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Abstract 
Addiction is a complex phenomenon characterized by a loss of control 
and compulsive, habitual behavior. Since there is no single, specific cause 
for addiction, there is no single, standard treatment for it. A variety of 
approaches are used, including counseling, psychotherapy, medications, 
and mutual help groups (MHG). The best known and most widely 
available approach to addiction is 12-step (TS) programs of recovery, a 
variety of MHG. These have been lauded as lifesaving by some and 
criticized by others. We argue that TS programs are an appropriate mode 
of help for those seeking to quit an addiction but should not be the only 
approach considered. 

 
Addiction 
Addiction is a complex phenomenon influenced by psychosocial, environmental, 
neurological, and genetic factors and characterized by loss of control and compulsive, 
habitual behavior [1]. While sometimes used interchangeably with “chemical 
dependency,” the term “addiction” is used here to refer to any compulsive habit, 
including use of substances that produce dependency (e.g., alcohol), use of substances 
that do not produce dependency (e.g., marijuana), and compulsive habits unrelated to 
substances (e.g., gambling). 
 
Since there is no single, specific cause for addiction, there is no single, standard 
treatment for it. A variety of psychosocial treatments are used, including counseling, 
psychotherapy, and mutual help groups (MHG) [2]. Medication might be helpful, even 
essential, in some cases. These treatments might be used in combination or sequentially 
and in a range of different settings. None, however, promises even a probable cure for a 
particular person. 
 
The best known and most widely available approach to addiction is 12-step (TS) 
programs of recovery, a variety of MHG. These have been lauded as lifesaving by some 
and criticized by others [3]. We argue that TS programs are an appropriate mode of help 
for those seeking to quit an addiction but should not be the only approach considered. 
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Persistence in the chosen modality and solid, healthy relationships with the people 
facilitating recovery could be more important than the modality itself [4-6]. 
 
Twelve-Step Programs of Recovery 
TS philosophy. The original TS program was developed by Alcoholics Anonymous® (AA®). 
AA was founded in 1935 by physician Bob Smith and businessman Bill Wilson, who were 
both addicted to alcohol and looking to maintain sobriety. The 12 steps used in the 
program appeared in print in 1939, when Wilson and Smith published Alcoholics 
Anonymous: The Story of How More than One Hundred Men Have Recovered from Alcoholism 
[7]. Since then, other TS groups using similar principles have emerged to address other 
addictions, including Gamblers Anonymous® (GA®), Overeaters Anonymous® (OA®), 
Narcotics Anonymous® (NA®), and others. 
 
The official AA position is that alcohol addiction is a progressive condition [8], 
characterized by “powerless[ness] over alcohol” [9]. On this view, alcoholism cannot be 
“cured”—an alcoholic cannot expect to be able to drink moderately—but the illness can 
be arrested by abstaining from drinking alcohol [8]. The essence of the method is that 
members help one another stay sober by “working the steps.” The steps are simple and 
can be summarized as follows [10]: (a) acknowledgement that one has become 
“powerless” to control one’s drinking; (b) trust that “a Power greater than ourselves” 
[11] can help one stay sober; and (c) acceptance of responsibility for one’s behavior, 
including admission of character defects, making amends for past mistakes, and striving 
to be honest with self and others. Thus, on this view, alcoholics are powerless over 
alcohol but do have power to abstain, with help, one day at a time. While AA’s position is 
clear that alcoholism is not a moral failing, it is equally clear that recovery depends on 
alcoholics’ taking responsibility for living with their condition, much like asthmatics must 
take responsibility for maintaining treatment of their illness. 
 
Although not a treatment per se [12], TS groups do have something important to offer 
people who are attempting to quit an addiction: they provide a social network that 
supports recovery; they emphasize both the powerfully compulsive nature of addiction 
and the importance of harnessing an individual addict’s personal responsibility; there are 
no dues or fees for members; there are no requirements, pledges, or oaths to become a 
member; meetings are available in many places and at many times of the day and night; 
and they are compatible with other measures. 
 
Do 12-Step Groups “Work”? Ferri, Amato, and Davoli’s conclusion in a 2006 meta-analysis 
published in the Cochrane Review [13] has been widely quoted (see e.g., [14]): “No 
experimental studies unequivocally demonstrated the effectiveness of AA or [Twelve-
Step Facilitation] TSF approaches for reducing alcohol dependence or problems” [13]. 
Less widely quoted is the earlier discussion in which the authors say “there is no 
conclusive evidence to show that AA can help to achieve abstinence, nor is there any 
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conclusive evidence to show that it cannot” [13]. To us, it appeared there was little 
difference among the treatments analyzed. 
 
