THE CENTRAL IDEAS IN THE PHILOSOPHY OF THE 12 STEP PROGRAMME; THEIR RELEVANCE TO OUR CLIENT GROUP, AND THEIR POTENTIAL ADVANTAGES AND DISADVANTAGES

By WYNFORD ELLIS OWEN
INTRODUCTION:

In 1934, William (Bill) Griffith Wilson, an insignificant ex-Wall Street stockbroker who’d become an unemployable drunk and ‘who disdained religion and even panhandled for cash’ (Cheever, 2007), experienced a spiritual experience while undergoing the famous ‘barbiturate-and-belladonna cure’ called “purge and puke” at Manhattan’s Towns Hospital which ‘transformed’ his life and ‘precipitated an epiphany’ that was to change the lives of millions of ‘still suffering alcoholics’ throughout the world (The AA, 1988). Influenced by his reading of Carl Jung and William James’ Variety of Religious Experience (cited by Flores, 1988) Bill tried to make sense of what had happened to him. The resulting insight he gleaned, that it took ‘complete hopelessness and deflation at depth’ to make such a spiritual experience possible, whether sudden or gradual, proved not enough, however, to keep him safe from drinking. On a failed business trip to Akron, Ohio five sober months later, he was tempted to drink again, and it was then that the ‘second core idea’ fell into place (Flores, 1988). Bill W suddenly became convinced that by helping another alcoholic, he could save himself. After a series of desperate telephone calls he was led to Dr. Robert Smith a ‘sceptical drunk’ whose family persuaded him to give Wilson 15 minutes of his time, and the concept of sponsorship, of “one alcoholic talking to another’, was born (Flores, 1988). The two men talked for hours, with Bill W (as he’s recognised in AA) realising that the non-drinking alcoholic needed the still-drinking alcoholic just as much in order to stay sober (Doe,1955). This realisation later became the ‘primary purpose of AA’ in both the Twelfth Step of the AA programme and in the Fifth Tradition – which is “to carry the message to alcoholics who still suffer’ (AA, 1976). A month later Dr. Bob as he became affectionately known in the AA fellowship, had his last drink, and that date, June 10, 1935 is the official birth date of AA - a ‘treatment modality’ which would soon become ‘unsurpassed in the treatment of alcoholism and drug addiction’ and which generated successful programmes for eating disorders, gambling, narcotics, debt, sex addiction and people affected by others’ addictions. (Flores, 1988.) Not for nothing, therefore, was Bill Wilson described by Aldous Huxley as ‘the greatest social architect of our century’ (cited by Cheever, 2007).

In the main body of this essay I will address further interesting, central ideas in the philosophy of the 12 Step Programme, and then see how relevant these ideas are to my client group, and what are their potential advantages and disadvantages.

MAIN BODY:

I believe that there are seven further principles or philosophical reasons for AA’s phenomenal, ‘widespread and flourishing’ success (Flores, 1988):
1) A SIMPLE RELIGIOUS IDEA AND A PRACTICAL PROGRAMME OF ACTION:

Bill W realised, what Martin Heidegger (1962) and Karl Jaspers (1975) had written extensively about, that ‘suffering was one of the most potentially creative forces in nature’ (May, 1989), and began thinking how best to harness this force in order to recover from a ‘seemingly hopeless state of mind and body’ (AA, 1976, p. xiii). His later correspondence with Carl Jung regarding ‘the phenomena of conversion’, proved to be an ‘important influence in Wilson’s development of the AA treatment philosophy’ (Flores 1988), as was his contact with the Oxford Group Movement – a ‘mostly non-alcoholic fellowship of the time that emphasised universal spiritual values in daily living - following his presumptuous meeting with Ebby, a recovered drunk and an old friend of his, who triumphantly explained his new-found sobriety by announced “I’ve got religion.” (AA, 1976, p. 9.) It was Ebby, in fact, who told him of ‘a simple religious idea and a practical programme of action (the 12 Steps),’ that became the ‘foundation upon which AA operates’: 1) Self examination – alcoholics had to admit defeat, 2) Acknowledgment of faults – they also needed to take stock of themselves and confess any defects to another person in confidence, 3) Restitutions of wrongs done – they needed to make amends for harm done to others, and above all, 4) Constant work with others – they needed to practice the kind of giving that has ‘no price tag on it’, the giving of themselves to somebody’(Flores, 1988). Ebby’s parting message to Bill W was that he needed to ‘try to pray to whatever God he thought there was for a power to carry out these simple precepts’ and that if he did not believe there was a God, he should start ‘the experiment of praying to whatever God there might be’ (AA, 1957, p. 59).

