clients in an 
intensive referral condition attended self-help [Alcoholics 
Anonymous (AA) or Al-Anon] over 4 weeks, compared to 
none of  10 clients in the standard referral condition. In 
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intensive referral, the client called a SHG member during 
a counseling session to arrange to go to a meeting 
together. In standard referral, the counselor provided a 
description of  self-help, a meeting schedule and encour­
agement to attend SHG meetings. 

Project MATCH found that out-patients in a Twelve-
Step Facilitation (TSF) treatment condition, which 
encouraged AA attendance, had more AA attendance 
and involvement during treatment and at 1- and 3-year 
follow-ups than did clients in a cognitive behavioral (CB) 
therapy or motivational enhancement therapy condition 
[8–10]. The TSF condition consisted of  12 weeks of  indi­
vidual out-patient treatment, one goal of  which was to 
motivate patients to accept and follow the tenets of  AA. In 
contrast to Sisson & Mallams’ [7] intensive referral con­
dition, TSF was much more than a referral to AA [11], 
but the intensive referral and TSF were broadly compara­
ble in that both encouraged participation in self-help. 

Consistent with Project MATCH, the VA Multisite 
Evaluation of  Substance Abuse Treatment found that 
SUD patients treated in 12-Step programs had higher 
rates of  subsequent participation in self-help [5]. Specifi­
cally, at a 1-year follow-up, patients in 12-Step or com­
bined 12-Step/CB programs were more likely than 
patients in CB programs to attend SHG meetings, and 
were more involved in self-help [e.g. were more likely to 
talk with a sponsor and to read AA and/or Narcotics 
Anonymous (NA) literature]. Again, although 12-Step 
treatment constitutes much more than a referral to self-
help, it resembles intensive referral in its encouragement 
of  self-help participation. 

Based on previous findings [5,7–10,12,13], we 
expected that intensive referral to self-help, compared to 
standard referral, would result in more 12-Step SHG 
meeting attendance and involvement at 6 months post-
referral. However, because individuals with SUDs who 
have received relatively less help in the past are often more 
responsive to current treatment [14–16], we also consid­
ered the possibility that the intensive referral intervention 
would be especially effective at increasing 12-Step group 
attendance among patients who had less 12-Step group 
experience at intake to the present treatment episode. 

Intensive referral and substance use outcomes 

There are no studies comparing substance use outcomes 
of  patients referred to SHGs by standard versus intensive 
referral procedures. The only study to compare standard 
to intensive referral per se [7] assessed only meeting 
attendance at follow-up. However, studies demonstrate 
clearly that patients who choose to attend SHGs after for­
mal treatment are more likely than those who do not to 
maintain abstinence, and that more involvement is asso­
ciated with more improvement on substance use out­
comes [17–22]. In addition, among cocaine-dependent 

patients, higher scores on an index assessing both 12­
Step group involvement and endorsement of  12-Step phi­
losophy mediated partially the positive relationship found 
between receiving out-patient counseling that encour­
aged participation in 12-Step groups and more improve­
ment on drug use outcomes during a 6-month follow-up 
period [23]. 

In summary, this project used a randomized design in 
which patients entering out-patient SUD treatment were 
assigned to either standard or intensive referral to 12­
Step SHGs. Patients were followed-up at 6 months to 
determine whether intensive referral resulted in more 
12-Step SHG attendance and involvement, and in better 
substance use outcomes. We also examined the extent to 
which 12-Step participation mediated between referral 
condition and substance use outcomes. 

METHODS 

Sample 

A total of  382 patients entering SUD out-patient treat­
ment at a Department of  Veterans Affairs (VA) program 
were eligible for the study, i.e. were clinically judged by 
program staff  to be cognitively able to understand the 
study’s questionnaire and interview procedures. Two 
patients were ineligible due to cognitive impairment; there 
were no other exclusion criteria. Treatment was absti­
nence-based with patient activities (e.g. therapy oriented 
toward relapse prevention, psychoeducation) scheduled 
each weekday. After receiving an introduction to the 
study, 345 patients signed an informed consent form and 
were enrolled. A total of  37 patients who were eligible for 
the project declined to participate in it. Of  the 345 partic­
ipants, 164 were assigned randomly (using permuted 
blocking) to the standard referral condition and 181 were 
assigned randomly to the intensive referral condition. 

