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DEDICATION

This dissertation is dedicated to my brother, Dan Cloud, who has endured great
suffering and loss throughout his lifetime from the insidious effects of alcoholism. His
suffering and the anguish that alcohol-use disorders have brought upon my family have
inspired and motivated this dissertation and my study of substance abuse treatment.
Knowledge derived from studies of substance abuse treatment hold the promise of

radically improving the lives of many who suffer from alcoholism, reducing the torment

and anguish of their families, and contributing to the functioning of society.

A Monologue of a Mother to Her Alcoholic Son:

While you were gone,

...1 lost all hope.

Not knowing where you were

.. imprisoned, infirmed... or worse.
Such relief to see you, my son

... to know you're alive.

By now, you must know
...alcohol's destructive effects
Good spirit for most.

But for you bad spirit, parasitic,
... you are the host.

Some say you weak, hedonistic,
... engaged in self-destruction

1 think you... possessed, infested
... unable to flee

... the call of the spirit

... possession too great.

For years it was harmless.

Then pleasantly numb, chronically smitten,
.. you welcomed, no cherished the spirits.
As you were consumed,

... the losses ensued.

First spirit, then joy,

.. then all precious or good.

Towards death it does lead you, my son.

Oh beloved, still part of me,
...can't you see, what I see.

You must run from your friend,

... before its too late, you must flee!

it

But, you cannot see,

... you cannot hear,

... you cannot break free.
From the grips of seduction,
... of your ravenous friend.

1 give up on you son

... this is all I can stand

All hope, all effort is futile,

... ho more tears!

Those like you must go this course.
That is, I am told, save few,

... who awake and see,

...and go free!

I plead to you son,

... there are some who break free,

... you can if you will, don't you see!
Must I be made to watch while you die,
... a bit more with each day?

Stand helpless, no hopeless,

... in this wretched despair?

Aren't you able, can you hear me,

... there are some who are free?

In the silence, that follows
... helpless and weary

... she accepts as she weeps.
No one, knows,

... who must suffer,

... who must die,

...while some go free
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ABSTRACT

Introduction: Treatment providers commonly emphasize and teach Alcoholics
Anonymous (AA) philosophies and beliefs in treating alcohol disorders. The high rate of
post-treatment relapse into harmful drinking suggests a need for extended care beyond
initial treatment, and practitioners commonly refer clients to AA for aftercare. Although
an abundance of correlational research suggests that greater AA affiliation is moderately
and consistently associated with improved drinking outcomes, the vast majority of those
who try AA drop out or substantially curtail affiliation ("disaffiliation") within a year.
Despite this, AA generally is believed to represent an affordable and effective adjunct
and extension of initial treatment. Objective: The purpose of this study is to predict AA
affiliation using information available at treatment and to advance knowledge
surrounding affiliative processes. Literature from previous research and theory is used to
develop hypotheses and a model of affiliation involving domains of motivation, coping
skills and cultural fit. Methods: Using the Project MATCH data, two classification
methods (binary logistic regression and artificial neural networks) are used to test
hypotheses and predict AA affiliation at one-year post-treatment. Affiliation was
operationalized to include dimensions of (1) meeting attendance or exposure, and (2)
level of involvement or participation in AA activities. The affiliation construct was
measured using the Alcoholics Anonymous Involvement scale (AAI) administered at 12
months post-treatment (N = 1,506). The study attempts to optimize classification
accuracy on a dichotomous response variable that includes "disaffiliates" or "moderate to
high affiliates” class membership. Results: Significance tests of 58 predictor variables
suggested that the pretreatment AAI, divorced and separated marital statuses, age,

\Y%



treatment assignment, treatment site (representing inpatient or outpatient subjects),

guilt/worry surrounding drinking and religiosity are significant predictors of affiliation.
Prior affiliation (the pretreatment AAI) is a good predictor of affiliation. Despite
considerable prior theory and empirical evidence, motivation, severity, self-efficacy and
external help-seeking measures were not significant predictors. Results are explained
using theories borrowed from the organizational culture and climate literature. Attempts
to predict affiliation were moderately successful (kappa = .42, sensitivity = 74%,

specificity = 68%).
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CHAPTER I: INTRODUCTION AND STATEMENT OF THE PROBLEM

This study was initiated to develop a model that predicts future Alcoholics
Anonymous (AA) affiliation from information available at treatment. Affiliation is
defined as an AA dose measure with primary domains of attendance and involvement
(Emrick, Tonigan, Montgomery & Little, 1993; Tonigan, Connors & Miller, 1996).
Level of involvement commonly is defined in terms of AA participation beyond meeting
attendance (e.g. working AA’s 12 steps, having a sponsor, being a sponsor, studying the
AA literature, leading meetings) (Emrick et al., 1993; Tonigan, Connors & Miller, 1996).
While historical research has tended to define affiliation in terms of attendance, studies
generally have found more consistent and larger positive correlations between post-
treatment abstinence and measures of AA involvement (Emrick et al., 1993; Tonigan,
Connors & Miller, 1996).

This introduction compiles contextual information related to the AA organization,
provides summary information on the population generally served (i.e. alcohol dependent
individuals), provides a review of the AA effectiveness literature, and concludes with a

problem statement.

Overview

Alcohol dependence (or alcoholism) is widely recognized as a major problem in
the U.S. adversely affecting millions of Americans, their families and society (U.S.
Secretary of Health and Human Services, 1997). A wide range of adverse effects are
associated with alcohol dependence contributing to losses in many areas of functioning,

disease, mortality and economic cost. In response, theories of the disorder have spawned



many treatment approaches during the 20" century, and considerable research evidence
supports the effectiveness of many of these interventions at reducing or eliminating
excessive consumption and improving psychosocial functioning (e.g. Miller & Hester,
1995: Donovan & Mattson, 1994). Despite its critics, few would argue that AA has
played a significant role in contributing to treatment knowledge.

An abstinence based self-help program, AA describes its purpose and
membership requirements in its literature and posits curative processes that may accrue to
alcoholic affiliates. This literature states that, AA has "one primary purpose, to carry its
message to the alcoholic who still suffers," and more broadly defines membership in
stating that, "the only requirement for AA membership is a desire to stop drinking" (AA
World Services, 1976, p. 564). AA generally posits that development and maintenance
of a "spiritual condition" enables the victim to remain sober (AA World Services, 1976),
although the necessary spiritual condition required for sobriety is not clearly defined
within the literature. The 12 steps of AA and "fellowship" with other recovering
alcoholics are primary mechanisms aiding the alcoholic in maintaining sobriety and
creating the needed spiritual conversion (AA World Services, 1976, 1981). Other authors
suggest a variety of other mechanisms may account for AA’s effectiveness (e.g.
providing coping resources [Humphreys, Finney & Moos, 1994}, activating curative
group processes [Machell, 1992] and facilitating change processes [DiClemente, 1993]).

Alcoholics Anonymous has proliferated since its inception in 1935, growing to
over 96,000 groups (AA World Services, 1997) in 150 countries and over 1.7 million
members worldwide (Miller & McCrady, 1993). Perhaps more significant is the status
and influence that AA enjoys, which are apparent in its impact on addiction treatment
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(e.g. Humphreys, 1997; Miller & McCrady, 1993). In this regard, Miller and McCrady

(1993, p. 3) comment that “it is difficult to find an American alcohol/drug abuse
treatment program that does not embrace a 12-step approach and recommend AA
attendance”, and noting that courts commonly mandate AA attendance for alcohol-related
offenses (Miller & McCrady, 1993). Researchers (e.g. Humphreys 1997; Bradley, 1988;
Emrick et al., 1993) observe that AA’s partnership with treatment professionals has
flourished, contending that AA attendance is a common component of aftercare contracts.
Authors (e.g. Miler & McCrady, 1993; Emrick et al., 1993) acknowledge that most
people are aware of AA and hold strong opinions either for or against AA’s effectiveness
and its role in treatment for addictions.

Although there is evidence that many of those who do affiliate and involve
themselves volitionally benefit (e.g. Emrick et al., 1993; Tonigan, Toscova & Miller,
1996), surveys suggest that 50% of those who attend AA drop out within 90 days (AA
World Services, 1990a), and the attrition rate at one year may approach 90% (Miller &
McCrady, 1993; AA World Services, 1990b). In spite of this high rate of dropout, AA’s
most recent triennial survey reports that mean sobriety among members is more than 6

years with 73% of its members having more than one year of sobriety (AA World

Services, 1997).

Prominence and Controversy

AA has attained a high level of public awareness among problem drinkers and
their families, often representing the first, and sometimes the only form of intervention

attempted (e.g. Humphreys, Kaskutas & Weisner, 1998; Timko, Finney, Moos, Moos &




Steinman, 1993). Room (1993) reviews surveys estimating a high prevalence of AA
meeting attendance among U.S. adults and concludes that AA is best characterized as a
social movement, compared to other categories that have been applied to it including
organization, religion and cult. Other authors (e.g. Room & Greenfield, 1993, Emrick et
al., 1993) also describe AA as a social movement and suggest that it continues to grow in
size and significance, greatly influencing government programs, treatment providers and
the general public. Despite AA's prominence, growth, status and public awareness,
evidence suggests that it is utilized by a relatively small proportion of alcohol dependent
individuals (Bean-Bayog, 1993; Room, 1993; U.S. Secretary of Health and Human
Services, 1997). The following discussion introduces some of the issues that may
contribute to low utilization of AA and other controversies that call into question the

appropriateness of wide-scale referral practices.

AA’s Effectiveness

While the effectiveness literature is described in much greater detail in a
subsequent section of this document, it is summarized here to introduce a controversy. In
general, considerable correlational evidence (e.g. Emrick et al,, 1993; Tonigan, Toscova
& Miller, 1996, Humphreys, Moos & Cohen, 1997) suggests moderate and consistently
favorable drinking outcomes (e.g. measures of days sober during a period, or drinks per
drinking day) associated with affiliation. In spite of this evidence, AA has consistently
failed to demonstrate favorable drinking outcomes in studies using random assignment.
Critics of these studies point out that meeting attendance was coerced by employers

(Walsh et al. 1991) or madated by courts (Brandsma, Maultsby & Welsh, 1980; Ditman,




Crawford, Forgy, Moskowitz & MacAndrew, 1967). A more recent study corroborated
these findings using random assignment and therapist persuasion (e.g. goal setting and
routine monitoring of AA attendance) to encourage AA attendance. This study found no
significant difference in abstinence measures at 90 days between two therapy-only
groups, compared to a group receiving both therapy and AA (McCrady, Epstein &
Hirsch, 1996). Unfortunately, the McCrady, Epstein and Hirsch (1996) study lacked
sufficient statistical power to detect a small effect size (n = 90; groups = 3). The failures
of AA to demonstrate its effectiveness in studies using random assignment have
contributed to skepticism and criticism regarding its effectiveness and its role as an
intervention for alcohol dependence.

