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Key 
Points

DOES AA/TSF STILL HAVE 
RELEVANCE?

WHAT IS “COCHRANE 
SYSTEM”?

COCHRANE REVIEW 
AA/TSF PROCEDURES AND

RESULTS

HOW DOES AA/TSF 
CONFER BENEFITS? 

Clinical and 
Public Health 
Significance 
of AA 
Research

• Alcohol – global problem; 
especially in middle-high income 
countries

• 3.3M deaths annually (10x > 
than all illicit drugs combined)

• The top risk factor for 
premature mortality among 
men of working age worldwide

• Major contributor to DALYs 
(particularly developed world)

• AA is a freely available, 
ubiquitous, indigenous, 
flexible, recovery support 
service operating in 65,000 
groups each week, with 
approximately 1.5M members 
in the U.S.; a de facto part of 
system of care for AUD

Potential Advantages of 
Community Mutual-help

Cost-effective -free; attend as intensively, as long as desired

Focused on addiction recovery over the long haul

Widely available, easily accessible, flexible

Access to fellowship/broad support network

Entry threshold (no paperwork, insurance); anonymous (stigma)

Adaptive community-based system that is responsive to 
undulating relapse risk 



Name
Year of 
Origin Number of groups in U.S. Location of groups in U.S. Evidence base* 

(0-3)

Alcoholics Anonymous 
(AA) 1935

52,651 all 50 States 1, 2, 3

Narcotics Anonymous 
(NA) 1940s

Approx. 15,000 all 50 States 1, 2

Cocaine Anonymous 
(CA) 1982

Approx. 2000 groups most States; 6 online meetings at 
www.ca-online.org 0

Methadone Anonymous 
(MA) 1990s Approx. 100 groups 25 States; online meetings at 

http://methadone-anonymous.org/chat.html 1, 2

Marijuana Anonymous 
(MA) 1989 Approx. 200 groups 24 States; online meetings at 

www.ma-online.org 0

Rational Recovery (RR) 1988
No group meetings or mutual 

helping; emphasis is on 
individual control and 

responsibility

----------------------------------------------------- 1, 2

Self-Management and 
Recovery Training  

(S.M.A.R.T. Recovery) 
1994 Approx. 250 groups 

40 States; 19 online meetings at 
www.smartrecovery.org/meetings/olschedule

.htm
1, 2, 3

Secular Organization for 
Sobriety, a.k.a. Save 

Ourselves (SOS)
1986 Approx. 480 groups all 50 States; Online chat at 

www.sossobriety.org/sos/chat.htm 1

Women for Sobriety 
(WFS) 1976 150-300 groups Online meetings at

http://groups.msn.com/ WomenforSobriety 1

Moderation Management 
(MM) 1994

Approx.40 face-to-face 
meetings

19 States; Most meetings are online at 
www.angelfire.com/trek/mmchat/; 1

Recovery Focused Mutual-help Groups are Ubiquitous

Source: Kelly & Yeterian, 2013

*0= None 1=Descriptive studies only 2 = Observational (correlational, longitudinal) 3= Experimental (random assignment, controlled).  

Addiction 
Onset

Help 
Seeking

Full Sustained 
Remission (1 

year abstinent)

Relapse Risk 
drops below 

15%

4-5 years 8 years 5 years

Self-
initiated 

cessation 
attempts

4-5 
Treatment 
episodes/

mutual-
help

Continuing 
care/

mutual-
help

The clinical course of addiction and achievement of stable 
recovery can take a long time …

60-75% of 
individuals 
with SUD 

will 
achieve full 
sustained 
remission

Recovery 
Priming

Recovery 
Monitoring

Recovery 
Mentoring

Opportunity 
for earlier 
detection 
through 

screening in 
non-specialty 
settings like 

primary 
care/ED

AA/TSF Relevance: 
Confusion and skepticism regarding the 

science on AA/12-step interventions…

Public and public health confusion about efficacy of 
AA/TSF

Negative media portrayals of AA’s effectiveness

Not new: “When my head doctor, Silkworth, began 
to tell me of the idea of helping drunks by 
spirituality, I thought it was crackpot stuff, but I’ve 
changed my mind. One day this bunch of ex-drunks 
of yours is going to fill Madison Square Garden”

-AA, 1947
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TSF DELIVERY MODES

Stand alone 
Independent therapy

Integrated into an existing 
therapy

Component of a treatment 
package (e.g., an 
additional group)