2) THE DISEASE CONCEPT AND POWERLESSNESS:
Bill later shared this information with his doctor, William D. Silkworth – the ‘chief physician at a nationally prominent hospital specialising in alcoholic and drug addiction -, and his input helped Bill W lay the foundation for the ‘disease concept of alcoholism’ – that it’s a ‘manifestation of an allergy coupled with the ‘phenomenon of craving’. (Flores, 1988). But Bill went further, and realised that ‘only a spiritual experience would conquer alcoholism’ - because the illness, he concluded, ‘was beyond their [the alcoholics’] mental control, and that ‘probably no human power could have relieved it.’ The alcoholic according to Bill was therefore powerless over alcohol and had lost all control. ‘Only God,’ Bill asserted, ‘could and would’ relieve it ‘if He were sought’ (AA, 1976, p. 60). ). It’s also worth pointing out here also that the ‘Traditional Medical Model’ suggested by E. M. Jellinek (1960) and others, (where addiction is (a) seen as a medical disorder, (b) there is a biological predisposition towards addiction, and (c) the disease of addiction is progressive with a biological vulnerability expressed as loss of control) has been comprehensively discredited over the years, although some leading biologically oriented researchers (i.e. Goodwin, cited by Flores, 1988) and the American Medical Association still adhere to the Disease Concept. It’s what AA members believe, however, that impacts on their recovery, and many members use the disease concept as ‘a metaphor or analogue’ (Flores, 1988). To paraphrase George Christ and Christine Franey’s published paper entitled “Drug users’ spiritual beliefs, locus of control and the disease concept in relation to Narcotics Anonymous attendance and six-month outcomes” (Christo and Franey, 1995) members are more concerned about the ‘effectiveness of utilising the disease concept’ rather than ‘engaging in polemics’ about whether addiction fits such-and-such a definition of disease.

3) THE THREE-FOLD APPROACH AND THE GOAL OF ABSTINENCE:

“The average alcoholic is sick in body, mind, and soul and usually cannot stop drinking without help’. (AA, 1976, p xxiii.) AA asserts, therefore, that unless there is ‘adjustment of personality’ on all three levels, there will be no permanent sobriety.  (AA, 1957.)  The goal of abstinence is also paramount here, because as Silkworth says ‘The only relief we have to suggest is entire abstinence’. (AA, 1976, p. xxviii) It must be understood, however, that abstinence is not a condition for membership. As stated clearly in the Third Tradition of AA (AA, 1988, p. 79), ‘The only condition for membership is a desire to stop drinking’. Neither does AA have any objection to ‘controlled drinking’. Indeed, AA advocates ‘controlled drinking’ as a ‘way to get full knowledge of your condition’ (AA, 1976, p 31/32). 
4) ONLY AN ALCOHOLIC CAN FULLY UNDERSTAND ANOTHER ALCOHOLIC:
In his chapter ‘The Doctor’s Opinion, Dr. William D. Silkworth sums up this philosophy thus: ‘As part of his (Bill’s) rehabilitation he commenced to present his conceptions to other alcoholics, impressing on them that they must do likewise with still others. This has become the basis of a rapidly growing fellowship of these men and their families.’ (AA, 1976, p xxiii.) Carrying the message has therefore become AA’s primary purpose and is included in Step 12 and Tradition 5 as mentioned above. The practice of “giving it away in order to keep it” has, therefore, become, as many AA members maintain, ‘a contact of confidence’ where the still-suffering alcoholic’s confidence is revived, and as such is regarded as ‘a gift of the Almighty to all recovered alcoholics’. (Doe, 1955.) Evidence, as supplied in Zemore et al’s 2004 paper, ‘In 12 Step groups, helping helps the helper’ supports the view of the fellowships that the recovering alcoholic/drug addict derives benefits from carrying the message.