Some researchers have responded to this criticism by noting that studies
consistently have found that level of participation or involvement (e.g. 12 step work,
involvement in sponsorship, leading meetings, studying the AA literature, etc.), rather
than attendance, is the strongest predictor of positive drinking outcomes, even when
controlling for attendance (e.g. Montgomery, Miller & Tonigan, 1995; Emrick et al.
1993; Tonigan, Connors & Miller, 1996). These same researchers suggest that volitional
attendance is associated with greater involvement, whereas mandated or coerced
attendance is believed to negatively influence the level of involvement. Similarly, the
AA literature emphasizes working the 12 steps as the key to successful recovery, not
meeting attendance (AA World Services, 1981, 1976). Unfortunately, the one study that
did not involve coerced attendance (McCrady, Epstein & Hirsch, 1996) measured AA
dosage in terms of attendance rather than involvement.

Speiglman (1997) observes that AA was designed and intended for people who
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are motivated to make changes in their drinking. In spite of this, criminal justice officials

commonly sentence drug and alcohol offenders to AA attendance (Speigiman, 1997).
Speiglman argues that this practice may result in harm both to AA and the potential
client. For example, newly sober alcoholics hearing the stories of “low-bottom drunks”
may conclude that they do not have a problem, which could reduce the therapeutic effects
of the conviction. In addition, and despite AA’s open cooperation, it is suggested that the
sheer volume of DUI offenders sentenced to AA may dilute and adversely effect the
nature of AA for volitional members (Speiglman, 1997). Speiglman reviews studies and
contends that court mandated attendance has little or no effect on drinking, and suggests

research on more effective interventions for DUI offenders.

Under Utilization and Attrition

While it is common practice for treatment professionals, primary care physicians
and the courts to refer people to AA, little is known about who actually affiliates or
disaffiliates (Emrick, 1989, 1994). As previously noted, despite AA's prominence, Bean-
Bayog (1993) contends that only a minority of those suffering from alcohol dependence
utilize it. In addition, researchers have estimated that approximately 50% of those who
sample AA drop out within 90 days, and that 75% to 90% drop out within one year of
initial attendance (AA World Services, 1990a; AA World Services, 1990b; Emrick et al,
1993; Miller & McCrady, 1993). Unfortunately, research fails to follow and explain

reasons and outcomes among the dropouts.



Possible Harm

The large rate of attrition and the failure of controlled trials using random
assignment to find AA effective have contributed to questions regarding potential harm
caused by AA. While no empirical evidence of deleterious or iatrogenic effects was
found in this review, many authors raise the question of possible harm (DiClemente,
1993; Emrick, 1989, 1994; Glaser, 1993; Peele, 1989). Smith (1993) describes how fear
of drinking or relapse may create and reinforce AA group dependence, while Bufe (1991)
characterized AA as a cult. Still others have more generally advocated more wide-scale
adoption of naturalistic recoveries as a first line of treatment, with minimal formal
interventions or AA referrals (Peele, 1989; Emrick, 1994).

Emrick (1994) notes that AA is not always helpful or necessary and frequently
rejected by alcoholics. Consequently, only a qualified endorsement of AA is possible
based upon a comprehensive review of the outcome literature. Emrick suggests that
providers should generally encourage participation in AA, but avoid indiscriminant and
generalized prescription, which is common among treatment professionals. The author
argues that any intervention has the potential to harm some while helping others, and
contends that AA attendance could increase depressive symptoms, helplessness, guilt or
inadequacy. In addition, Emrick contends that AA involvement is frequently
unnecessary, noting that brief and minimal interventions are commonly found effective at
helping problem drinkers, citing one study that found well over 30% of problem drinkers
improve without any treatment. Emrick concludes that natural healing processes are
frequently adequate and that only when it becomes clear that such processes are not

effective, should a clinician refer a patient to formal treatment or AA. Emrick concludes

.



that clinicians should "never require, (but) always encourage" AA.

AA’s first step, i.e. “we admitted we were powerless over alcohol—that our lives
had become unmanageable” (AA World Services, 1976, p. 59), remains the source of
controversy. Many believe that acknowledging powerlessness and unmanageability are
contra-indicated and reduce self-efficacy (Morgenstern & McCrady, 1993). In this
regard, Morgenstern and McCrady (1993) note that the behavioral model and the disease
model propose extremely different causal mediators for change. The behavioral model
posits that the key to positive outcome is increasing self-efficacy, whereas the disease

model focuses on powerlessness.

Alcohol Dependence: The Population Served by AA

The AA literature (AA World Services, 1976) characterizes the "true alcoholic”
whom the organization was developed to aid as those with years of routine and chronic
drunkenness resulting in suffering, loss of functioning, and repeated failed attempts to
control or abstain from drinking. AA World Services (1976) recognized and contrasted
this severely dependent alcoholic with less severe problem drinkers who are able to
regain control of their drinking or quit entirely with little or no assistance, and suggested
that the AA program was for the former and not the latter. Despite the more severe
profile of the founders of AA, it was hoped that earlier involvement might arrest future
suffering (AA World Services, 1976). AA envisioned the possibility of "higher-bottom"
problem drinkers being aided by the organization, and therefore left membership open to

any individual who had a "desire to stop drinking" (AA World Services, 1976). The



unintended consequence of this open membership tradition has been to attract people who
do not need AA.

Contemporary treatment providers (Project MATCH Research Group, 1993),
courts (Speiglman, 1997), and primary care physicians routinely have referred a broad
range of alcohol dependent, and to a lesser extent, less severe problem drinkers (alcohol
abuse) to AA, assuming that most problem drinkers are aided by AA. This practice
occurs despite the AA group's stated primary purpose of carrying its message to the
alcoholic that still suffers (AA World Services (1976). The "primary purpose” also is
consistent with the very name of Alcoholics Anonymous. This focus on the alcoholic
also is corroborated by the vast majority of studies where Emrick et al. (1993) describe
subjects as either alcohol dependent or alcoholic. Accordingly, although this review
acknowledges that some alcohol abusers are referred to AA, this review focuses on the
alcohol dependent population predominantly served by AA.

Alcohol dependence is the diagnostic term for alcoholism (American Psychiatric
Association, 1994) and is characterized by the following: (1) heavier or more prolonged
use than intended, or "persistent desire or unsuccessful efforts to cut down or control”
drinking; (2) chronic intoxication causing problems in life; (3) increased tolerance for
alcohol (must drink more to achieve the same effect); (4) physical dependence marked by
withdrawal symptoms including restlessness, irritability, sweating, and the "shakes",
which may include hallucinations or delirium tremens; and (5) use of alcohol or sedatives
to alleviate withdrawal symptoms. Early signs of dependence include an increase in
tolerance, which causes the drinker to require more to attain the same level of "high," and
contributes to the body's eventual physical dependency on alcohol. Once physical

9



dependency is established, the drinker may unconsciously (or consciously) drink to

alleviate withdrawal symptoms such as irritability, restlessness, discontent or the
"shakes", thereby maintaining and reinforcing the dependence.

The DSM (American Psychiatric Association, 1994) diagnostic requirement for
alcohol dependence is heterogeneous, containing considerable variation in the types and
severity of alcoholics included (Grant, Harford, Dawson, Chou, Dufour & Pickering,
1994; Hasin & Glick 1992; Polcin, 1997). The concept of levels of severity is an
important construct in treating alcoholism. For example, researchers have found that the
extent and duration of heavy drinking are good predictors of who is able to successfully
return to controlled drinking (Miller, Leckman, Delaney & Tincom, 1992; Sobell &

Sobell, 1993), and severity is a critical consideration in treatment planning.

Diagnostic Prevalence

Anthropologists have traced habitual drunkenness throughout antiquity. For
example, it is in Egyptian hieroglyphics and Roman and Indian texts where problem
drinking was chronicled as a problem for some individuals and society (Wilcox, 1998).
Likewise the use of alcoholic beverages was prevalent in human cultural systems, and
frequently part of rituals, ceremonies and social life (Wilcox, 1998).

More recently, per capita alcohol consumption data indicate a rise from 1.2 gallons
of alcohol per year in 1935, through a peak of 2.7 in the early 80’s, and then a reduction
to around 2.25 gallons by 1995 (U.S. Secretary of Health and Human Services, 1997).
However, it is impossible to make valid inferences from per capita consumption

regarding the prevalence of alcohol dependence. Some believe that the recent advocacy
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of Mothers Against Drunk Driving, increased enforcement of intoxication laws, and
increased stigmatization of drunkenness may have reduced alcohol abuse and dependence

in the U.S. (U.S. Secretary of Health and Human Services, 1997).

The U.S. Department of Health and Human Services (1997) published alcohol
dependence prevalence estimates from four recent national surveys. The average
prevalence (using DSM-III-R diagnostic criteria) was 5.6%, while the average (using
DSM-IV) was slightly less at 4.7%. Similarly, the average current prevalence of alcohol
dependence across the four national surveys, including both DSM-III-R and DSM-1V
criteria, was 7.2% for men and 2.5% for women (U.S. Department of Health and Human
Services, 1997). Grant et al. (1994) present a breakdown of the prevalence of DSM-III-R
alcohol dependence from the National Longitudinal Alcohol Epidemiological Survey of
1992, depicting a strong reduction in prevalence across the life span. This survey
suggests a total population prevalence of 4.4%, distributed by age as follows: 9.4% for
ages 18 to 29, 4.3% between ages 30-44, 2.1% for ages 45-64, and only 0.4% over age
65. A further breakdown of dependence by Black versus non-Black respondents suggests

similar prevalence rates across race (Grant et al., 1994).