As Modular appendage 
linkage component

T
S
F

O
T
H

In past 25 years, AA research has 
gone from contemporaneous 
correlational research to rigorous 
RCTs, quasi-experiments, cost utility, 
and MOBC research …

Source: Kelly, Hoeppner, Stout, Pagano (2012) , Determining the relative importance of the mechanisms of behavior change within 
Alcoholics Anonymous: A multiple mediator analysis. Addiction 107(2):289-99

(9-mo) Self-efficacy
Negative Affect

Baseline (BL) Covariates
Age
Race
Sex
Marital Status
Employment Status

Prior Alcohol Treatment
MATCH Treatment group
MATCH study site

Alcohol Outcomes (PDA/DDD)

(15-mo) Alcohol Outcomes
(PDA or DDD)(3-mo) AA attendance

(BL) Self-efficacy
Negative Affect

(9-mo) Self-efficacy
Positive Social

(BL) Self-efficacy
Positive Social

(9-mo) Religious/Spiritual
Practices

(BL) Religious/Spiritual
Practices

(9-mo) Depression(BL) Depression

(9-mo) Social Network
“pro-abstinence”

(BL) Social Network
“pro-abstinence”

(9-mo) Social Network
pro-drinking”

(BL) Social Network
“pro-drinking”

…and lagged moderated multiple mediation 
studies to elucidate its impact and MOBCs

The Cochrane Library (named after Archie 
Cochrane) is a collection of databases in 
medicine and other healthcare specialties 
provided by Cochrane and other organizations. 

At its core is the collection of Cochrane 
Reviews, a database of systematic reviews and 
meta-analyses which summarize and interpret 
the results of medical research. 

The Cochrane Library aims to make the results 
of well-conducted controlled trials readily 
available and is a key resource in evidence-
based medicine.

One must apply first, have the topic and title 
approved, and then submit a protocol which is 
peer reviewed…

What is the Cochrane System? 
Cochrane Reviews Contain very 

specific procedures and format…

Abstract and Plain Language Abstract

Background and Rationale

Comprehensive, systematic, searches

Methods
– Inclusion Criteria
– Specified relevant Outcomes 
– Summary of Findings Tables
– Meta-analyses (use their own software for greater transparency)
– Gradings of the quality of the evidence (GRADE system: directness, consistency, imprecision, 

publication bias)
– Ratings of actual or potential biases (8 types)
– Separate gradings of quality for economic studies (EVERS checklist)
– Very rigorous methods editorial review
– External Peer review

Discussion (includes formal subheadings including Implications for Practice and Research etc)



Cochrane Systematic 
Review on AA/TSF 

(2020)

• Kelly, JF

• Humphreys, K

• Ferri, M

120 pages!

Selection Criteria

We included randomized controlled trials (RCTs), quasi-RCTs, 
and non-randomized studies that compared AA/TSF with other 
interventions such as motivational enhancement therapy (MET) 
or cognitive-behavioral therapy (CBT), TSF treatment variants, or 
no treatment. 

Health care cost-offset (economic) studies were also included. 

Participants were non-coerced male and female adults with AUD.
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CONSORT 
OF 

SEARCH
Search 
Methods

Cochrane Drugs and Alcohol Group 
Specialized Register (via CRSLive), 
Cochrane Central Register of Controlled 
Trials (CENTRAL), PubMed, Embase, 
CINAHL and PsycINFO from inception to 
August 2019. 

Also searched for ongoing and 
unpublished studies via ClinicalTrials.gov 
(www.clinicaltrials.gov) and WHO 
International Clinical Trials Registry 
Platform (ICTRP) 
(apps.who.int/trialsearch/). 

All searches included non-English 
language literature. We hand 
searched references of topic-related 
systematic reviews and included 
studies.



Reported 
Outcomes

(any 
outcome 

was eligible 
for 

inclusion; 
e.g., quality 
of life/funx

etc)

Abstinence
• Proportion of Patients Completely Abstinent: 

16 studies (n participants = 8,153)
• Percent Days Abstinent (PDA): 16 studies (n 

participants = 4,244)
• Longest Period of Abstinence: 2 studies (n 

participants = 148)

Drinking Intensity
• Drinks per drinking day (DDD): 8 studies (n 

participants = 2,650). 
• Percent Days Heavy Drinking (PDHD): 3 

studies (n participants = 648).

