Cochrane for Clinicians

Putting Evidence into Practice

Alcoholics Anonymous and Other 12-Step
Facilitation Programs for Alcohol Use Disorder

Elizabeth Salisbury-Afshar, MD, MPH
University of Wisconsin School of Medicine
and Public Health, Madison, Wisconsin

Glenn Kauppila, DO, Mayo Clinic Health System
Eau Claire Hospital, Eau Claire, Wisconsin

Author disclosure: No relevant financial affiliations.

Clinical Question

Are Alcoholics Anonymous (AA) and similar 12-step facili-
tation programs as effective as other established treatments
for helping people with alcohol problems achieve abstinence
and/or reduce drinking intensity, alcohol-related conse-
quences, and alcohol addiction severity?

Evidence-Based Answer

Manualized (standardized and replicable) AA and simi-
lar 12-step facilitation programs produce higher rates of
continuous abstinence than other established treatments.
(Strength of Recommendation [SOR]: A, based on consis-
tent, good-quality patient-oriented evidence.) Nonmanual-
ized (nonstandardized) 12-step programs perform as well as
other established treatments investigated across a variety of
alcohol-related outcomes. (SOR: B, based on inconsistent or
limited-quality patient-oriented evidence.) Overall, 12-step
programs may be superior to other treatments for increas-
ing percentage of days of abstinence (SOR: B, based on
inconsistent or limited-quality patient-oriented evidence.)
and probably perform as well as other treatments at reduc-
ing drinking intensity.! (SOR: B, based on inconsistent or
limited-quality patient-oriented evidence.)

Practice Pointers

Excessive alcohol use continues to be a major cause of pre-
ventable morbidity and mortality.” In the United States, it
is the third leading preventable cause of death. Each year,
88,000 U.S. deaths are attributable to alcohol.’ Excessive
alcohol use poses a substantial economic burden, costing
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the United States $249 billion in 2010.* AA is a free, nonpro-
fessional, peer-to-peer, community-based program focused
on helping individuals with alcohol use disorder to achieve
abstinence.® Founded in the United States in 1935, AA has
millions of members and is available in nearly every com-
munity worldwide.® Twelve-step facilitated programs use
the methodology and concepts of AA within the context
of larger clinical/addiction treatment environments. Often,
the goal of offering a 12-step program in an addiction treat-
ment program is to engage people with alcohol use disor-
der, orient them to the principles and concepts of AA, and
encourage their engagement in community-based AA pro-
gramming posttreatment.’”

The authors of this Cochrane review included 27 studies
with 10,565 participants.! The study designs included ran-
domized controlled trials (RCTs), quasi-RCTs, and non-
randomized studies that compared 12-step programs with
usual treatment or other behavioral interventions, includ-
ing motivational enhancement therapy, cognitive behavior
therapy, or 12-step program variants. Twelve-step interven-
tions were also stratified by manualized vs. nonmanualized
programs; manualization in this context refers to the degree
of standardization and replicability. None of the included
studies examined the role of pharmacotherapy for alco-
hol use disorder as part of the treatment regimen. Fifteen
studies used a manualized 12-step approach, and 11 used
a partial/nonmanualized approach. Outcomes included
abstinence, drinking intensity, alcohol-related conse-
quences, and alcohol addiction severity. The average age of
participants ranged from 34 to 51 years and the proportion
of female participants ranged from 0% to 49%. Eleven of the
27 studies had a high risk of selection bias.

Compared with the other interventions studied, man-
ualized 12-step programs improved rates of continuous
abstinence at 12 months from the start of therapy (num-
ber needed to treat = 13.6; 95% CI, 6.8 to 90.9), and this
effect remained at 24 and 36 months. Manualized 12-step
programs did not have a statistically significant difference
from other interventions for the following outcomes: per-
centage of days abstinent at 12 months, drinking intensity
at 12 months (measured by drinks per drinking day and
percentage of days of heavy drinking), and alcohol-related
consequences at 12 months. Manualized 12-step programs
were associated with an increase in the percentage of days
abstinent at 24 months and 36 months based on very low-
certainty evidence.

For nonmanualized 12-step programs, the quality of the
evidence was lower compared with manualized programs
and studies were of shorter duration (nine months or less).
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The analysis suggested that nonmanualized 12-step pro-
grams may perform as well as other interventions with
regard to the proportion of participants maintaining com-
plete abstinence at three to nine months, drinking intensity
(drinks per drinking day), and percentage of days of heavy
drinking. They may perform slightly better than other
interventions in percentage of days abstinent.

The U.S. Preventive Services Task Force recommends
screening adults 18 years and older for unhealthy alcohol
use in primary care settings and providing brief behavioral
counseling interventions to reduce unhealthy alcohol use
(Grade B recommendation).®* When family physicians iden-
tify patients with unhealthy alcohol use, they should assess
for alcohol use disorder and, when clinically indicated, offer
pharmacotherapy and referral to behavioral support ser-
vices.”® Many licensed addiction treatment providers offer
12-step facilitation as part of their programming, although
licensed addiction treatment access is limited in many parts
of the country. AA programs can be found in most commu-
nities and are increasingly available online.®

The practice recommendations in this activity are available at
http://www.cochrane.org/CD012880.