Etiology and Models of Alcohol Dependence

There are many diverse theories and research findings, with no present consensus
on the etiology of alcohol dependence (Miller & Hester, 1995). In general, the etiology
of alcohol disorders is believed to involve a variety of factors including genetic,
biological, psychological, environmental, and developmental phenomena, according to
research summarized in the two consecutive and comprehensive reviews of literature

11



conducted by the U.S. Secretary of Health and Human Services (U.S. Department of
Health and Human Services, 1993, 1997). This research suggests a genetic link or
predisposition and an environmental component, which interact. Whether genetically or
environmentally influenced, there is substantial agreement among researchers that people
with a close alcoholic blood relative (or family history) are at greater risk for heavy
drinking and alcoholism (U.S. Department of Health and Human Services, 1993, 1997).

This limited discussion does not begin to capture the complexity of theories on
genetic and environmental influences and ignores a variety of competing explanatory
theories, (e.g. biochemical abnormalities, social learning, family pathology, sociocultural
and personal choice [Miller & Hester, 1996]). Some theorists suggest more functional
models depicting drinking in response to painful internal states. For example, Monti,
Abrams, Kadden and Cooney (1989) depict drinking as an adaptive response to cope with
environmental stressors, and support this contention with an impressive collection of
theoretical support including social learning, cognitive-behavioral, operant conditioning,
stress and coping theory, evolutionary, and psychoanalytic theories. Similarly,
qualitative researchers studying the addictive experience have suggested that chronic and
intense emotional discomfort may contribute to habitual relief drinking (Hopson &
Beaird-Spiller, 1995; Hopson, 1993).

As a practical matter, anyone (even those without a family history of alcohol
disorders) who chronically and routinely drinks to intoxication, will over time develop
alcohol dependence (alcoholism). Itisa gradual process usually taking months or years,

culminating in a physical dependence or addiction to alcohol. Abstinence then results in
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withdrawal symptoms, then continued drinking is reinforced by alleviating withdrawal
symptoms.

Research on motivation to drink alcohol corroborates alcohol as differentially
reinforcing for certain individuals, and as related to drinking expectancies (U.S.
Department of Health and Human Services, 1997). These drinking expectancies appear
to be shaped by a variety of influences including genetics, culture, friends and family. In
addition, people with limited coping skills and those holding positive cognitive
expectations about alcohol’s ability to control stress are at increased risk (U.S. Secretary
of Health and Human Services, 1997). Chronic environmental stressors are believed to
have a bigger impact on some people than on others (U.S. Secretary of Health and
Human Services, 1997).

Polcin (1997) reviews the major controversies and disagreements in substance
abuse research, including etiology, diagnosis, controlled drinking versus abstinence,
personality versus learned behavior, disease versus syndrome, and the relative value and
role of AA versus professional treatments. Polcin notes that explanatory etiology and
models of alcoholism have been debated routinely. Once a widely accepted model of
alcoholism, the disease model is challenged increasingly by opponents who argue that
there is no apparent natural course of drinking problems, that is many of those who have
met diagnostic requirements for alcohol dependence have been shown to return to
asymptomatic drinking or attain stable abstinence without any form of treatment (Polcin,
1997). Proponents of the disease model suggest that the diagnosis of alcohol dependence
is far too broad, following Jellinek's theory that only severe alcoholics follow the natural

course of destruction (Polcin, 1997).
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Miller and Hester (1995) summarize a variety of prominent conceptual models of
alcoholism, contending that the model one adopts greatly influences the treatment
strategies implemented. These models vary greatly in terms of cause and suggested
treatment for alcoholism and include moral, temperance, spiritual, dispositional disease,
educational, characterological, classic learning or conditioning, social learning, cognitive,
socio-cultural, general systems and biological. Relevant to this discussion, Miller and
Kurtz (1994) observe that alcoholism professionals and researchers commonly attribute
false or ambiguous statements to the AA model of alcoholism. The authors summarize
three prominent models of alcoholism, which are related and often confused with AA’s
model of alcoholism, including the moral-volitional, personality and dispositional/disease
models. These models posit cause and prescribe treatment, and are selected for summary
since they are the most germane to the discussion of AA.

Moral volitional model. The moral volitional model is the oldest model reviewed

herein (Miller & Hester, 1995; Miller & Kurtz, 1994). According to this model,
alcoholism is caused by flawed character, while drunkenness is a matter of choice or
willful misconduct. The authors describe a 1988 U.S. Supreme Court case where
alcoholism was characterized as "willful misconduct,” as depicting recent application of
this model. Under this model, drunkenness is best treated through punishment and social

sanctions.

Personality models. Personality models originated with early 20™ century

psychoanalysts (Miller & Kurtz, 1992). According to this model, an immature alcoholic
personality exists, which is caused by oral fixations created in early infant development.
Researchers (e.g. Miller & Kurtz, 1994; Tuite & Luiten, 1986; Reigle, 1997) suggest that
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personality theories persist, despite repeated failures to replicate studies designed to find
common dimensions of personality. According to this model, the alcoholic is plagued
with ego defense mechanisms such as denial, rationalization, and minimization.
Dysfunctional families contribute to addictive behaviors, and both alcoholics and family
members commonly suffer from a personality disturbance (codependency). Under this
model, psychodynamic psychotherapy is the most appropriate treatment for alcoholic and
family members, with an emphasis on reparenting.

Dispositional disease model. Miller and Kurtz (1994) suggest that the

dispositional disease model was advanced by the medical community in the 1930s and
1940s, and that it has become prominent in recent years. Certain core criteria exist in
establishing alcoholism as a disease, including: (1) the cause is solely biological only
effecting biologically predisposed individuals, (2) the psychosocial dysfunction is a
symptom of an underlying physical disease, (3) the lack of control over intake after
introduction of the chemical ethanol is the definitive symptom, (4) the condition is
incurable, and (5) the disease is progressive with a somewhat predictable natural course
unless abstinence is initiated. In this view, the alcoholic should be “exonerated” from
irrational behaviors and provided interventions to aid in initiating and maintaining stable

abstinence. Given the biological nature of the disease psychotherapy is inappropriate,

and treatment should consist of detoxification, education about the disease, and
abstinence from all addictive chemicals.

AA model. Miller and Kurtz describe the AA model of alcoholism, where
alcoholism is viewed as a disease, while certain personality tendencies are acknowledged,
(e.g. immature, emotionally overly sensitive, grandiose, narcissistic and ego-driven

15



[overactive ego functioning]). The AA model also integrates social, behavioral and

cognitive components. According to the AA model, alcoholism is a spiritual malady
(causal). Consistent with the volitional model, the alcoholic has a choice about drinking
in an earlier stage, but not after some threshold of lifetime drinking, or some hypothetical
“invisible line" has been exceeded. Moderation therefore is not viewed as a viable
alternative for “true” alcoholics. Recovery in AA requires a spiritual conversion, along
with maintenance and growth of a spiritual condition. The twelve steps are designed to
create this requisite spiritual conversion or awakening. AA is not denominational or
theological, and the spiritual awakening can be achieved based upon a "higher power" or
a God of the individual's own understanding (AA World Services, 1976).

Miller and Kurtz acknowledge that the promulgated model often is misunderstood
and misrepresented by its own members. AA does not believe in coercion and does not
perceive membership as aiding all problem drinkers, especially those who believe they
can still control their drinking. AA’s stated outreach policy is based upon "attraction
rather than promotion"” (AA World Services, 1976). The AA literature defines
membership for those who are convinced that they cannot control drinking, and who have
a desire to quit drinking.

Proceeding from the above, Miller and Kurtz depict several common myths
falsely attributed to AA: (1) AA is a single form of alcoholism or alcohol problem; (2)
controlled drinking is impossible for all problem drinkers; (3) interventions involving
confrontation and coercion are effective at motivating problem drinkers into treatment,
(4) alcoholics are immersed in denial and other defense mechanisms; (5) alcoholism can
only be viewed as a disease; (6) alcoholism is hereditary; (7) AA is the only successful
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method for recovery; and (8) alcoholics should not be held responsible for their

conditions or actions.

Treatment Goal

The drinking goal used in the treatment of alcoholism, abstinence or controlled
drinking, historically has been a subject of controversy among both researchers and
practitioners. Watson et al. (1997) note that AA may have contributed to an
inappropriate influence over treatment professionals in mandating a goal of abstinence in
cases where it is not necessary. Watson et al support this contention, noting that
moderation is far more accepted in Canada and England, where AA has had less impact
on treatment.

Many people who have had difficulties with drinking are able to return to
"controlled drinking," with little (e.g. Bien, Miller & Tonigan, 1993) or no help (e.g.
Sobell, Sobell & Toneatto, 1992; Sobell, Sobell, Toneatto & Leo, 1993; Peele, 1989;
Vaillant, 1995). Exceptions seem to be those previously diagnosed or treated for
alcoholism where any of the following exist: (1) greater severity of drinking, (2) longer
duration of problem drinking, or (3) positive family history of addiction (e.g. Miller,
Leckman, Delaney & Tinkcom, 1992; Miller & Munoz, 1982). In addition, those who
have been treated previously or diagnosed for alcohol problems, or who are unsuccessful
within the first year in a rigorous controlled drinking trial (i.e. with the help of a
counselor or a self-help manual), are more likely to fail in control drinking studies
(Miller, Leckman, Delaney & Tinkcom, 1992).

There is also considerable evidence (e.g. Sobell, Sobell & Toneatto, 1992; Sobell,
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Sobell, Toneatto & Leo, 1993; Peele, 1989; Vaillant, 1995) that many people who

develop harmful drinking problems abstain or control drinking without any professional
aid. One such study suggested that compared to those who do seek help, 3 to 13 times as
many problem drinkers never seek professional treatment (Sobell, Sobell & Toneatto,
1992).
In a classic prospective longitudinal study that followed problem drinkers over
many years, Vaillant (1995) provides some perspective on this issue:
_.return to asymtomatic drinking was common among the alcohol
abusers...however, resumption of asymtomatic drinking was achieved more often
by return to controlled drinking rather than to less structured drinking
patterns...(Vaillant later cautions)...that when middle aged alcoholics who had
required detoxification attempted to return to asymptomatic drinking their
situation was analogous to driving a car without a spare tire—disaster was usually
only a matter of time...by the time an alcoholic is ill enough to require clinical

treatment, return to asymptomatic drinking was the exception, not the rule (p.
383).