Procedure 

Counselor training 

Because of  the importance of  establishing and maintain­
ing the distinctiveness of  the referral conditions, 12 coun­
selors were assigned randomly to deliver either the 
standard or intensive referral condition [24,25]. The 
counselor characteristics of  gender and training were 
balanced between groups. All counselors attended a 
training seminar that reviewed the project manual con­
taining the study background and a detailed overview of 
the intervention protocols. To ensure counselors’ readi­
ness to deliver the intervention to which they were 
assigned, we included a start-up practice phase during 
which counselors implemented the intervention with 
patients who were enrolled and randomized to condition 
according to the same procedures used in the study, but 
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patients were considered training cases and their data 
were not analyzed for this report. All training case ses­
sions (a minimum of  two per counselor) were audiotaped 
and rated by project staff  using the checklist containing 
the standard- and intensive-referral components (see sec­
tion on monitoring, below). Senior project staff  reviewed 
the checklist results and provided supervision to each 
counselor. Counselors were certified after successful com­
pletion of  training cases. 

Standard referral procedures were designed to reflect 
current practices in VA SUD out-patient clinics, whereas 
intensive procedures were designed to be quite distinct 
from standard referral and feasible to implement rou­
tinely. To develop the procedures, we reviewed the litera­
ture and convened four meetings of  a national expert 
panel composed of  SUD treatment providers, including 
case managers and continuing care coordinators, pro­
gram managers, researchers, system planners, policy-
makers and self-help facilitators. Both the standard and 
intensive referral conditions included patients’ atten­
dance at a minimum of  three individual out-patient ses­
sions within 1 month; beyond these sessions, counselors 
determined how much out-patient care patients should 
receive. 

Standard referral 

In the standard referral condition, during the first session 
the counselor gave the patient a schedule of  AA and NA 
meetings in the local area and encouraged the patient to 
attend 12-Step SHG meetings based on a standardized 
script agreed upon by the expert panel and provided in 
the project manual. Counselors in the standard condition 
were asked not to provide the components of  intensive 
referral for the remainder of  patients’ out-patient treat­
ment. During the standard referral sessions, counselors 
and patients reviewed relapse prevention (e.g. coping 
with stressors and triggers) and psychoeducation (e.g. 
substance misuse consequences, healthy living) treat­
ment foci. 

Intensive referral 

As in standard referral, during the first session the coun­
selor gave the patient a schedule of  local 12-Step SHG 
meetings. The counselor also gave the patient a list of 
local meetings favored by other patients who had been in 
the out-patient program, with the times and locations of, 
and directions to (by foot, car and public transportation), 
those meetings. In addition, the counselor gave the 
patient a handout on 12-Step SHGs for alcohol and drug 
misuse [26,27] that provided an introduction to 12-Step 
philosophy and the structure and terminology of  12-Step 
groups, addressed common concerns about participation 
and encouraged patients to set goals for attending self-
help, working the first Steps, joining a home group and 

obtaining a sponsor. The counselor reviewed the handout 
with the patient. 

In addition, at the first session the counselor arranged 
a meeting between the patient and a participating mem­
ber of  an AA or NA group. Specifically, the counselor and 
patient called a SHG volunteer during the session and the 
volunteer arranged to meet the patient before an AA or 
NA meeting so that they could attend the meeting 
together. Project staff  members served as liaisons 
between counselors and SHGs to coordinate the availabil­
ity of  volunteers. 

Also at the first session, the patient and the counselor 
agreed on the 12-Step SHG meetings to be attended 
before the next session, and this agreement was written 
into a journal provided to the patient by the counselor 
(the counselor obtained the journal from project staff). 
Patients in the intensive referral condition were asked to 
keep this journal to record the SHG meetings attended 
(dates, times, places) and, briefly, their personal reactions 
to and thoughts about the meetings (or their reasons for 
not attending). 