Editor’s Note: The number needed to treat and confi-
dence interval reported in this Cochrane for Clinicians were
calculated by the authors based on raw data provided in the
original Cochrane review. Dr. Salisbury-Afshar is a contribut-
ing editor for AFP.
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Clinical Question

Is magnetic resonance imaging (MRI) accurate in the early
diagnosis of Alzheimer disease in patients with mild cogni-
tive impairment (MCI)?

Evidence-Based Answer

There is insufficient evidence to recommend structural
brain MRI to diagnose Alzheimer disease in patients with
MCI. Because of its low accuracy, it should not be used as
a stand-alone tool in identifying evidence of Alzheimer
disease in patients with MCL' (Strength of Recommen-
dation: B, based on inconsistent or limited-quality patient-
oriented evidence.)

Practice Pointers

Alzheimer disease is the most common cause of dementia,
accounting for 60% to 80% of dementia cases.”> Onset typ-
ically occurs after 65 years of age and is often preceded by
a predementia phase called MCL? MCI has progressed to
dementia when these cognitive changes significantly inter-
fere with a person’s work or usual daily activities.® Identi-
tying which patients with MCI will progress to Alzheimer
disease could be helpful in early intervention and planning
for patients and their families.

MCI is characterized by a noticeable decline in cogni-
tion or memory with preserved function in daily living.*
Although memory difficulty is the most common symp-
tom in patients with MCI, there can also be deficits in
attention, executive functioning, language, and visuo-
spatial skills. People with MCI and memory loss develop
Alzheimer disease at a rate of about 10% to 15% annually
compared with 1% to 2% per year in the general popula-
tion.” Currently there is no clinical tool to reliably identify
which patients with MCI will go on to develop Alzheimer
disease.

The authors of this Cochrane review assessed the diag-
nostic accuracy of structural brain MRI in detecting Alz-
heimer disease in patients with MCI.! They included 33
prospective cohort studies (N = 3,935) published from 1999
to 2019 from tertiary care centers in Europe (19 studies),
North America (nine studies), North America and Europe
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(three studies), Taiwan (one study),
and Australia (one study).

Patients were diagnosed with MCI
by history and neuropsychological
testing; their baseline Mini Mental
State Examination score was 22 to 29
(median = 27). Because the criteria for
diagnosing MCI have changed over

Utility of MRI for Diagnosing the Progression of Mild
Cognitive Impairment to Alzheimer Disease*

the past 20 years, the review authors
accepted studies that used varying
diagnostic criteria and included all
subtypes of MCI (e.g., amnestic single
domain, amnestic multiple domain,
nonamnestic single domain, non-
amnestic multiple domain). Patients
with MCI and a median age of 73
years (range = 63 to 87 years) under-
went MRI to detect atrophy in brain regions associated
with cognition (hippocampus, 22 studies; medial temporal
lobe, seven studies; lateral ventricles, five studies). This was
compared with the reference standard of follow-up and pro-
gression to diagnosis of Alzheimer disease using standard
clinical criteria.®

Of the almost 4,000 patients included in these 33 stud-
ies, 34% developed Alzheimer dementia during a mean
clinical follow-up ranging from one to almost eight years
(median = two years).2 Of the patients who did not advance to
Alzheimer disease, the majority (99%) remained stable with
MCI, whereas few (1%) developed other forms of dementia.

MRI of the hippocampus had the highest positive and
negative predictive values. The authors concluded that MRI
is not accurate enough to predict which patients with MCI
will progress to Alzheimer disease because it will miss about
14% to 22% of cases and falsely predict approximately 48%
to 60% of cases.

Overall, the results of this Cochrane review are limited
because the studies used different methods for diagnosing
MCI and performing brain MRI measurements, and length
of patient follow-up varied widely.

Although brain imaging with computed tomography or
MRI may be useful in detecting reversible causes of cog-
nitive decline or vascular causes of dementia,® MCI and
dementia caused by Alzheimer disease are still diagnosed
based on clinical evidence of a change in cognition with
impairments in memory, executive functioning, attention,
or language.>*’” There is not yet a reliable diagnostic tool to
predict who will or will not develop Alzheimer disease.

tive value.
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Participants Sensitivity Specificity PPV NPV
Region of MRI (studies) (%) (%) (%) (%)
Hippocampus 2,209 (22) 73 71 52 86
Medial temporal lobe 1,077 (7) 64 65 44 81
Lateral ventricles 1,077 (5) 57 64 40 78

MRI = magnetic resonance imaging; NPV = negative predictive value; PPV = positive predic-

*—Assuming Alzheimer disease prevalence of 30%.

The practice recommendations in this activity are available at
http://www.cochrane.org/CD009628.

Editor’s Note: The positive and negative predictive values
reported in this Cochrane for Clinicians summary table were
calculated by the authors based on raw data provided in the
original Cochrane review.
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