Alcohol-Related Consequences
• 8 studies (n participants = 3,281)

Alcohol Addiction Severity
• 7 studies (n participants = 1,616)

Economic Analyses
• 4 studies (n participants = 2,657)

Included Studies (n 
participants)

A total of 27 primary studies 
containing N=10,565 participants 
were included (21 RCTs/quasi-RCTs, 5 
non-randomized, and 1 purely 
economic study) that reported follow-
up results across 36 reports.

Results
Outcomes

Abstinence
• Proportion of Patients Completely Abstinent: 

16 studies (n participants = 8,153)
• Percent Days Abstinent (PDA): 16 studies (n 

participants = 4,244)
• Longest Period of Abstinence: 2 studies (n 

participants = 148)

Drinking Intensity
• Drinks per drinking day (DDD): 8 studies (n 

participants = 2,650). 
• Percent Days Heavy Drinking (PDHD): 3 

studies (n participants = 648).

Alcohol-Related Consequences
• 8 studies (n participants = 3,281)

Alcohol Addiction Severity
• 7 studies (n participants = 1,616)

Economic Analyses
• 4 studies (n participants = 2,657)



Economic Studies
Healthcare Cost Savings

3/4 included studies in this category (n reports = 4/5; found 
sig. health care cost saving in favor of the AA/TSF condition. 

Economic analyses found benefits in favor of AA/TSF 
relative to outpatient treatment, and CBT interventions. 

Magnitude quite large. In addition to sig. increased 
abstinence, compared to CBT interventions delivered in 
residential VA, AA/TSF reduces mental health and 
substance use related healthcare costs over the next two 
years by over $10,000 per patient (converted to 2018 U.S. 
dollars). 

More than 1M people treated for AUD in U.S. annually -
reducing their health care costs by this amount would 
produce an large aggregate economic saving (e.g., >$10 
billion in the U.S. alone) as well as improving clinical 
outcomes.

$10-15 Billion in health 
care cost savings



In Studies the conducted and 
reported mediational 

analyses…AA/TSF Causal chain 
supported…

TSF AA BETTER 
OUTCOME

What about support for causal 
chain of purported mobc of AA on 

outcomes?

TSF AA BETTER 
OUTCOME

MOBC?

Curative factors of group 
therapy… and of MHOs?
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Universality Altruism Instillation of 
hope

Imparting 
information

Recapitulation 
of the primary 

family 
experience

Development of 
socializing 
techniques

Imitative 
behavior Cohesiveness

Existential 
factors Catharsis Interpersonal 

learning
Self-

understanding

Source: Yalom, 1995

12-step Specific theoretical 
mechanisms: Program and 

Fellowship

Recovery achieved via a 
“spiritual awakening” achieved 
through working through the 12-
step program

Although sometimes manifesting 
as a quantum change (e.g., Bill 
W.) it is described broadly as 
most often of the “educational 
variety” (Appendix II AA, 2001) 
emerging gradually leading to 
“psychic change” that alters view 
of self, others, and world



How does AA enhance outcomes? Possible 
mechanisms Review found n=13 full mediational 

studies on MOBC and n=6 partial tests

Up until 2009, AA/TSF MOBC fell into three main 
categories, with most research conducted 
on/supporting (in descending order): 

Common factors (e.g., self-efficacy, motivation for 
abstinence; coping skills; social network changes)
Specific AA practices (AA behaviors/activities, AA 
beliefs/cognitions)
AA specific processes (e.g., spirituality)

BUT, since then, more studies conducted supporting 
AA’s own principal MOBC –spirituality…



AA shown to increase 
psychological well-being and 
reduce craving associated with 
experiencing AA’s 12 
Promises, and confer benefit 
(i.e., increased PDA) by 
significantly reducing craving



Based on prior mediators of 
AA on outcomes, several 
fully temporally lagged 
multiple mediator and 
moderated multiple 
mediator analyses have 
been conducted…

(9-mo) Self-efficacy
Negative Affect

Baseline (BL) Covariates
Age
Race
Sex
Marital Status
Employment Status

Prior Alcohol Treatment
MATCH Treatment group
MATCH study site

Alcohol Outcomes (PDA/DDD)