It is clear that individuals who have severe dependence symptoms, a history of
prior treatment, and a family history of alcoholism are at greater risk for relapse into
abusive drinking and should therefore consider a goal of abstinence (Miller, Leckman,
Delaney & Tinkcom, 1992). However, there are enough exceptions to make hard and
fast rules impossible. In general, Miller and Munoz (1982) suggest that the "farther
individuals have progressed along the continuum of problem drinking, the less are his or
her chances of becoming a moderate and non-problem drinker." This general statement

is consistent with research findings from several controlled drinking studies reviewed by

Miller, Leckman, Delaney and Tinkcom (1992).
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Abstinence Based Treatment Methods

A wide variety of abstinence based treatments have been developed for alcohol
dependence in the 20" century, using both inpatient and outpatient modalities (Miller et
al. 1995). A review of alcoholism treatment effectiveness studies conducted by the
Institute of Medicine (1990) concluded that alcoholism treatment research has
demonstrated the effectiveness of alcohol treatments in general. Reviews of treatment
effectiveness further have suggested that there is no single best treatment for alcohol
dependence, rather a number of treatment protocols seem to work well (Donovan &
Mattson, 1994).

It should be noted, that despite frequently being mistreated as an alternative
treatment, AA is better characterized as a social support group (Humphreys, Finney &
Moos, 1994), a type of self-help or mutual help, and an adjunct to professional treatment.
There are, however, a variety of treatment programs that integrate AA meetings and
beliefs into the treatment approach. These treatment approaches, more generally labeled

twelve-step facilitation methods (TSF), teach AA practices, philosophies and beliefs as

promulgated in prominent AA literature (e.g. meeting attendance, working the steps, and
sober living). Unfortunately, the content of TSF programs varies considerably among
programs, making consistent operationalization, comparisons and generalizations of
research findings difficult or impossible (Miller et al., 1995).

Nowinski, Beker and Carroll, (1994) developed the treatment guide for the TSF
treatment protocol used in the Project MATCH study, a multi-site study of patient-
treatment matching effects sponsored by the National Institute of Alcohol Abuse and

Alcoholism. The authors acknowledge the diverse nature of TSF treatments, noting that
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"the general therapeutic principles underlying TSF can be applied in many ways other
than those delineated here" (p. xii). Following is a general description of the TSF
treatment protocol used in Project MATCH (Nowinski, Beker & Carroll, 1994),

suggested as a TSF specimen approach to treatment:

This therapy is grounded in the concept of alcoholism as a spiritual and medical
disease. The content of this intervention is consistent with the 12 steps of
Alcoholics Anonymous, with primary emphasis given to steps 1 through 5. In
addition to abstinence from alcohol, a major goal of the treatment is the foster the
patients' commitment to participation in AA. During the course of the program's
12 sessions, patients are actively encouraged to attend AA meetings and in to
maintain journals of their AA attendance and participation. Therapy sessions are
highly structured, following a similar format each week that includes symptoms
inquiry, review and reinforcement for AA participation, introduction and
explication of the weeks theme, and setting goals for AA participation for the next
week. Material introduced during the treatment sessions is complemented by
reading assignments from AA literature. (p. x)

Nowinski, Beker and Carroll (1994) are careful to delineate important distinctions

between the organization of AA and TSF treatments. This distinction is true of all

varieties of TSF:

The therapeutic approach underlying this manual is grounded in the principles and
12 steps of AA. It is important to note, however, that this manual has no official
relationship with or sanction from Alcoholics Anonymous. The fellowship of AA
is described in its official literature and is realized through its worldwide
meetings. Alcoholics Anonymous does not sponsor or conduct research into
alcoholism or its treatment or endorse any treatment program. While intended to
be consistent with AA principles, this treatment program is designed for use in a
research project. It's goals are to educate clients regarding the AA view of
alcoholism and facilitate their active participation in AA. (p. xii).

Effectiveness of AA

The relative effectiveness of AA as self-help, or an adjunct treatment for alcohol
dependence, greatly influences the logic and implications for treatment providers. If AA

is effective for all or most who affiliate, then providers should logically refer clients to
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AA. If on the other hand, AA is seldom effective, it makes little sense to encourage post-
treatment attendance. Lastly, if AA is effective for some, then it may be best to
encourage and integrate AA into treatment planning for those assessed as most likely to
benefit.

Theories and studies of AA’s effectiveness are reviewed in the following section.
AA has enjoyed considerable research attention in the last 30 years. Emrick et al. (1993)
have reviewed and summarized most AA effectiveness study findings prior to 1991 using
a meta-analysis. In addition, many theories of AA’s mechanisms of change have been
advanced. However, researchers observe that on the whole, empirical studies have rarely
integrated theory into research design and discussions of findings (Emrick et al., 1993,
Tonigan, Toscova & Miller, 1996). A more critical analysis of study strengths and

weaknesses is conducted within the AA affiliation literature review that follows.

Theories of Curative Processes

Researchers observed that AA theory seldom influenced research design and
model development in research studies prior to 1991 (e.g. Tonigan, Toscova & Miller,
1996 Emrick et al., 1993). While one might assume that this neglect is related to a lack
of theory, this review found several theories explaining the curative processes of AA,
although most were published after 1991.

Given little empirical guidance to inform selection of theory for review, the
following selection of theory included the more recent and most cited theories found in
this literature. Among these, the stress and coping model was integrated and advanced in

several studies following a cohort of problem drinkers over eight years. Other theories
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selected for review are related to the curative aspects of spirituality, consistent with the

AA literature (e.g faith development theory). Lastly, theories involving more traditional
psychological paradigms (e.g. cognitive-behavioral and psychodynamic) are introduced,
as well as more contemporary substance abuse theories explaining change processes and

motivation.

Stress and Coping Theory

Humpbhreys, Finney and Moos (1994) contend that researchers have erroneously
viewed AA in a mental health service model, which is inappropriate and has created
confusion. The authors suggest that AA is best viewed in terms of a mutual-help group
or socially supportive group resource, much like a church group. The authors suggest
that AA groups satisfy universal coping needs through friendship, social support, identity
formation, and finding meaning, as described in the following citation:

_..mutual help groups have potential to fill such needs in the long-term because

they often become enduring features of People's lives. Some people stay in self-

help groups for many years after dealing successfully with their "presenting
problems", relying on the group to help manage chronic stressors and life events
that occur over time and also to form new relationships. Long-term sober AA
members, for example, sponsor newcomers, go to meetings, speak at treatment
centers and jails, go to AA dances, socialize at Alanon social clubs, pray and
meditate, and engage in other AA activities. AA and other self-help organizations
can thus become long-term, positive social resources that are integrated into
everyday life. This is not "outcome" in the recipient of service sense because

such members never stop receiving the intervention. (p. 313)

Implicit in this theory is the idea that stressors (e.g. relational, financial, health)
contribute to relapse and that interpersonal coping skills and social support can aid in

managing stress. Humphreys, Moos and Finney (1996) observe that while AA is not

commonly construed as a social resource among researchers, it is nonetheless a
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supportive social network where lasting friendships abound, and stress relief is provided.

In addition, AA participation has been found to increase active coping and decrease
avoidant coping styles (Humphreys, Finney & Moos, 1994).

Interestingly, the authors found that greater involvement in work and partner
relationships may satisfy coping needs, thereby reducing the need for the coping
available in AA (Humphreys, Moos & Finney, 1996). More specifically, "persons who
are incumbent in a variety of roles (including AA involvement) may be less vulnerable to
stressors in any particular domain because they can derive alternative rewards in other

domains" (Humphreys, Moos, & Finney, 1996; p. 475).

AA Internal Theory

AA holds that “the only requirement for membership is a desire to stop drinking.”
The AA "first step” requires that the alcoholic be convinced that s/he can no longer
control and/or enjoy drinking (AA World Services, 1976, p. 30), and as such serves to
screen those who do not fit the organizational goal of abstinence. AA World Services
(1976) contends that sobriety is contingent upon a spiritual condition that must be
maintained to ensure continued abstinence. According to AA’s 12" step, the needed
spiritual awakening occurs, “as the result of these (twelve) steps.” Other AA literature
describes the steps as a “design for living” (AA World Services, 1976) and “as a way of
life, (that) can expel the obsession to drink and enable the sufferer to become happily and
usefully whole” (AA World Services, 1981, p. 16). Hopson and Moses (1996) observe a
curative departure from religious models of addiction, noting that AA exonerates the

alcoholic from past behavior, alternatively blaming the drinking disorder itself for past
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transgressions.

AA also suggests that the “root of the problem” is embedded in the alcoholic's
self-centeredness, and over-involvement with his/her own needs and desires (over-active
ego functioning; AA World Services, 1976, p. 62). Other AA literature explains that this
ego-driven state arises from attempts to satisfy exaggerated needs or “instincts” for
security (e.g. food, clothing, shelter), societal relations (e.g. belonging, companionship,
prestige, respect), and coupling relations (e.g. romantic, sexual, partnering) (AA World
Services, 1981). AA literature posits that obsession, attempts at control, fear and
resentment directed at unmet needs and desires culminate in emotional discomfort.
While this discomfort was once medicated through drinking, a spiritual remedy is
prescribed as a remedy to alleviate this self-inflicted pain. Thus the spiritual condition is
posited to contribute to both improved quality of life and maintenance of abstinence.

While the term spiritual awakening is never defined, a “supplement” and other
references (AA World Services, 1976) provide guidance and meaning. In this text, the
spiritual condition (1) is associated with a profound change in reaction to life, (2) is
associated with the extent of an awareness or consciousness of a higher power, (3)
involves intuitively discerning and bringing one’s own will into conformity with a higher
power’s will (surrender and acceptance), (4) involves directing oneself at becoming
useful and of greater service to others, (5) must be further developed and maintained to
insure continued sobriety, and (6) is learned and developed slowly over time.

A secondary curative mechanism emerges from a careful reading of the literature,
that of the AA fellowship. The literature describes a common bond and a program of
identification (AA World Services, 1976). Both the newcomer and those already started
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in recovery benefit from this fellowship with other recovering alcoholics. The

newcomers take hope and find ways out of their addiction, and those already in recovery
benefit from the healing effects of helping others. A metaphor involving the common
bond found among survivors of a shipwreck is used to describe the strong bond and
identification shared among recovering members of AA.