Several studies do support some efficacy of TS programs of recovery [15-19]. AA 
participation is associated with fewer drinks and more abstinent days [15-17], and 
recent studies show that AA attendance improves sobriety even while controlling for 
self-selection bias [18]. While these studies do not show unequivocal evidence of 
success—and are not evidence of sufficient effectiveness to recommend AA/TS 
programs for everyone—they do support inclusion of TS in the set of appropriate 
interventions. 
 
Before turning to criticisms of TS, it is worth noting that TS groups (e.g., AA, GA, OA) are 
distinct from both professionally led treatment programs (inpatient or outpatient) that 
use TS as their foundation and the therapeutic technique grounded in the TS principles 
known as TSF [20].  
 
Critiques of TS. Several features of TS programs make them a poor fit for some people 
who are seeking recovery. To begin with, some who eschew TS programs might find 
the emphasis on spirituality off-putting. AA maintains that the “Power greater than 
ourselves” can be construed as a non-theistic power, such as the power of the 
community [11], but this rings hollow for some recovery seekers. Additionally, TS 
programs promote the goal of abstinence, but moderation is a better goal for some 
people. Some people find that the emphasis on powerlessness erodes their confidence, 
and others dislike the group format inherent in TS. And some are bothered by the 
inconsistent, somewhat sloppy reasoning that runs through the TS philosophy. For 
example, AA’s position that alcoholism is an illness or malady (akin to an allergy) [7] 
seems out of step with its view that it’s a spiritual problem; and the claim that 
alcoholism is not a moral failing seems at odds with phrases like make “a searching and 
fearless moral inventory of ourselves” [21] and “remove all defects of character” [22] 
found in Step 4 and Step 6. 
 
Perhaps the most damning criticism of AA and other TS programs concerns the 
variability in adherence to core tenets from group to group. Since it is nonprofessional by 
design, quality control measures are minimal, and there is no way to ensure that every 
group adheres consistently to all of its principles. Thus, some criticisms of TS refer to 
beliefs and attitudes that can be found in some individual TS groups or members but that 
are inconsistent with the official position of AA. These include that it is a religious 
(specifically Christian) organization; that it shames addicts as being morally flawed [23]; 
that members are not allowed to use medications to support sobriety [24]; and that AA 
claims that it is the only way someone can get sober. Of course, variability of beliefs and 
attitudes among members of any organization is not uncommon and can lead to 
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assumptions and misunderstandings about other members or the organization as a 
whole. 
 
A related point is that some critiques of TS do not maintain a clear distinction between 
TS groups and rehabilitation programs and facilities that use TS groups, principles, or TSF 
[3, 25]. These criticisms take aim at the enormous expense of many inpatient 
rehabilitation units and the marketing used to encourage their use. They note that while 
hospitalization might provide a pleasant respite for those beginning recovery, the 
stressors of real life are waiting on the other side of discharge, which might account for 
these programs’ low rates of success despite the huge investment of money and time 
involved. It’s important to note that these are sound critiques of the rehabilitation 
industry, but not of TS programs as such. Moreover, some TS critics acknowledge that TS 
programs do help many people achieve recovery, but they are distressed about the lack 
of knowledge of and support for other addiction treatment modalities [3, 25]. Creating 
awareness of all the interventions that can help facilitate recovery is important, although 
the antagonistic tone of the addiction debate in popular media can, unfortunately, 
obscure points of agreement. 
 
In sum, TS programs of recovery are a respectable modality to recommend to those 
seeking help with addiction; however, the effect is not sizeable enough for clinicians to 
insist on TS for everyone seeking treatment for addiction. 
 
Other Addiction Treatments 
Psychosocial approaches. There are many interventions available that address the 
emotional, social, and spiritual dimensions of addiction. Psychotherapeutic approaches, 
including cognitive behavioral therapy (CBT), aim at helping addicts understand why they 
have adopted addictive behavior and encourage self-reflection and self-efficacy. 
Motivational Interviewing (MI) and Motivation Enhancement Therapy (MET) aim at enhancing 
the addict’s intrinsic motivation to change. Family-based approaches, such as the 
Community Reinforcement Approach (CRA) and Community Reinforcement and Family 
Therapy (CRAFT), encourage recovery by changing the addict’s social environment. Other 
MHGs for addiction include SMART Recovery® (Self-Management and Recovery 
Training), Moderation ManagementTM, and Celebrate Recovery®. These differ from TS 
groups in their philosophy and/or goal of recovery and are a better fit for some people. 
Brief interventions use a variety of approaches, often in emergency or one-time settings. 
Inpatient and intensive outpatient (IOP) programs also use different approaches, which 
may or may not include TS groups, TS principles, or TSF [26]. 
 
It should be noted that psychotherapeutic interventions are vulnerable to one of the 
problems that plague TS programs: variability. Even among licensed therapists, there is 
variability in skill and expertise. Additionally, an important component in the success of a 
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therapeutic encounter is the “fit” or rapport between client and therapist [27-29]. Thus, 
if any intervention fails—or succeeds—it might be hard to say exactly why. 
 