(15-mo) Alcohol Outcomes
(PDA or DDD)(3-mo) AA attendance

(BL) Self-efficacy
Negative Affect

(9-mo) Self-efficacy
Positive Social

(BL) Self-efficacy
Positive Social

(9-mo) Religious/Spiritual
Practices

(BL) Religious/Spiritual
Practices

(9-mo) Depression(BL) Depression

(9-mo) Social Network
“pro-abstinence”

(BL) Social Network
“pro-abstinence”

(9-mo) Social Network
pro-drinking”

(BL) Social Network
“pro-drinking”

Source: Kelly, Hoeppner, Stout, Pagano (2012) , Determining the relative importance of the mechanisms of behavior change 
within Alcoholics Anonymous: A multiple mediator analysis. Addiction 107(2):289-99
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Self-efficacy 
(NA)
5%

Depression
3%

Spirit/Relig
23%

Self-efficacy 
(Soc)
34%

SocNet: pro-
abst.
16%

SocNet: pro-drk.
24%

Aftercare (PDA)

Self-efficacy 
(NA)
1%

Depression
2% Spirit/Relig

6%

Self-efficacy 
(Soc)
27%

SocNet: pro-
abst.
31%

SocNet: pro-drk.
33%

Outpatient (PDA)

Self-efficacy 
(NA)
20%

Depression
11%

Spirit/Relig
21%

Self-efficacy 
(Soc)
21%

SocNet: 
pro-abst.

11%

SocNet: pro-drk.
16%

Aftercare (DDD)

Self-efficacy 
(NA)
1%

Depression
5%

Spirit/Relig
9%

Self-efficacy 
(Soc)
39%

SocNet: pro-
abst.
17%

SocNet: pro-drk.
29%

Outpatient (DDD)

Do more and less severely alcohol addicted individuals benefit from AA in the 
same or different ways? 

effect of AA on 
alcohol use for 
AC was 
explained by 
social factors 
but also by S/R 
and through 
boosting NA 
ASE (DDD 
only)

Self-efficacy 
(NA)

%

Depressio

cNet: pro-drk.SocNet
16%

Spirit/Reli
21%

Self-efficacy 
(Soc)
21%

D

SocNet:
pro-abst.

11%

16%
20%

Majority of 
effect of AA on 
alcohol use for 
OP was 
explained by 
social factors

S N t

SocNet: pro-drk.
29%

Source: Kelly, Hoeppner, Stout, Pagano (2012) , Determining the relative importance of the mechanisms of behavior change within Alcoholics Anonymous: 
A multiple mediator analysis. Addiction 107(2):289-99

Do men and women benefit from AA in the same ways? 

42Source: Kelly and Hoeppner (2013) , Does Alcoholics Anonymous work differently for men and women? A moderated multiple-mediation analysis in a large clinical sample. 
Drug and Alcohol Dependence

NA  ASE was a 
MOBC for 

women but not 
men - suggests 
that boosts in 
NA ASE were 

available in AA 
but men didn’t 
find this aspect 

relevant.
For men, AA 
was a way to 

help them find 
new sober 

friends and 
boost their social 
ASE much more 

than women

Moderated-Mechanisms: AA effects 
Moderated by Severity, Gender, Age…

CONCLUSIONS

– 6 mediators = about 50% of direct effect of AA on drinking (other 50%?)

– Proportion of direct effect explained even lower among young adults; more 
research needed on how young people benefit

– Of note, this MOBC research finds that the same entity/intervention (i.e., AA) 
produces benefits that differ in nature and magnitude between more 
severely alcohol involved/impaired and less severely alcohol 
involved/impaired; men and women; and, young adults and adults 30+

– Differences may reflect differing needs based on recovery challenges related 
to differing symptom profiles, degree of subjective suffering and 
perceived severity/threat, life-stage based recovery contexts, and gender-
based social roles & drinking contexts 

Similar to psychotherapy literature 
rather than thinking about how AA 
or similar interventions “work”, 
better to think how individuals use 
or make these interventions work 
for them – to meet most salient 
needs at any given phase of 
recovery



Negative Affect 
Abstinence self-

efficacy

Social network
Spirituality

Social 
Abstinence self-

efficacy

Recovery 
motivation

Impulsivity Craving

Coping skills

Empirically-supported MOBCs through which AA confers benefit

“Living Sober” vs. “Big Book” 

MOBC research results suggest the way AA works has a closer 
fit with the pragmatic social, cognitive, and behavioral 
experiences of how its members stay sober documented in its 
later publications (Living Sober, 1975) than with the Big Book 
(1935; 2001), which was written in 1935 and based on 
relatively little accumulation of sober experience (i.e., less 
than one hundred members, most with short lengths of 
sobriety)

What can we do clinically to enhance MHO 
participation and thereby enhance clinical 

outcomes?