AA views recovery as a long-term process, which lasts a lifetime, but begins only
when stable abstinence is established (AA World Services, 1976, 1981). A metaphor of a
tornado catastrophe is used to depict the developmental nature of recovery (AA World
Services, 1976, pp. 82-83). The "winds stop" and the storm victims emerge from the
cellar, symbolizing initial abstinence from alcohol. This point marks the beginning of a
much longer period of cleaning up storm damage followed by reconstruction. The clean
up and reconstruction corresponds to the developmental nature of the recovery process.

Furthermore, the “Big Book” (AA World Services, 1976) suggests that atheism or
agnosticism is not necessarily a barrier to recovery and spirituality. While the word
"God" and prayer are used liberally throughout the AA literature, other references
emphasize that it is "God as you understand him", or alternatively a "power greater than
oneself " This is, however, inconsistent with scholarly literature (e.g. McCrady &
Delaney, 1995; Connors & Dermen, 1996) that has chronicled the establishment of other
mutual aid recovery groups that have been established to serve those who have been
repelled by the spiritual nature and "God talk" implicit in AA. The AA literature (AA
World Services, 1976) provides some guidance on who may/may not affiliate among
problem drinkers suggesting that (1) some can abstain or control drinking on their own;,
(2) others may be able to control their drinking, prescribing repeated controlled drinking
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trials for those who are not convinced (AA’s first step) about loss of control; (3) still

others may find alternative treatments effective; and (4) the AA program is only for those

who have a desire to stop drinking and are attracted to the AA program of recovery.

Curative Effects of Spirituality

Many authors (e.g. Nealon-Woods, Ferrarr & Jason 1995; Miller, 1998; Hopson
& Moses, 1996) note that there is “strong evidence” supporting the effectiveness of
spiritual/religious involvement in reducing the risk of alcohol and drug problems, as well
as enabling recovery from those already dependent. In this regard, interest in a causal
link between spirituality and prevention or recovery from addiction spawned a recent
research conference sponsored by the NIAAA. The legacy of AA is a testimony for
favorable effects of spirituality on addiction recovery.

Others have theorized alternative curative processes associated with spirituality:
(1) as an effective coping remedy from life stressors (e.g. Corrington, 1989; Brown &
Peterson, 1991), (2) as facilitating "psychic development" or refining and redefining the
value system (Brown & Peterson, 1991), (3) as a source of hope or faith aiding self-
efficacy (Nealon-Woods, Ferrari & Jason, 1995), and (4) as an initiating factor marking
the beginning of the recovery process (Nealon-Woods, Ferrari & Jason, 1995).
Conversely, Nealon-Woods et al. (1995) acknowledge that spirituality has also been
criticized as contributing to helplessness, powerlessness, reduction in self-acceptance and
self-efficacy.

Carl Jung is attributed with having a heavy influence on Bill Wilson (cofounder

of AA) and the AA program (Machell, 1992; Miller, 1998; Hopson & Moses, 1996). The
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AA literature quotes Jung, depicting his beliefs and influence on the requirement for a

spiritual awakening. In the following quote, Jung counsels a despairing alcoholic who
has failed to recover despite repeated treatments (AA World Services, 1976):

Exceptions to cases such as yours (remission) have been occurring since early

times. ..alcoholics have had what are called vital spiritual experiences... They

appear to be in the nature of huge emotional displacement and rearrangements.

Ideas, emotions, and attitudes which were once the guiding forces of the lives of

these men are suddenly cast to one side, and a completely new set of conceptions

and motives begin to dominate them. (p. 27).

When this patient interprets Jung’s statement as advice to engage in intense
religious practice (AA World Services, 1976, p. 27), Jung seems to correct the patient by
differentiating between religion and his use of the term spirituality: "while his religious
convictions were very good, in his case they did not spell the necessary vital spiritual
experience.” In this context, religiosity is thus differentiated, and not a requirement for
the curative spiritual condition. Others (e.g. Miller 1998) note that involvement in
religion is different from spirituality, describing spirituality as more multidimensional,
distinct from religion, yet difficult to delineate. |

Dimensions of spirituality include beliefs, behaviors and experience (Miller,
1998). Interestingly, religiosity does not predict affiliation with AA (e.g. Brown &
Peterson, 1991; Connors, Tonigan & Miller, 1996; Miller, 1998). One study (Connors,
Tonigan & Miller, 1996) provides some clarity, suggesting that religiosity shares

dimensions of spirituality, (e.g. prayer and meditation), but is distinguished in other

dimensions, (e.g. scripture reading, attendance at religious services, and more vivid

"experiences of God").
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Religion, however, commonly is associated with spirituality, as well as healthy

alcohol-use and abstinence. Drunkenness has long been viewed as a sin within most
religions (e.g. biblical references), and religious involvement is negatively correlated
with alcohol problems in research summarized by Miller (1998). Miller (1998) notes that
religion commonly posits that the spirits of alcohol are believed to separate man from

God; one cannot coexist with the other.

Faith Development

Fowler (1993) reviews AA literature and describes faith development as an
essential aspect of AA spirituality. Faith development is defined secularly and broadly as
"the dynamic human process of finding and creating meaning in one's life." Fowler later
contends that faith involves living congruent with one's primary core values and beliefs,
despite the inevitable temptation to deviate. He suggests that faith is not reducible to
specific beliefs or religion, but rather defines faith in terms of awareness of and acting in
accordance with the individual's unique core beliefs. These core values underlie the
individual's frame of reference, give the individual coherence, provide meaning and
shape in relationships with others and the universe (Fowler, 1993).

Fowler (1993) concludes that AA aids in faith development. The author endorses
AA’s (AA World Services, 1981, pp. 44-54) depiction of problems arising from
excessive instincts (1) for love, sex and reproduction; (2) for social status; and (3) for
security. Fowler characterizes these exaggerated instincts as inappropriate attachments
that can distort and conflict with core values. Fowler describes the conversion achieved

through working the twelve steps as a redirection of attachments consistent with core
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values.

Fowler (1993) also recognizes other benefits accruing from AA involvement
including: (1) maintaining quality of recovery and serenity, (2) recognizing individual
limits, (3) trusting a higher power, and (4) deriving benefits from service to others. There
is little evidence to support the allegation that AA induces or perpetuates undue
dependence on the organization (e.g. substitution of one addiction for another), or that it
is cultish in nature (Fowler). Alternatively, the he finds AA both democratic and

pragmatic in nature.

Cognitive, Behavioral and Affective Components

Brown (1993) explains AA recovery as a cognitive-behavioral process that
proceeds in terms of developmental stages and tasks. She begins by describing the
development of alcoholism as involving behavioral, cognitive and affective components.
The author attributes the use of alcohol as a "substitute for something missing in the
structure of the self," with alcohol becoming a "condition of wholeness". Brown (1993,
p. 146) posits that "the first three steps are a direct assault on pathological egocentrism or
narcissism, a condition that includes an inflated unrealistic belief in self power."

Brown acknowledges the controversy surrounding “powerlessness” of AA’s first
step, but endorses the admission of loss of control, powerlessness or surrender as an
effective paradoxical treatment, where surrender aids the alcoholic in accepting the
reality that self-control has proven ineffective. Surrender also is viewed as necessary to
deflate false pride, defiance and grandiosity, which emerge from a false or exaggerated

belief in self-power, despite substantial evidence to the contrary. Having admitted
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powerlessness, the second step instills hope, suggesting a power outside oneself that will
provide the needed power to recover from the addiction. The author concludes that AA' s
twelve-steps are a complex, multidimensional treatment model, influencing behavioral,

cognitive and affective components of alcoholism.

Psychodynamic and Group Processes

Machell (1992) provides a psychodynamic explanation of AA affiliation or
"fellowship" as a healing form of group treatment. The author reviews historical ego
psychology literature and reports the significance of psychodynamic principles of
identification, belonging (Maslaw, Freud, Adler), entropy (Jung) and curative group
processes (Yalom) implicit in AA recovery. Machell (1992) reports several
communications between Bill Wilson and Jung prior to the initiation of AA, in which
Jung emphasized the significance of entropy as a recovery construct whereby recovered
alcoholics could influence newly recovering individuals. Machell (1992) also suggests
that unconditional acceptance is an important curative component present in AA,
enhancing the individuals self-worth and creating an effective environment for healing,
consistent with the unconditional positive regard of Carl Rogers.

Machell (1992) compiles a list of disease qualities prevalent in the
psychodynamic literature and suggests curative factors from group treatment in a
supporting theory for AA’s effectiveness. Examples of curative factors of group
treatment include: instilling hope to aid depression; imparting information that improves
knowledge of alcoholism and reduces denial; creating group altruism that reduces guilt

and shame; developing social skills that aid both rigid super ego and improve impaired
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interpersonal skills commonly found in alcoholics; initiating stress management to aid

with the overwhelmed feeling; instilling group cohesiveness that improves self-esteem
and reduces pathologic inhibitions; initiating catharsis that reduces guilt, shame, overly

rigid superego's, compulsiveness, over emphasis on order, and perfectionism.

Stages of Change and Motivation

Prochaska and DiClemente (1982, 1986, 1992) developed a trans-theoretical
model of the stages in behavior change processes, which has been popularized in recent
addiction literature and subjected to a number of studies. In general, the model posits
that people pass through predictable stages when changing any problem behavior. Miller
and Rollnick (1991) adapted the stages of change model to addiction treatment, matching
specific treatment strategies with each stage of change, and developed an integrated
approach designed to maintain client motivation. Motivation, defined as the probability
that a client will engage and remain engaged in change strategies, is broadly recognized
as a key element of successful treatment outcome (Miller & Rollnick).