At the second out-patient session, the counselor asked 
if  the patient had read and had any questions about the 
handout. If  the patient had not attended a SHG meeting, 
the counselor repeated the procedure of  contacting a vol­
unteer with the patient. The journal was reviewed by the 
counselor so that any doubts and concerns the patient 
may have had about self-help participation could be 
addressed. The project provided counselors with a list of 
patients’ common concerns about attending SHGs and 
responses to them (taken from the literature [28,29] with 
review by the expert panel). The patient was asked to 
show the counselor that the SHG’s secretary had ‘signed 
off ’ on each meeting attended. Again, the patient and the 
counselor agreed on the 12-Step SHG meetings to be 
attended before the next session, and this agreement was 
written into the journal. 

For patients who had attended a 12-Step SHG meeting 
the counselor provided a list, coordinated by project staff, 
of  currently available sponsors who were active in that 
group. The counselor recommended, in writing in the 
journal, that the patient obtain a temporary sponsor 
from this list (by calling or by approaching the individual 
at a meeting) and explained that this sponsor could be 
replaced by a more permanent one when the patient was 
more familiar with other SHG members. The counselor 
addressed any concerns the patient may have had about 
asking for and working with a sponsor, using project-
provided responses. 

At the third out-patient session, the procedure for 
contacting the SHG volunteer was repeated if  the patient 
had not yet attended a meeting. The journal was also 
reviewed by the counselor, and the agreement for the 
next week’s 12-Step meeting attendance written in. 
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Counselors checked with patients who had already 
attended a meeting and had received a list of  potential 
sponsors as to whether they had contacted an individual 
about sponsorship. 

Monitoring fidelity 

The fidelity of  the standard and intensive referral proce­
dures was monitored. Each time participants met with 
treatment counselors for the three out-patient sessions, 
both the patient and the counselor completed checklists 
rating the session; in addition, a research assistant blind 
to the patient’s random assignment rated a sample of 
audiotaped sessions (52% of  all sessions). Each of  these 
three raters (research assistants, counselors and patients 
themselves) rated the majority of  patients assigned to the 
intensive condition as having received each of  the three 
key elements of  that condition: being linked to a volun­
teer, completing a 12-Step journal and being asked about 
12-Step meeting attendance. More specifically, blind rat­
ers judged 98% of  patients to have received these three 
key elements; counselors judged 100% of  patients to have 
received them, as did 92% of  patients themselves. Very 
few patients assigned to the standard condition were so 
rated by blind raters (2% of  patients), counselors (6% of 
patients) or patients themselves (17%). 

Measures 

Baseline 

Self-report data were collected from study participants at 
intake to SUD out-patient treatment. These data included 
demographics, life-time and recent substance use and 
previous self-help for SUDs. 

Socio-demographics 

Socio-demographic information covered patients’ gender, 
age,  race and ethnicity, education, employment and mar­
ital status. 

Substance use 

The Addiction Severity Index (ASI) [30–32] was used to 
collect information on patients’ substance use. The ASI is 
a structured, 40-minute clinical research interview that 
assesses seven problem areas, two of  which address sub­
stance use: alcohol use and drug use. In each area, ques­
tions are asked that measure the number, extent and 
duration of  symptoms in the patient’s life-time and in the 
past 30 days. ASI composites are used as outcome criteria 
that are compared between baseline and follow-ups. The 
composite scores are produced from sets of  objective items 
that are standardized and summed; they provide inter­
nally consistent evaluations of  patient status in the prob­
lem areas [33]. The ASI composites range from zero to 
one, with higher scores indicating more severe problems. 

12-Step self-help 

To  measure 12-Step SHG attendance and involvement, 
we used the AA Affiliation Scale (AAAS) [34]. Regarding 
12-Step group attendance, at baseline participants were 
asked if  they had ever attended a 12-Step SHG meeting 
(no or yes) and if  so, for the total number of  meetings 
attended. Regarding 12-Step group involvement, partici­
pants were asked if  they had ever: read 12-Step group 
literature, provided service at a meeting (e.g. helped 
newcomers, set up chairs, made coffee, cleaned up after­
wards), had a 12-Step group sponsor, been a 12-Step 
group sponsor or had a spiritual awakening or conver­
sion experience since being involved in a 12-Step group. 
Overall involvement is the sum of  ‘yes’ responses to these 
five items. Participants were also asked how many of  the 
12 Steps they had worked. 

6-month follow-up 

Patients were followed at 6 months after their intake to 
out-patient treatment. Follow-up assessments covered 
substance use outcomes and 12-Step group attendance 
and involvement. The interviews were conducted by a 
project research assistant who was blind to the patients’ 
condition assignment. 