Key points
– Broach the topic of MHO participation
– Discuss what to expect (if patient never been) 
– Actively prescribe participation
– Link with active members whenever possible
– Monitor attendance and reaction

TSF Delivery Modes

Stand alone 
Independent therapy

Integrated into an existing 
therapy

Component of a treatment 
package (e.g., an 
additional group)

As Modular add-on 
linkage component

T
S
F

O
T
H



Strategies for Facilitating Outpatient 
Attendance of AA (Wallitzer et al, 2008)

Approaches to assist in involvement in AA

169 adult alcoholic outpatients randomly assigned to one 
of three treatment conditions

All clients received treatment that included:
– 12 sessions
– Focus on problem-solving, drink refusal, relaxation
– Recommendation to attend AA meetings

www.mghcme.org

Strategies for Facilitating Outpatient 
Attendance of AA

Treatment varied between 3 conditions in terms of how the therapist discussed AA and 
how much information about AA was shared 

– Condition 1: Directive approach 
- “I’d like you to attend 3 meetings this week and keep a diary of your experience….” 

– Condition 2: motivational enhancement approach (more client centered)
- “How do you think groups like AA might help you in your change 
attempts/recovery?”

– Condition 3: CBT treatment as usual, no special emphasis on AA
- Throughout treatment, therapist briefly inquires about AA and encourages client to 
attend AA

Walitzer, Dermen & Barrick, 2009

Strategies for Facilitating AA Attendance during Outpatient Treatment Strategies for Facilitating AA Attendance during Outpatient Treatment



AA/TSF Findings Summary

For alcohol-related 
outcomes other than 
complete abstinence, AA 
and professionally-
delivered TSF 
interventions are at least 
as effective as other well-
established treatments. 

For abstinence outcomes, 
AA and TSF interventions 
are as effective or better 
than other well-
established treatments.

Implementing AA and TSF 
also appear to produce 
substantial health care 
cost savings. 

Mediational analyses 
demonstrate clinically 
delivered TSF produces 
benefits through fostering AA 
participation during/following 
end of formal treatment. 
MOBC research- AA mobilizes 
therapeutic mechanisms 
mobilized by formal treatment 
but does so over long-term, 
for free, in communities in 
which people live 

In short: AA may be the 
closest thing public health has 

to “a free lunch”. 

But, not everyone wants
to use AA to recover despite its
effectiveness/cost-benefits



Do Fitness Centers Keep 
people fit?

Of course!

If you go and if you work out regularly

Perennial challenge is engaging and 
retaining people in some kind of 
ongoing exercise regimen…

Fitness Centers therefore provide not 
just one, but an array, of different 
classes, spaces, equipment, pools, and 
courts, so that people can find 
something appealing

Do Mutual-Help Organizations Keep people fit for 
recovery?

Of course!

If you go regularly and if you work the recovery 
program and build it in to your lifestyle (like 
exercise)

The perennial challenge is engaging and retaining 
people in some kind of ongoing recovery support 
service …

Recovery support services however, have been 
largely limited to one variety (e.g.,12-step) severely 
limiting options to engage and retain people in an 
ongoing recovery support service that can help 
mitigate relapse risk and sustain remission. 

This is tantamount to a fitness center having ONLY 
a weight room, or ONLY a pool etc…

Different Mutual-Help 
Organizations

SMART RECOVERY RCT

• One study found no difference between SR 
meetings only and SR meetings + an online SR 
intervention[23]

PEER ALTERNATIVES COMPARATIVE 
EFFICACY STUDY

• Adults with AUD who were members of WFS, 
LifeRing, SMART, or 12-step[24] 

• Overall, primary group affiliation and 
involvement did not predict substance use 
outcomes over the 1-year period

• SMART Recovery and LifeRing members 
were less likely than 12-step members to 
be abstinent at 1-year follow-up; however, 
these effects were negated when 
controlling for baseline abstinence goal

12-Step Alternatives
Main Findings

Alternatives to 12-step may 
be as helpful as 12-step 
involvement at helping 
people manage SUD for 
those self-selecting into 

them. 
But more research is needed 

on 12-step alternatives, 
including efficacy research 

on clinical facilitations
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