DiClemente (1993) integrated and analyzed the processes of AA recovery within
the framework of the stages of change. A general understanding of the stages of change
is necessary for this discussion. Accordingly, the following discussion provides a
conceptual summary of the stages of change theory (Prochaska & DiClemente, 1982,
1986, 1992), along with primary tasks required to successfully change drinking behaviors
(Miller & Rollnick, 1991). This material is followed by a summary of DiClemente's
integration of AA within the stages of change framework and related comments on

motivation by Morgenstern, Labouvie, McCrady, Kahler and Frey (1997).
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Precontemplation Stage. People who are actively drinking and not considering

change are said to be in the precontemplative stage. Precontemplators are either (1)
unaware of drinking as a problem that is negatively effecting their life, (2) aware, but
unwilling to consider change at this time, or (3) lack self-efficacy, feel helpless,
discouraged and unable to change. In order to consider change, Miller and Rollnick
(1991) suggest that they must first be willing to consider how drinking negatively effects
their life goals and values (e.g. family, money, health, job, etc.). Stated another way, they
must become aware of the problem and the negative effects that drinking has on their
goals. Among other strategies, Miller and Rollnick (1991) suggest that therapy can aid
precontemplative drinkers by empathetically helping clients assess how drinking is
interfering with their goals. This is necessary to heighten ambivalence, or create
confusion surrounding their decision to drink.

Contemplative Stage. In this stage, the drinker begins to consider the possibilities

of change, but is confused, uncertain or ambivalent about whether to change. This
confusion or ambivalence is characterized by simultaneous good and bad feelings and/or
thoughts about drinking, i.e. “on one hand I value my drinking, but on the other hand it is
a problem." Miller and Rollnick (1991) suggest that the therapist's task is to aid the client
in making a decision about changing drinking habits. This decision is required to

alleviate ambivalence.

The decision process is facilitated by a comparison of the pros and cons of their
drinking. A two column list is suggested by Miller and Rollnick with the "CONS",
including: (a) an exhaustive list of all of the good aspects of drinking, and (b) aspects of

drinking that would be missed or negative aspects of changing drinking patterns.
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Conversely a "PROS" column consists of the following: (a) an exhaustive list of all of the

things the client dislikes that are directly or indirectly associated with drinking, and (b)
the client's perception of improvement to life given a change in drinking habits.

Determination (or preparation) Stage. Determination is the stage where the

drinker has moved beyond a full awareness of the problem, recognizing overriding
advantages to modifying drinking habits, and is both willing and committed to the change
process. A decision has been made to proceed with managing one's drinking problem.
The clinician's job is to collaborate on a treatment plan aimed at initiating change.

Action, Maintenance and Relapse Stages. Prochaska and DiClemente (1982)

propose later stages of "action," where the plan of change is implemented, and
"maintenance," where continued commitment and relapse prevention plans are developed
to maintain the behavior change. This summary has abbreviated and simplified the stages
of change; it is common for someone to be in two or more stages simultaneously, or to
move backwards in the process, or to relapse. Relapse is viewed as a normal part of the
change process.

DiClemente (1993) integrates AA processes within stages of change, contending
that AA most aids those in higher stages of change, including determination, action and
maintenance, compared to those in lower stages of precontemplative and contemplative.
The author contends that AA may be inappropriate or overly intrusive for those in earlier
stages, positing that (1) many precontemplators will be intolerant of AA’s goal of
abstinence, and (2) contemplators might find too little support for the "positive aspects of
drinking" to effectively process ambivalence surrounding their drinking.

In addition, DiClemente finds the protracted or lifelong recovery period inherent
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in AA philosophy impossible to reconcile with the stages of change model that posits a
relatively short-term termination to the process of change. As such, DiClemente suggests
that protracted involvement in recovery is unnecessary, but fails to provide guidance on
when or how the maintenance stage terminates. Conversely, AA World Services (1976)
views alcoholism as a chronic disorder, extending well beyond initial abstinence and
requiring a lifetime of vigilance or “maintenance,” which is inconsistent with the stages
of change model.

Motivational theorists of alcohol change processes (e.g. Miler & Rollnick, 1991;
Morgenstern, Labouvie, McCrady, Kahler & Frey, 1997) are consistent with
DiClemente's (1993) contention that AA is most appropriate for those in higher stages of
change including determination, action and maintenance. Motivational theories posit that
higher stages of change are associated with greater levels of motivation to engage in
change processes (Miller & Rollnick, 1991). In this regard, Morgenstern, Labouvie,
McCrady, Kahler and Frey (1997) review studies finding positively for AA’s
effectiveness, but contend that AA is most effective for highly motivated patients.
Morgenstern et al. (1997) generally posit that AA (1) activates mechanisms or processes
that enhance self-efficacy, (2) promotes active coping, (3) sustains motivation among
those previously motivated, (4) serves to maintain a commitment to the goal of

abstinence, and (5) sustains a high appraisal of harm related to drinking.

Review of the AA Effectiveness Literature

Although there is a large body of empirical evidence (e.g. Project MATCH

Research Group, 1997a; Emrick et al., 1993; Tonigan, Toscova & Miller, 1996)
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suggesting a positive and moderate effect of AA affiliation on abstinence, experimental

design studies that employed random assignment consistently have failed to find
favorable effects from AA attendance (Brandsma, Maultsby & Welsh, 1980; Ditman,
Crawford, Forgy, Moskowitz & MacAndrew, 1967, Walsh et al. 1991, McCrady,
Epstein, Hirsch, 1996). In response, Montgomery, Miller and Tonigan (1995) theorized
that coerced AA attendance violates the basic format and intent of AA’s philosophy and
traditions ("attraction rather than promotion") and contend that volitional attendance is a
requirement for effectiveness. Large correlations have been reported between AA
meeting attendance and the level of involvement or participation (Montgomery, Miller &
Tonigan, 1995; Snow, Prochaska & Rossi 1994). However, researchers (e.g. Emrick et
al., 1993; Tonigan, Connors & Miller, 1996) consistently have found higher associations
with abstinence outcome measures between AA dosage measured in terms of
involvement (e.g. leading meetings, use of a sponsor, working AA’s 12 steps, etc.) than
meeting attendance. Furthermore, some studies (Emrick et al. 1993; Montgomery, Miller
& Tonigan 1995) have reported positive associations between abstinence and measures of
involvement, when controlling for attendance.

A more recent experimental design involved 90 married alcoholic subjects
assigned to three treatment conditions and followed them through 90 days of treatment
(McCrady, Epstein & Hirsch, 1996). One of the groups included both treatment and AA
attendance, while the other two groups received treatment only. AA attendance was
elicited and controlled through goal setting and monitoring by the therapist. The results
of this study found that AA attendance did not improve outcomes at 90 days, with the
other treatment groups reporting similar outcomes compared to the AA plus treatment
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group. These results are difficult to interpret given two major weaknesses including: (1)

the limited sample size for three groups where statistical power was insufficient to detect
small or medium effects, and (2) AA dosage was primarily measured in terms of
attendance (inadequately measuring level of involvment).

The McCrady, Epstein and Hurst (1996) findings have been criticized in light of
other studies that consistently have found that involvement predicts favorable outcomes
when controlling for attendance (Emrick et al. 1993; Montgomery, Miller & Tonigan
1995). AA attendance therefore is characterized as a necessary but insufficient condition
for favorable drinking outcomes. Conversely, AA involvement is the most effective

predictor of favorable drinking outcome. Unfortunately all other random assignment

studies had relied on coerced attendance (Brandsma, Maultsby & Welsh, 1980; Ditman,
Crawford, Forgy, Moskowitz & MacAndrew, 1967, Walshet al. 1991, McCrady,
Epstein, Hirsch, 1996) and have thus been criticized, reasoning that it is less likely that

individuals forced to attend AA would significantly involve themselves.

Nature and Extent of Effectiveness Studies

There are over 100 studies of AA affiliation and effectiveness spanning three
decades (Emrick et al. 1993). This body of literature has been summarized repeatedly
using alternative methods of analysis. The conclusions of the first comprehensive
assessment by Emrick (1987), and the updated Emrick (1989) analysis of the literature on
affiliation and effectiveness of AA, were similar to the more comprehensive and
sophisticated meta-analytic review by Emrick et al. (1993). In general, these studies

found moderate and consistent favorable drinking outcomes associated with measures of

36



AA affiliation and involvement. Finally, working with the meta-analytic data compiled

in the Emrick et al. (1993) analysis, Tonigan, Tocova and Miller (1996) found larger and
more consistent outcomes associated with affiliation among outpatient samples and
"better quality" studies. More recent studies (e.g. Project MATCH Research Group,
1997a, 1997b; Timko, Moos, Finney & Moos, 1994; Timko, Finney, Moos and Moos,
1995; Humphreys, Moos & Cohen, 1997) generally have corroborated the finding that
AA affiliation (especially when defined in terms of involvement) is associated with

improved drinking outcomes.

Early Literature Reviews

Emrick (1987, 1989) reviewed published studies from 1976 through 1987 and
concluded that there was some evidence that AA worked for some, in terms of abstinence
and improved psychosocial outcomes. Emrick (1989) characterized these relationships as
tentative, small to moderate, and marked by complexity and intractable research
problems. More specifically, Emrick (1989) reported the correlation between post-
treatment AA affiliation and drinking outcomes among 35 studies: 6% of the studies
found negative correlations, 31% found no significant relationship, and 63% found
positive relationships (where p < .10). Emrick also found that an individual's belief in
controlled drinking (vs. abstinence) is negatively associated with AA affiliation. Finally,
AA involvement, including leading meetings, being a sponsor or having a sponsor, and
working steps six through twelve is a greater predictor of favorable drinking outcomes

than meeting attendance.
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Meta-Analvtic Literature Reviews

Emrick et al. (1993) concluded that a modest and consistently positive
relationship existed between drinking outcome and AA involvement during or after
treatment. Emrick et al. stated, "these findings can be interpreted as suggesting that
professionally treated patients who attend AA during or after treatment are more likely to
improve in drinking behavior than are patients who do not attend AA, although the
chances of drinking improvement are not overall a great deal higher" (p. 57). Emrick
(1994) later summarized the meta-analytic findings across all studies, suggesting that
individuals participating in AA during or after treatment have on average a moderately
greater chance of improving drinking behavior (weighted meta-analytic correlation or 7,,
=20, Agpjects = 10,000). Using a subset of these data, Tonigan, Toscova and Miller
(1996) found a considerably higher and consistent relationships between AA affiliation
and drinking outcome measures within outpatient samples summarized in Table 1. (Note:
For a more critical analysis of the nature, quality and extent of studies and methods
contained in the meta-analyses, see "Meta-Analysis Study Quality" in the AA affiliation
literature section of this document. Similarly, for study design and methods used to
calculate weighted correlations in the meta-analysis, see "Meta Analytic Methods" also in
the AA affiliation literature review of this document.)