The ASI was used to obtain information on patients’ 
alcohol and drug use and took about 20 minutes. To 
measure self-help attendance and involvement, the time-
frame used at baseline on the AAAS (i.e. ‘ever’) was 
changed to refer to the last 6 months. In addition to 
number of  meetings, patients were asked the number of 
weeks they attended 12-Step groups during the past 6 
months. There is support for the reliability and validity of 
self-reports regarding participation in 12-Step groups 
[10,35]. 

Patients’ demographic and substance use characteristics 
at baseline 

We  compared patients assigned to the standard or inten­
sive referral condition on baseline socio-demographic 
characteristics. No differences were found between 
groups. Of  the sample, 98% were male, 43% were Cauca­
sian and 13% were married. On average, participants 
were 50 years old, had 13 years of  education and had 
worked only 1.7 days in the past month. 

We  also did not find differences between the standard 
and intensive patient groups on the ASI alcohol use or 
drug use composite at baseline. At intake, patients’ sub­
stances of  choice were: alcohol (45.9% of  the sample); 
cocaine (36.0%); amphetamines (8.1%); cannabis 
(21.9%); heroin (7.2%); methadone (7.5%); other opiates 
or analgesics (7.2%); sedatives, hypnotics or tranquilizers 
(4.5%); and barbiturates (.6%). Fully 41.6% of  patients 
were using more than one of  these substances. Standard 
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and intensive patients did not differ on the number of 
times they had previously been treated for their alcohol 
and/or drug problems (mean =  8.5 previous episodes of 
professional treatment). Only 4.4% of  patients had never 
received substance misuse treatment. 

Baseline comparisons of  patients followed or not followed 
at 6 months 

We  compared patients followed-up (n  =  281, 81.4%) or 
not followed-up (n  =  64, 18.6%) at 6 months on baseline 
socio-demographic characteristics, ASI composites and 
12-Step group attendance and involvement. On socio­
demographics, those followed were somewhat more
likely to be Caucasian and married, but otherwise the 

 

groups did not differ.  There were no differences between 
groups on ASI composites (alcohol use, drug use) at 
baseline or on 12-Step attendance and involvement at 
baseline. 

Baseline comparisons of  standard to intensive patients on 
12-Step attendance and involvement 

We  compared patients assigned to the standard or inten­
sive referral condition on baseline 12-Step meeting atten­
dance and involvement using χ2  tests for dichotomous 
variables and t-tests for continuous variables. There were 
no differences between standard and intensive patients 
on the proportions who had ever attended a 12-Step 
meeting (96.8% of  the sample had previously attended a 
meeting), on the number of  meetings ever attended 
(mean =  479.0 meetings, SD = 783.1; median = 150 
meetings) or on involvement: had read 12-Step literature 
(81.3%), provided service at a meeting (50.6%), had a 
12-Step sponsor (55.4%), been a 12-Step sponsor (7.0%) 
and had a spiritual awakening after 12-Step group 
involvement (44.9%). The standard- and intensive-refer­
ral groups also did not differ on how many of  the 12 Steps 
they had worked (mean = 3.91, SD = 3.98). 

RESULTS 

Follow-up comparisons of  standard to intensive patients 
on attendance and involvement 

We  compared patients assigned to the standard or inten­
sive referral condition on indices of  12-Step group atten­
dance between baseline and the 6-month follow-up. 
Results are presented in Table 1. The standard and 
intensive groups did not differ on the proportions who 
attended a 12-Step group meeting, the number of  12­
Step meetings attended or the number of  weeks of  12­
Step group attendance. 

On involvement, patients in the intensive condition 
were more likely than patients in the standard condition 
to have provided service during a meeting, have had 
a spiritual awakening and currently have a sponsor 
(Table 1). Overall involvement scores were higher on 
average for intensive patients. Unexpectedly, on average, 
patients in the intensive condition worked a fewer num­
ber of  Steps during the 6 months (Table 1). 