5) ‘ONCE AN ALCOHOLIC ALWAYS AN ALCOHOLIC.’ (AA, 1976.)

There is a deep conviction in AA that alcoholism may be arrested, but cannot be cured. ‘We are like men who have lost their legs; they never grow new ones… ..There is no such thing as making a normal drinker out of an alcoholic’ (AA, 1976, p. 31). Indeed, AA views alcoholism as a progressive illness, ‘Over any considerable time we get worse, never better’. Recent evidence, however, has discredited these beliefs, Skog and Duckert (1993) for example pointed out that alcoholism was not automatically progressive; and many studies have shown that ‘alcohol-dependent individuals alternate between periods of abusive and non-abusive drinking or even total abstinence. Illicit drug use also tends to follow a variable course’. (Doweiko, 2006, p. 31.) AA members in the main, however, question whether AA is any less credible because it is not scientific or empirically derived (Flores, 1988), and steadfastly adhere to their belief that to drink again would take them back to that ‘jumping off point’, as would the taking any other mood-altering substance. (AA, 1976). 
6) THE APPLICATION OF ‘TIME-VALUED’ GROUP THERAPY AND OTHER PERTINENT POINTS SUCH AS DENIAL:

AA describes itself as ‘A fellowship of men and women who share their experience, strength and hope with each other so that they may solve their common problem and help others to recover from alcoholism’ (AA, 1976) Several important ideas facilitate this description; alcoholism is an ‘ongoing’ crisis; AA’s never recover from the disease; they have ‘a daily remission contingent on keeping in fit spiritual condition’. (AA, 1976, p. 85); recognition and admittance to an ‘uncontrollable drinking problem demands self-disclosure and ‘uncompromising honesty’ in order to confront and reverse the denial and self-deception which AA, as the existential thinkers, regard as the ‘root of all human evil and the source of all alienation’ (Flores, 1988, p. 250) ; and identification encourages the feeling that the AA member is ‘no longer alone’ thus enabling him to ‘get down to causes and conditions’ and to ‘swallowing and digesting some big chunks of truth about himself’.  (AA, 1976, p 71.) AA is also a ‘way of life’ which AA’s live ‘one day at a time without taking a drink’ as they ‘trudge the Road of Happy Destiny’. And they do that trudging in anonymity, because ‘anonymity is the spiritual foundation of all our Traditions, ever reminding us to place principles before personalities’ (AA, 1976, p. 564).
7) SURRENDER AND ACCEPTANCE:

‘Surrender to win’ is a paradox that doesn’t make sense out there in the world. Who ever heard of an army winning a battle let alone a war by surrendering? The idea is unheard of. However, in AA it makes perfect sense. This might account for the chasm which has evolved between AA and the scientific community. “Logic often doesn’t work in AA”, yet the scientific community seem intent on trying to make it work, and insists on ‘identifying personality variables in a model that is transcendental and non-positivist by its nature’ (Flores, 1988). Maybe the scientific community could adopt another of AA’s main philosophies, acceptance. Because AA believe ‘acceptance is the answer to all our problems’ - ‘if I am disturbed, it is because I find some person, place, thing, or situation – some fact of my life – unacceptable to me, and I can find no serenity until I accept that person, place, thing, or situation as being exactly the way it is supposed to be at this moment’. (AA, 1976, p. 448.) Simple isn’t it! And that’s another trait. AA advocates simplicity. “Keep it simple stupid!” That’s their enjoinder to a community (of drunks) that tend to complicate everything and ‘turn mole-hills into mountains’.

HOW RELEVANT ARE THESE IDEAS TO MY CLIENT GROUP, AND WHAT ARE THEIR ADVANTAGES AND DISADVANTAGES?