According to the meta-analysis Emrick et al. (1993; Table 1) found that while
frequency of meeting attendance might be considered the most obvious and straight
forward measure of AA as an intervention, and while a moderate and positive correlation
between attendance and favorable drinking outcomes was found, it is nonetheless an

inconsistent finding. It would appear that level of involvement variables are more
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Table 1: Relationship Between Affiliation Measures and Drinking Behavior Qutcomes

r Nof Nof
Activity (weighted) SD Studies Subjects
Emrick et al. (1993:
Frequency of attendance 19 10 13 1,939
Having a sponsor .26 02 4 539
Engaging in 12-step work 20 .00 3 1,140
Leading (chairing) meetings 23 .02 2 1,093
Increased participation 29 .09 2 1,086
Sponsoring other members 17 .04 2 1,091
Working step 6 through 12 1 .00 2 1,096

Tonigan et al. (1996):
Affiliation (outpatient 31 .00 5 1,200
samples only)

Notes: *Weighted average correlation from meta-analysis (see the "meta-analytic
methods" for a discussion of computational methods). Adapted with written permission
from: Emrick, C. D, Tonigan, J. S., Montgomery, H. & Little, L. (1993). Alcoholics
Anonymous: What is currently known? In B.S. McCrady and W.R. Miller (Eds.).
Research on Alcoholics Anonymous: Opportunities and Alternatives, p. 55, New
Brunswick, NJ: Rutgers Center of Alcohol Studies, and Tonigan, J. S., Toscova, R. &
Miller, W. R. (1996). Meta-Analysis of the literature on Alcoholics Anonymous: Sample
and study characteristics moderate findings. Journal of Studies on Alcohol, 57, p. 68.
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predictive of favorable drinking outcomes, (e.g. having an AA sponsor, engaging in 12-

step work, chairing meetings and increased participation, were moderately, positively and
more consistently related to favorable drinking outcomes). Smaller and positive
relationships existed between sponsoring other AA members and working AA steps six
through twelve.

Integrating earlier theory with present findings, Emrick et al. (1993, p. 56-57)
generally concluded that those who, "become more actively involved in the organization,
adopt its beliefs more completely, and follow its behavioral guidelines more carefully"
appear to have better drinking outcomes. Emrick et al. considered the variation in
findings attributable to different operationalizations of AA affiliation (emphasizing
attendance vs. some measure of involvement) and concluded that, in general, working the
AA program of recovery (involvement) is more consistently and positively related to
favorable drinking outcomes than attendance. Interestingly, the often cited advice of
"attending 90 meetings in 90 days" did not hold up as consistently as did participation
and involvement, suggesting that the better advice may be to "get a sponsor and work the
steps" (Emrick et al 1993, p. 55).

Emrick et al. (1993) also reviewed psychosocial outcomes other than drinking
(Table 2). Notable findings included small yet consistent positive correlations between
attendance and (1) more religious practice, (2) improved physical health, and (3)
improved legal situation. A moderate and positive, but less consistent finding, also was
found between AA attendance and psychological adjustment. In addition, Tonigan,
Toscova and Miller (1996) later reported a larger effect between attendance and general
“psychosocial adjustment” within the better quality studies.

40



Table 2: Relationship Between AA Attendance and Criteria Other Than Drinking

r wa N 0f N Of
Activity (weighted) SD Studies Subjects
Emrick et al. (1993):
More active religious life 12 .00 5 2,211
Physical symptoms (reduced) -13 .00 2 258
Legal situation .10 .00 2 284
Psychological adjustment 25 .10 13 1,322

Toniganet al. (1996)
Psychosocial adjustment 33 .05 3 359

(better quality studies)

Note: *Weighted average correlation from meta-analysis (see the "meta-analytic
methods" for a discussion of computational methods). Adapted with written permission
from: Emrick, C. D., Tonigan, J. S., Montgomery, H. & Little, L. (1993). Alcoholics
Anonymous: What is currently known? In B.S. McCrady and W.R. Miller (Eds.).
Research on Alcoholics Anonymous: Opportunities and Alternatives, (p. 60) New
Brunswick, NJ: Rutgers Center of Alcohol Studies and Tonigan, J. S., Toscova, R. &
Miller, W. R. (1996). Meta-analysis of the literature on Alcoholics Anonymous: Sample
and study characteristics moderate findings. Journal of Studies on Alcohol, 57, p. 66.
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More Recent Studies

Other than the randomized and controlled trials discussed previously, all of the
studies reviewed here corroborate consistent and positive correlations between measures
of AA affiliation and favorable drinking outcomes. Most notable among more recent
studies is the large (n = 1,725) and rigorous Project MATCH study (e.g. Project MATCH
Research Group, 1993) and a prominent prospective longitudinal project reporting
consistent findings at one (Timko, Moos, Finney & Moos, 1994), three (Timko, Finney,
Moos & Moos, 1995) and eight years (Humphreys, Moos & Cohen, 1997).

The Project MATCH authors (Project MATCH Research Group, 1997a) reported
that AA attendance was associated with improved outcomes across all treatment
conditions, suggesting the effectiveness of AA as an adjunct treatment, regardless of the
type of formal treatment. The 12-step facilitation intervention encouraged AA
involvement as one of its primary goals while the other groups (motivational
enhancement and skills training) supported attendance only if attendance was initiated by
the client. The Project MATCH Research Group (1997a) acknowledged that a significant
proportion of the other two treatment conditions attended AA, confounding results of the
study.

A prospective longitudinal study analyzing the effects of self-selection of
treatment provides further evidence of the effectiveness of AA. The study followed 515
previously untreated alcoholics, selected from detoxification centers and information and
referral telephone services (Timko, Finney, Moos, Moos & Steinbaum, 1993) for eight

years. Subjects were followed-up at one (Timko, Moos, Finney & Moos, 1994), three
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(Timko, Finney, Moos & Moos, 1995) and eight years (Humphreys, Moos & Cohen,
1997). At the eight-year follow-up, Humphreys et al. (1997) concluded that AA

attendance had the broadest impact on drinking and psychosocial outcomes of any

intervention included in this study. In general, this longitudinal study was able to obtain

a relatively high rate of follow-up at one, three and eight year follow-ups. Some caution
is suggested, however, given that approximately 30% of those selected refused to
participate. In addition, results may not generalize to community samples of alcohol
dependent individuals given the sample population (detoxification centers and those
telephoning alcohol information and referral telephone services).

At one year follow-up, subjects had self-selected no treatment (24%), AA only
(18%), outpatient treatment (25%), and inpatient treatment (32%), with many of the
formal treatment subjects also attending AA (Timko, Moos, Finney & Moos 1994).
Comparable and positive outcomes were reported across all but the untreated self-
selection condition, where poorer outcomes were observed. AA attendance was
positively associated with improved drinking status in the AA only self-selection group
and among formal treatment subjects who commonly attended AA (Timko, Moos, Finney
& Moos, 1994).

Subjects (n = 439) were contacted again at three years: 16% had engaged in no
treatment, 25% had been treated in the first year only, and 53% had received additional
treatment in years two or three (Timko, Finney, Moos & Moos, 1995). AA attendance
was considered a form of treatment. AA attendance along with formal treatment was
associated with better drinking measures than formal treatment alone. The authors report
that more impaired drinkers tended to naturally self-select greater treatment involvement,
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and in this study the greater the treatment involvement, the better the drinking outcome.
Attending more treatment was related to a greater severity of drinking problem, poorer
psychosocial functioning, and more negative life events at baseline, yet surprisingly
associated with superior drinking outcomes at both one and three year follow-up.
Comparable and positive outcomes were reported across all self-selection conditions (AA
only, formal treatment with AA, and formal treatment without AA), except in the
untreated self-selection condition that reported poorer outcomes.

At eight years, 395 subjects (77% of the original sample) were located for follow-
up (Humphreys, Moos & Cohen, 1997). More outpatient treatment received in the first
three years of the study predicted eight-year remission. In addition, greater AA
attendance in the first three years of the study predicted alcohol remission, greater
symptoms of depression, and bettér quality relationships with friends and spouse or
partner. The authors concluded that short-term interventions have a long-term impact on

alcoholism, and that AA attendance has the broadest impact on drinking and psychosocial

outcomes of any intervention included in this study. The authors suggest that findings

are comparable to those found in other long-term studies including the classic Vaillant
(1996) 20-30 year prospective-longitudinal study.

Other effectiveness studies reviewed that were not included in the meta-analytic
studies consistently have concluded that AA is effective. Three such studies are briefly
summarized in the text that follows.

Cross et al. (1990), provided one of few long-term longitudinal studies, a ten-year

follow-up study involving 158 patients from an inpatient treatment center. The results of
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this study suggested that AA affiliation and involvement in AA sponsorship predict both
favorable long-term drinking and psychosocial outcomes.

In a large (n = 2,029) follow-up study of 33 outpatient treatment programs, Miller,
Ninonuevo, Klamen, Hoffmann and Smith (1997) found that post-treatment factors
including involvement in outpatient aftercare and AA are more significant in predicting
outcomes than patient or pre-treatment factors including gender, ethnic status,
employment, marital status, addiction severity and motivation. Furthermore, the authors
reported that when all variables were considered at once, AA attendance was the best
single predictor of outcome (R = .40).

Finally, Isenhart (1997) reported results of a one year follow-up study of previously
treated patients (n = 125). These results suggested that those who affiliated with AA or
had an AA sponsor consumed less alcohol (Isenhart, 1997).

As a final note, some researchers (discussed in the literature review) have
suggested that motivational factors may explain both positive drinking outcomes and AA
affiliation. According to this view, AA affiliation may not be a causative factor, rather a
covariate of motivation. AA creates an organized meeting place for those who are most
motivated in establishing and maintaining sobriety. Nonetheless, this theory does not

diminish the role of AA as a significant factor in recovery.

Problem Statement
Miller and McCrady (1993), editors of the proceedings of a 1993 research
conference calling for studies on AA, note several reasons why knowledge from studies

of AA would represent a major contribution to effective treatment of alcohol problems.