Patients assigned to the standard condition attended 
fewer (mean =  2.8) individual out-patient sessions during 
treatment than did patients assigned to the intensive con­
dition (mean = 3.8) (t  = −3.44, P  < 0.001). Therefore, 
using analyses of  covariance (ANCOVAs), we compared 
patients in the two conditions on the same indicators of 
12-Step meeting attendance and involvement, control­
ling for number of  out-patient sessions. All results held 
except that the two groups no longer differed on number 
of  Steps worked. 

Comparing standard to intensive patients on substance 
use outcomes 

We  compared patients assigned to the standard or 
intensive referral condition on ASI composite change 
scores (baseline minus 6 months). On average, patients 
in the intensive condition improved more on alcohol 

    Table 1 12-Step group attendance and involvement at 6 months for standard (n = 126) and intensive (n = 155) referral patients. 

12-Step group attendance Standard Intensive χ2/t 

Attended at least one meeting (%) 85.3 87.2 0.23 
No. of  meetings attended (m, SD) 56.8 (74.2) 63.7 (60.6) 0.78 
No. of  weeks of  attendance (m, SD) 19.8 (7.8) 21.4 (6.9) 2.32 
12-Step group involvement 

During the past 6 months, have you: 
Read 12-Step group literature (%) 76.6 80.1 0.56 
Done service at a meeting (%) 45.3 56.2 3.66* 
Been a 12-Step group sponsor (%) 12.2 8.3 1.16 
Had a spiritual awakening (%) 39.2 52.1 4.77** 
Do you have a sponsor now? (%) 37.7 48.1 3.30* 
Overall involvement (m, SD) 2.1 (1.4) 2.4 (1.5) 4.61** 

No. of  Steps worked (m, SD) 4.8 (3.4) 3.8 (3.5) 4.15* 

*P < 0.05, **P < 0.01. 
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use (mean = 0.215, SD = 0.281) and drug use 
(mean = 0.079, SD = 0.115) than did patients in the 
standard condition (mean = 0.130, SD = 0.266 for alco­
hol use; mean = 0.051, SD = 0.102 for drug use) (for 
alcohol, t = 6.06, P < 0.01; for drugs, t = 3.98, P < 0.05). 
The benefits of  intensive referral relative to standard 
referral held when ASI alcohol and drug scores at the 6­
month follow-up were compared between conditions by 
ANCOVAs that controlled for the corresponding score, 
number of  12-Step meetings attended and overall 
involvement at baseline (for alcohol, F = 5.9, P < 0.01; for 
drugs, F = 3.7, P < 0.05). 

At 6 months, intensive patients were more likely to 
be abstinent from drugs (78.2%) than were standard 
patients (69.5%) (χ2 = 2.67, P < 0.05). Intensive and 
standard patients did not differ significantly on 6-month 
abstinence from alcohol (76.4% and 70.1%, respectively; 
P < 0.12); they also did not differ on abstinence from both 
alcohol and drugs (64.0% and 55.1%, respectively; 
P < 0.06). Again, these results held when the number of 
out-patient sessions attended during treatment was con­
trolled in analyses. 

Generality of  intervention effect 

We examined the possibility that the intensive interven­
tion may have been more effective among patients who 
had relatively less exposure to 12-Step groups at baseline 
than with the sample overall. Specifically, we selected 
patients who were below the 75th percentile on number 
of  12-Step meetings ever attended (500), and then com­
pared patients who were assigned to the standard or 
intensive condition. We chose to eliminate only patients 
who reported the highest attendance from this analysis, 
to determine whether intensive referral was more effec­
tive than standard referral even when patients who had 
moderately high previous attendance were included; if  so, 
this would indicate that the advantage for intensive refer­
ral would generalize to patients covering a wide range of 
utilization of  12-Step groups. 

For patients who were below the 75th percentile on 
prior 12-Step attendance, those in the intensive condition 
attended more meetings during the 6-month follow-up 
than did those in the standard condition (62.3 versus 
40.4 meetings; t = 6.87, P < 0.01) and attended 12-Step 
meetings for more weeks (21.3 versus 18.3 weeks, 
t = 5.30, P < 0.01). Patients assigned to the intensive 
condition were also more likely to report each type of 
involvement, and scored higher on overall involvement 
(2.2 versus 1.7; t = 6.35, P < 0.01). Furthermore, 
patients who were assigned to the intensive condition 
improved more between baseline and follow-up on ASI 
alcohol (t = 3.98) and drug (t = 2.94) composite scores 
(P < 0.05). We also conducted 2 (condition: standard, 
intensive) × 2 (12-Step group exposure at baseline: lower 

75%, higher 25%) ANOVAs predicting each index of  12­
Step group attendance and involvement and substance 
use improvement at 6 months. Interactions (P < 0.05) 
between condition and exposure showed that intensive 
referral was more effective for patients who had less pre­
vious exposure to 12-Step groups in comparison to 
patients with more exposure. 