All clients at the Welsh Council on Alcohol and Other Drugs (WCAOD) satisfy the DSM-IV criteria for alcohol/drug dependence (American Psychiatric Association, 1994, cited by NIAAA, 1995). When they presented they are in crisis, and our centre’s approach and ethos are particularly appropriate to their requirements. WCAOD believes that addiction is an illness and that the condition is no one’s fault (Jellinek, 1960), and it utilises the 12-Step facilitation (TSF) model of treatment based on the first five steps of the AA 12 Step programme where peer support is fundamental to recovery. (AA, 1976.) To date, all ten clients have ‘fully conceded to their innermost selves that they are alcoholic/drug dependent’ which is the ‘first step in recovery’ (AA, 1976, p. 30). Failure to recognise and admit to an uncontrollable drinking/drug problem/or any other dependency – which this first step constitutes - prevents access to the TSF programme of recovery, which has received the support of the Project MATCH Research Group (1997), and is a brief, structured, solution-focused, goal-oriented and manual-driven approach to be implemented during the primary stage of treatment, and which is based on behavioural, spiritual, and cognitive principles. (Perkinson, 2002.) Its two general goals are: acceptance of the need for abstinence; and surrender, or the willingness to participate actively in emotional, relationship, behavioural, social, and spiritual objectives (which is an added advantage, because its not just drink and drugs our clients need to deal with). (Waller and Rumball, 2004.)  
The 12 Step Programme is further relevant to my clients’ situation, because the programme places addiction first and the management of that addiction as a priority. (Velleman, 2001.) It is also achievable within a 12 week framework. TSF is also evidence based and its effectiveness has been shown empirically (Bourne & Fox, 1973; Christo, 2003), which is an added requirement these days, by government and funding agencies (Gossop, 2006), and one of its other advantages; as is the evidence that it increases self-efficacy and active coping efforts (Finney et al, 1998). Finally, the TSF approach is ‘complementary and reinforcing’ of other forms of treatment models where a ‘combination of influences’ in the treatment field is encouraged (Waller and Rumball, 2004).

One potential disadvantage – along with the wrongly-held perception that AA is dogmatic, over rigid and intimidating for newcomers - is that it is religious in nature. Client J, for example, had huge misgivings about engaging in the local AA and NA fellowships as a result. Here we enter an area of great ongoing controversy. ‘God’ is defined as a Higher Power in AA, and it has caused untold problems for prospective AA members who tend to confuse the spiritual programme of recovery with religion. As one old timer used to tell me, “Religion is for people who don’t want to go to Hell; the spiritual programme of AA is for people who’ve been there.” (Owen 2004.) Religious doctrine must be kept out of the programme, therefore, because religion ‘can make people feel excluded’ (Perkinson, 2002.) The key to understanding this particularly important philosophy of AA is willingness. And it’s important, incidentally, because God is the only Power that will ‘relieve the alcoholic of the bondage of self’. ‘We trust infinite God rather than our finite selves’ (AA, 1976). But how do we access this willingness? Initially, members who are ambivalent or have negative feelings about God can ‘trust and turn things over to the group. As they use the power and support of the group – which has more collective wisdom than they do – they are learning about how to ‘turn things over to their Higher Power’ (Perkinson, 2002.) Other members can use more abstract concepts such as love, truth and nature, even. In this respect, AA has bent over backwards to accommodate every religious orientation; and even agnosticism and atheistic beliefs are no excuse for not accessing the programme. However, the word God in the Steps has, admittedly, proven to be a barrier to many alcoholics from accessing the recovery programme that they so desperately need. In Client J’s case, he acquiesced eventually through his experiences in group, and now has utilised the AA group itself as his Higher Power.

CONCLUSION:

In the space available, I trust that I have addressed satisfactorily the issues raised in the essay title. One issue, however, has perplexed me somewhat, and, to date, I’ve failed to adequately answer my own question. Why does AA, as I’ve witnessed too often, seem to attract such vitriolic and misinformed criticism? AA has proffered its own opinion why this is ‘There is a principle which is a bar against all information, which is proof against all arguments and which cannot fail to keep a man in everlasting ignorance – that principle is contempt prior to investigation’ (Herbert Spencer, quoted in AA, 1976, p 570.) My attempt at answering my own question is to offer a resolution only to the perceived impasse, which can only be achieved if ‘many men, not just a few, are willing and able to confront frankly, and tackle courageously, their ethical, personal, and social conflicts. This means having the courage and integrity to forego waging battles on false fronts’. (Szasz, 1973.) 

***************
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