These reasons included the following: (1) AA commonly is recommended by treatment
professionals and represents the most commonly sought form of help for alcohol
problems, yet relatively little is known about AA and those who do and do not persist in
their affiliation; (2) AA represents a cost effective treatment alternative in a cost
conscious treatment environment, and unremitted alcoholism is extremely costly to the
victims, their families and to society; and (3) AA affiliates represent a population of
individuals engaged in recovery, offering researchers an opportunity to learn more about
processes of change. Lastly and most germane to this discussion, Miller and McCrady
acknowledged the benefits of matching individuals to optimum treatment approaches,
noting that "it is reasonable to expect that AA works better for some people than for
others, and it would be beneficial to know how to determine, in advance, which approach
offers the best initial hope for a given individual” (p. 6).

Other researchers (e.g. Tonigan & Hiller-Sturmhoefel, 1995; Emrick, 1994) have
also described benefits accruing to treatment providers from successful prediction of AA
affiliation using pretreatment patient characteristics. The ability to identify who is likely
(or unlikely) to affiliate with AA is a benefit that would logically improve the quality and
effectiveness of pretreatment assessment, thereby facilitating improved treatment
planning. The improved assessment would enable treatment providers to customize both
initial treatment, as well as longer-term aftercare.

As summarized previously, volitional involvement in AA works for many, and
represents a potentially effective, economical and accessible form of self-help and
adjunct to professional treatment. Treatment providers generally are focused on initial

needs, yet the high rate of relapse and repeated treatment episodes common among those
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treated for alcohol dependence suggest a protracted and complex recovery period from

alcohol dependence lasting months and even years, prior to initiation of a stable and
enduring state of abstinence (e.g. Walsh et al., 1991; Martlatt & Gordon, 1985; Vaillant
1995, 1996). The rate of relapse at one year post-treatment commonly is reported as
approximately equal to or less than the rate of remission (e.g. Timko, Moos, Finney &
Moos, 1994; Emrick et al., 1993). These high rates of relapse suggest the need for more
effective treatment(s) and/or more protracted treatment interventions such as AA.

As previously stated, there is evidence of enormous AA attrition within the year
after the first trial. Unfortunately, no research was located in this review that investigates
outcomes, needs or reasons for attrition among dropouts. In the absence of research
knowledge one can only speculate about possible reasons for dropout among subjects: (1)
relapse; (2) unfavorable perception of AA; (3) no further need of AA; (4) intolerance of
AA (e.g. social discomfort, aversion to the spiritual discussions involving God, angered
by someone or something in the AA program, belief in the ability to control drinking,
etc); and/or (5) harmful or iatrogenic effects of AA. Treatment effectiveness would
seemingly be enhanced by an understanding of who will/will not affiliate with AA prior
to referral.

Despite the high rates of AA attrition, and a lack of understanding of its possible
causes and consequences, most providers rely heavily on AA meetings and philosophies
for treatment content (e.g. Humphreys, 1997), and commonly make AA aftercare
referrals. These practices may ignore the needs of the majority of individuals who do not
affiliate with AA long-term. This reliance on AA is compatible with cost constraints
imposed by the contemporary managed treatment environment, which is unlikely to
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tolerate extended professional services. Given the above, providers potentially could

improve treatment effectiveness and better customize treatment planning if it were

possible to predict affiliation using assessment data.

Purpose and Objectives of Research

As previously stated, the primary purpose of this study is to predict or classify
post-treatment AA affiliation among individuals treated for alcohol disorders using
information available at treatment. The relative success or failure of this endeavor will
be evaluated based upon the extent to which the model(s) correctly classify above chance.
Related objectives of the proposed study are discussed below.

Advance knowledge on AA affiliation. Prior theory and empirical evidence will

be reviewed, and an a priori hypotheses and a model of affiliation will be advanced to
guide the research. Independent predictor variables will be tested. Results of tests of
individual variables will be interpreted and integrated with theories of affiliation.

Advance knowledge on classification methods and evaluate implications for

practice. While tests of individual variables will be carried out using traditional methods,
a more recent classification method, artificial neural networks, will be used along with

binary logistic regression. Classification methods and results will be compared, and

advantages from using either or both classification methods will be discussed. This study

generally will explore the use of computer decision support systems in practice.
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CHAPTER II: REVIEW OF THE AFFILIATION LITERATURE

Membership Survey

AA World Services (1997) publishes a “random survey” of membership every
three years: the latest survey conducted in 1996 included 7,200 members selected from
the U.S. and Canada. This publication reported a total of 96,000 groups throughout the
world. Other researchers have reported that AA is represented in 150 countries with 1.7
million members (Miller & McCrady, 1993). Unfortunately, and despite some form of
random selection and an impressive survey size, there are no published reports of the
methods to critique the quality of the latest AA survey (AA World Service, 1997). Of
greatest concern is the survey response rate that may have biased reported findings.
Therefore, caution is suggested in interpreting these findings. However, a wealth of
contextual and introductory information was provided by this report.

Members report a high rate of professional treatment utilization and satisfaction
both before and after their involvement with AA, with 60% of members receiving some
form of counseling (medical, psychological, spiritual, etc.) before AA, and 77% of those
members reporting that the counseling played an important role in their subsequent AA
involvement. Subsequent to their AA involvement, 62% of members reported receiving
some type of counseling, and 85% of these reported that it played an important role in
maintaining sobriety.

The AA mean length of sobriety is reported as greater than six years. Only 27%
of the members reported sobriety of less than one year, and 45% reporting sobriety in

excess of five years. Mean sobriety would logically be inflated by the high rate of
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attrition among those who relapse. Despite the high level of sobriety, members still
report an average of two meetings per week. In addition, 86% of members have a "home
group", and 76% have a sponsor.
Survey results suggested that the majority of those affiliating with AA are
influenced by self or other AA member referrals (99%), with only 48% reporting
treatment provider referrals, and 12% corrections related sources. In a related issue, 73%
report that they had reported their problems with alcohol to their primary health care
professional, with only 39% reporting that they were referred to AA by a health care
professional. From highest to lowest, factors most responsible for AA referral included
(more than one answer was allowed): 51% self-referred, 48% referred by another
member, 40% referred by a treatment facility, 39% referred by family, 16% referred by a
counseling agency, 13% court referred, 9% referred by an employer or fellow worker, 8%
referred by a health care provider, 8% referred by a friend or neighbor, 8% other referred,
5% referred through AA literature, 3% referred through Alateen or Al-Anon, 3% referred
by correctional facilities, newspaper, magazine, radio, TV and 3% referred by clergy.
Following is a summary of selected AA demographics (AA World Service, 1997):
(1) Gender: 67% are men and 33% women
(2) Age: 1% are less than age 21, 12% are between 21 and 30, 30% are between 31 and
40, 29% are between 41 and 50, 16% are between 51 and 60, 9% are between 61 and
70, 3% are over 70

(3) Marital status: 39% are married, 24% are divorced, 28% are single, 6% are
widowed, and 3% are separated;

(4) Race: 86% are white, 5% are black, 4% are Hispanic, 4% are Native American, 1%
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are other;

(5) Occupational demographics: 13% who are professional or technical, 11% were

retired, 11% are other or self-employed, 10% are manager/administrators, 9% are
labor, 7% are unemployed, 6% are health professionals, 5% are craft workers, 5%
are disabled, 4% are service workers, 4% are sales workers, 4% are clerical, 3% are
educators, 3% are homemakers, 3% are students, and 2% are transportation workers
This AA demographic survey (AAS) included a number of demographic
categories that appear to be over or under-represent compared to problem drinkers within

U.S. communities. In this regard, the U.S. Secretary of Health and Human Services

(1997, p. 16) published selected demographic statistics from the National Alcohol Survey

of 1990 (NAS), which are contrasted with some of the AA demographics presented

above:

1. Women are somewhat over represented in AA compared to community samples,
where men represent approximately 74% of problem drinkers in the NAS survey
compared to 67% in the AA membership survey.

2. Problem drinkers under age 30 appear to be vastly underrepresented within AA, only
representing 13% of the AA respondents compared to 30% in the NAS community
survey. The AA community appears to be composed of older recovering individuals.

3. While married problem drinkers appear to be substantially underrepresented in AA
(NAS = 64% vs. AAS = 39%), divorced individuals appear to be substantially over-
represented (NAS = 8% vs. AAS = 24%). In addition, AA may attract single
individuals (NAS = 21% vs. AAS =28%). Separated individuals were comparable in
both surveys (NAS = 4% vs. AAS = 3%).
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4. Blacks (NAS = 12% vs. AA = 5%), Hispanics (NAS = 9% vs. AA = 4%) and other
minorities (NAS = 4% vs. AA = 1%), appear to be somewhat underrepresented

compared to Whites (NAS = 75% vs. AA = 86%).

Theories of AA Affiliation

Researchers (e.g. Emrick, 1989, 1994; Timko, Finney, Moos, Moos & Steinman
1993) acknowledge and lament that present theories of affiliation are not capable of
predicting who will or will not affiliate with AA subsequent to treatment. As previously
noted, despite the fact that only a fraction of alcoholics actually affiliate with AA, the
majority of treatment providers continue to dedicate a significant amount of treatment
content to AA beliefs and make indiscriminant referrals (Humphreys, 1997). Treatment
professionals would benefit from differentiating who will or will not affiliate with AA.
Given this information, providers could consider alternative services for those who will
not benefit from AA (Emrick, 1989, 1994). Yet researchers reviewing AA studies (e.g.
Emrick et al., 1993; Tonigan, Toscova & Miller, 1996) observe that AA research is
largely atheoretical, failing to design studies from existing theory, and to integrate
findings to advance theory. Emrick et al. observe that this neglect has contributed to
poorly conceived studies and impeded understanding of both AA effectiveness and
affiliation.

In a survey of all Veterans Affairs (VA) inpatient and outpatient substance abuse
treatment centers in the U.S. (n = 389), Humphreys (1997) found that an overwhelming
majority of treatment facilities surveyed emphasize AA as a part of treatment and

routinely refer individuals to AA for aftercare (79%). The author discussed guidelines




established by the American Psychiatric Association for referrals to alternative self-help
groups. For example, the guidelines suggested that therapists refer clients on
p