Medication. Several kinds of pharmacotherapy are available to treat addiction, including 
replacement therapies, such as methadone and nicotine patches, and others that block 
the rewarding effects of alcohol and opioids, such as acamprosate and naltrexone; we 
will confine ourselves here to the latter. While the evidence suggests that these 
medications can contribute to recovery, it does not provide strong support for preferring 
one treatment over another or for preferring pharmacotherapy over behavior therapy 
[27, 30]. 
 
Combining modalities. The COMBINE study randomized 1,383 alcohol-dependent patients 
to 9 groups of pharmacologic and behavioral interventions. All received medical 
management (a type of addiction counseling, delivered by a health care professional) and 
differing combinations of naltrexone, acamprosate, placebo, and/or behavioral 
interventions. A reduction in drinking was found in all groups, although patients who 
received medical management and either naltrexone or psychosocial therapy had the 
highest percentage of abstinent days [30]. 
 
We think the COMBINE study provides good support for considering a multifaceted 
approach to therapy [31], since patients receiving all combinations of psychosocial and 
pharmacological therapies showed improvement. It also opens the door to considering 
new lines of research. Notably, patients in the “medical management plus placebo” arm 
did as well as patients in the “active” treatment arms. Why? Common factors might be at 
least part of the answer. Briefly, common factor theory holds that all therapies share 
common factors, such as the client-therapist relationship, and that these common 
factors account for as much or more of the therapeutic effect as the specific technique 
used in therapy [28, 29]. 
 
Framing the Issue 
Relapse rates within six months of addiction treatment are estimated to be at least 40-
60 percent in the general population [32], and no treatment has been shown to be far 
superior to another for a particular person [33-36]. These findings may lead some to 
question whether any treatment for addiction can be recommended. However, if we 
compare relapse rates for drug addiction to those for chronic medical illnesses, the 
results are not so gloomy. Figure 1, reproduced from a National Institute of Drug Abuse 
(NIDA) report [36], compares addiction relapse rates to relapse rates among patients 
with diabetes, asthma, and hypertension. 
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Figure 1. Comparison of relapse rates between drug addiction and other chronic illnesses [36]. 
 
Although whether to consider addiction a disease (as NIDA does) is beyond the scope of 
this paper, we do suggest that the addiction treatment paradigm of an acute disorder 
with a cure should be reframed as a chronic and relapsing condition needing continued 
care [31]. Similarly, perhaps a change in the focus of addiction research from a model 
that seems to favor named treatments in prescribed doses, whether pharmacological or 
psychosocial, to a model that looks at therapist and treatment delivery factors is needed 
[37, 38]. Moreover, we suggest that anticipating relapse and considering relapses an 
opportunity to think about different interventions might lead to decreased stigma and 
overall better outcomes. 
 
Navigating an Evidence-Poor Zone 
As we can see, then, research on the efficacy of approaches to addiction recovery is not 
conclusive; we are in an evidence-poor zone. Although we may wish for randomized 
controlled trials that conclusively demonstrate the effectiveness of each modality for 
each type of addiction, such studies are few. The many variables among addicts, 
treatment modalities, and practitioners make reliable generalizations difficult. Different 
treatment goals—abstinence versus harm reduction—and differing attitudes toward 
relapse further complicate whether to conclude that an intervention “works.” There is 
also the general difficulty of using quantitative methods with qualitative phenomena. 
Moreover, addiction does not appear to be a natural kind—that is, addictions don’t 
appear to share a common set of physiological or psychological mechanisms [39]. What 
they do seem to have in common is the lived human experience of compulsion. This is 
not to say that research is useless; studies of different interventions still yield useful 
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information. But we do not expect precise and certain answers to emerge from research, 
at least not any time soon. 
 
How, then, can a physician proceed ethically in an evidence-poor zone? In part, by 
recognizing both the importance and the limits of evidence-based medicine. Current data 
suggest that TS programs are quite appropriate to suggest for many who are struggling 
with addiction, although other available approaches should be suggested as well. Don’t 
insist on anything in particular, but do insist on something, and it should be something to 
which the patient can commit. People who are not comfortable with TS are less likely to 
stick with it. Encourage other modalities and be vigilant for opportunities to enhance 
self-efficacy and internal motivation. In making recommendations, consider the person’s 
goal for recovery (abstinence or moderation) and the financial and social costs of the 
modality relative to the likelihood of success [40]. Facilitate plans for when (not if) 
relapse occurs. Encourage the relationships and the ancillary habits that support 
recovery. Finally, advocate for accessible resources that treat addiction as a chronic, 
relapsing condition with psychosocial, environmental, neurological, and genetic 
dimensions. 
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