12-Step group involvement and substance use outcomes 

Having found that patients in the intensive referral con­
dition were more involved in 12-Step groups and had 
better alcohol and drug use outcomes at 6 months, we 
next examined associations between each indicator of 
12-Step group involvement and improvement at 6 
months on outcomes. Specifically, we compared patients 
who reported each type of  involvement to those who did 
not on ASI alcohol use and drug use change scores. 
More improvement on alcohol use was associated signif­
icantly with having read 12-Step literature (t = 4.62, 
P < 0.05), provided service at a meeting (t = 6.73, 
P < 0.01) and been a sponsor (t = 3.23, P < 0.05); mar­
ginally associated with having had a spiritual awaken­
ing (t = 2.46, P < 0.06); and significantly correlated 
with overall involvement (r = 0.18, P < 0.01). The corre­
lation between improvement on alcohol use and num­
ber of  Steps worked was not significant. Indices of 
involvement and number of  Steps worked were not 
related significantly to improvement on drug use over 
the 6 months. 

12-Step group involvement as a mediator 

We examined whether 12-Step group involvement was 
a mediator between referral condition and alcohol use 
outcomes at the 6-month follow-up [36]. To establish 
mediation, first, referral condition was entered as the 
independent variable in a regression to predict the ASI 
alcohol composite change score. Assignment to the 
intensive condition was a significant predictor of  more 
improvement on the alcohol composite (b = 0.152 
P < 0.01). Secondly, referral condition was entered as the 
independent variable in a regression to predict overall 
involvement. Assignment to the intensive condition was 
a significant predictor of  more involvement (b = 0.149, 
P < 0.01). Thirdly, referral condition and involvement 
were entered together in a regression to predict the ASI 
alcohol composite change score. Referral condition was 
a weaker, although still significant, predictor of  alcohol 
use (b = 0.136, P < 0.05) when involvement (b = 0.168, 
P < 0.01) was also entered, indicating that involvement 
partially mediated the association of  referral condition 
with alcohol outcomes. The indirect effect of  intensive 
referral on alcohol misuse improvement via overall 
involvement was significantly different from zero accord­
ing to the Sobel test (Z = 1.97, P < 0.05) [37]. 
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DISCUSSION 

These SUD patients had high rates of  12-Step group 
attendance prior to entering out-patient treatment and 
during the 6-month follow-up period. Our results agree 
with those of  a study of  individuals with alcohol use dis­
orders entering treatment, in which 83% of  the sample 
had some prior contact with AA. This finding prompted 
the authors to comment that 12-Step group exposure 
among treated individuals appears to have become nor­
mative [34]. However, participation in SHGs prior to a 
new treatment episode has not been found to be a signif­
icant factor predicting treatment outcome. Rather, 
positive associations of  12-Step group attendance with 
successful substance use outcomes have been found for 
attendance during and/or after a specific treatment 
episode [19,38,39]. 

Intensive referral and 12-Step group involvement 

Because it appears to be normative for recurrent SUD 
patients to attend 12-Step groups before, during and fol­
lowing episodes of  treatment [40,41], the intensive refer­
ral intervention had little room to increase attendance. 
Nevertheless, it succeeded in doing so for patients who 
had relatively less, but in some cases still considerable, 
experience with 12-Step groups at intake to the current 
treatment episode. Notably, patients in this study had 
already been in treatment an average of  more than eight 
times before for their substance use problems. The inten­
sive referral intervention was more effective than stan­
dard referral at promoting 12-Step group attendance and 
involvement for patients who had attended up to 500 
meetings in the past. In addition, the intensive interven­
tion was more effective than standard referral at increas­
ing patients’ 12-Step group involvement, even when 
patients with the highest rates of  previous meeting atten­
dance were considered. 

Patients in the intensive referral condition worked 
fewer of  the 12 Steps on average during follow-up than 
did patients in standard referral. Additional analyses 
revealed that standard patients were equally as likely as 
intensive patients to have worked Steps 1, 2 and 3 during 
this period, but were more likely to have worked each of 
Steps 4–12. Possibly, patients in the standard condition 
were not as serious about working the Steps in a thor­
ough and thoughtful manner. Consistent with this 
notion, SUD patients enrolled in a 6-month residential 
program often required considerable time to move 
beyond Step 3 [42]. 

The challenge for treatment providers is how to 
intervene to increase patients’ involvement in 12-Step 
groups and thereby benefit substance use outcomes. The 
intensive intervention, with the key elements of  con­
necting patients to 12-Step volunteers and having 

counselors follow up with patients on agreements for 
attendance with the aid of  a 12-Step journal, was asso­
ciated with increased 12-Step involvement and more 
improvements on alcohol and drug use. Increased 
involvement occurred even though the intensive referral 
procedures in this study focused more on encouraging 
patients to attend 12-Step meetings and to arrange to 
have a sponsor than on becoming involved in other 
ways, such as providing service and being a sponsor to 
others. Future intensive referral procedures should 
emphasize encouraging aspects of  12-Step group 
involvement, in addition to attendance per se, to most 
benefit patients. 

12-Step group involvement and substance 
use outcomes 

We found that more 12-Step group involvement, reflected 
in reading 12-Step literature, providing service and being 
a sponsor, was associated with better alcohol use out­
comes. In addition, overall involvement partially medi­
ated the association between the intensive referral 
condition and less alcohol use at follow-up [23]. In this 
regard, two elements of  self-help participation–assuming 
a helper role, and learning new attitudes, skills and 
behaviors from role models or general information shar­
ing—were related to better abstinence outcomes among 
12-Step group members [43–45]. Possibly, if  we had also 
measured these additional aspects of  12-Step group 
involvement, we would have found stronger evidence for 
involvement mediating between referral condition and 
substance use outcomes. In any case, treatment provid­
ers and 12-Step group volunteers aiming to help SUD 
out-patients sustain remission should consider recom­
mending taking on a helping role and follow-up on that 
recommendation. 

We considered why overall involvement in 12-Step 
groups did not mediate between intensive referral and 
better drug use outcomes. A tentative answer, provided 
by reviewing patients’ 12-Step journals, was that 
patients found others’ stories of  misusing and quitting 
substances that they themselves did not misuse to be rel­
atively unhelpful. The majority of  patients (80%) in this 
sample misused alcohol, whereas smaller proportions 
misused each specific type of  drug. Thus a perceived com­
monality of  substance-related experiences among 12­
Step group members may strengthen the mediational 
role of  involvement. In future intensive referral interven­
tions, counselors might help patients find 12-Step groups 
with members who share their substance of  choice, and 
identify commonalities that exist between their own 
experiences and those of  members who had different sub­
stances of  choice. 

We also considered why intensive referral resulted in 
better drug outcomes even though overall involvement 
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did not mediate the effect. As was true in Sisson & Mal­
lams’ [7] intensive condition but not in Project MATCH’s 
TSF condition, patients in intensive referral had the pos­
itive experience of  personal contact with a SHG volunteer 
who served as both a role model and an additional source 
of  support. The review of  patients’ 12-Step journals sug­
gested that, in part, intensive referral was more effective 
than standard referral at improving substance use out­
comes because of  counselor-encouraged general motiva­
tion for change (e.g. ‘My goals for the next week are to go 
to outside AA and NA meetings, become a vocal contrib­
utor at meetings, make new contacts, and get a tempo­
rary sponsor’) and also because of  the general attention 
and caring of  the 12-Step group volunteer (e.g. ‘My goal 
for the next week is to call on the volunteer for knowledge 
and support’). 

Limitations 

A limitation of  this study was that the intensive referral 
intervention was delivered in an individual counseling 
format, despite findings that many out-patient SUD pro­
grams rely mainly on group counseling [46,47]. How­
ever, the design of  this study was based on the expert 
panel’s determination that new VA SUD out-patients 
typically already receive at least 1–2 individual sessions, 
and that individual therapy was provided by 99% of  a 
random, national sample of  SUD treatment programs 
[48]. Future efforts to evaluate intensive referral proce­
dures should test the intervention in group treatment 
settings. 

Another limitation is that patients were treated within 
the VA and virtually all of  them were male. Publicly 
funded by the federal government, the VA operates the 
largest substance abuse treatment system in the United 
States. Studies comparing mental health (i.e. substance 
abuse and psychiatric) care within and outside the VA 
suggest that VA-based findings may generalize somewhat 
more effectively to non-profit than to for-profit settings, 
although all three systems share similarities [49,50]. 
Generally, mental health services in the VA are of  similar 
quality and effectiveness to those in the private sector 
[51]. However, the VA patient population has poorer 
health status compared with the general patient popula­
tion [52]. The extent to which our findings will be repli­
cated in studies of  patients with more health and social 
resources and in other health-care systems remains to be 
determined. With respect to gender, women referred for 
SUD out-patient treatment who received high-intensity 
referrals were more likely to complete the program [53]. 
Such findings suggest that samples with more women 
may also respond positively to intensive referral to 12­
Step groups. Intensive referral procedures may need to be 
altered to be optimally effective with specific treatment 
subpopulations. 

Strengths and conclusions 

A strength of  this study is that it was a randomized con­
trolled trial that did not impose exclusionary criteria on 
participants that might have reduced generalizability of 
the findings. Rather, the sample represented the full 
range of  SUD out-patients, with the exception of  those 
having relatively severe cognitive impairment. This 
stands in contrast to Project MATCH, which imposed a 
number of  exclusion criteria in order to study a select 
group of  individuals diagnosed with alcohol abuse or 
dependence, thereby potentially limiting the generaliz­
ability of  results to realistic clinical situations [54]. For 
example, alcohol-dependent individuals have better 
treatment attendance rates than do drug-dependent 
patients [55]. Both exclusionary and non-exclusionary 
studies should be conducted so that SUD treatment 
outcome research can be generalized to vulnerable 
populations [56]. 

An advantage of  the intensive referral intervention 
evaluated in this study is that it is brief  and feasible to 
implement routinely in ‘real-world’ SUD out-patient 
programs. In addition, the intensive referral procedures 
could be used by primary care physicians, employee assis­
tance programs, clergy and other settings to which SUD 
patients may bring their problems. The intensive referral 
procedures stand in contrast to those used in Project 
MATCH’s TSF treatment condition, which was delivered 
by master’s-level therapists (who were screened for com­
mitment to and experience with TSF) over 12 individual 
sessions, and involved more than referral to AA, such as 
working the first three of  the 12 Steps with the counselor 
and bringing the client’s partner in for two conjoint 
sessions [57,58]. 

Clinicians’ influence on their patients’ involvement in 
12-Step SHGs provides one mechanism to enhance sub­
stance use outcomes at no additional cost. More reliance 
by treatment providers on self-help may reduce treatment 
costs. In this regard, a prospective study of  individuals 
with alcohol use disorders found that those who chose 
initially to attend only self-help had lower per-person 
treatment costs over 3 years than did those who chose 
initially out-patient treatment, and that drinking-related 
outcomes were similar for both groups [59]. Also in this 
regard, patients treated in formal 12-Step programs aver­
aged only half  as many out-patient continuing care visits 
in the year after discharge as patients treated in other 
programs, and also received significantly fewer days of  in­
patient care, resulting in 64% lower annual costs; 12­
Step patients had higher abstinence rates as well [60]. 

This study found that an out-patient treatment pro­
gram that explained and primed individuals for 12-Step 
group attendance and involvement, as occurred in the 
intensive referral condition, was effective in helping 
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patients improve on alcohol and drug use. When counse­
lors educated patients during treatment about 12-Step 
concepts and provided access to meetings and role mod­
els (well-functioning individuals who were in recovery 
and active in self-help), patients appeared to find 12-Step 
SHGs more palatable and increased their involvement in 
12-Step activities. Intensive referral to 12-Step self-help 
during treatment is important to facilitate group involve­
ment and enhance substance use outcomes, and may 
increase the likelihood that patients will continue to 
improve even after professional treatment has ended. 
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