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A Health Care Professional Looks at A.A.
When you once touch the life of an alcoholic and help him or her to recover, when you observe this incredible change from a
suffering, helpless, sick . . person to one who is alive, vital, functioning, and happy, you will be part of a rich, rewarding and
profound experience.

"A.A. as a Resource to the Health Care Professional"
Health professionals have many misconceptions about Alcohol
ics Anonymous, even those who are enthusiastic about it and
send patients to meetings. I know these misconceptions well;
I had most of them myself at one time or another, and I deal
with them on a daily basis. It is important that these misconcep
tions be discussed, as they often cause difficulties.
First, A.A. is not treatment. It is not a "medical or surgical
application or service." A number of avoidable problems may
arise when A.A. is thought of as treatment. The question of
whether A.A. is effective is one example. If it is considered
a treatment, in the medical sense, then its effectiveness should
be tested against other treatments in a proper manner with
andom assignments of patients who should be studied for
several years, by personal interviews, urine testing and family
reports. This is not possible in principle because A.A. is a
voluntary program whose members are anonymous. Medical
treatment and A.A. are entirely different, and the question of
whether A.A. is effective is meaningless in a scientific context.
An A.A. member reading this might become quite indignant:
"Of course A.A. is effective, I am the proof and the thousands
of others who flock to meetings throughout the world, we are
the test." This points to the need to separate the A.A. group,
where individuals and their stories are what is important, from
the field of science, where statistics and replication are required.
One is not better than the other, they are not comparable.
Treatment programs run by professionals using A.A. principles
or incorporating A.A. meetings into their format, however,
can and should be tested against other treatments in a standard
scientific manner. It must be understood that the results of
these scientific enquiries when they are made have nothing
whatsoever to do with the effectiveness of Alcoholics Anony
mous.
Another example of problems arising from health profession
als looking on A.A. as treatment in the medical sense is the
impatience I often hear expressed with what is described as
"the policy of A.A. against accepting addicts." This involves
misconceptions on many levels. First, the evidence is, I think,
overwhelming that drugs of abuse, including alcohol, act on
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specific dopaminergic reward pathways in the brain-some
drugs directly, some, like alcohol, indirectly. In reaching this
pathway, the routes taken by addictive substances overlap and
interact. This raises exciting possibilities for pharmacological
treatments. It also suggests, from a neurophysiological point,
that addiction is addiction and the drug of choice is largely
irrelevant.
A neurophysiological point of view is restrictive, however.
Different side effects are experienced with sedative drugs, like
alcohol, than with stimulant drugs, like cocaine. Withdrawal
is different for different drugs. Also, the social contexts in
which drugs are used and the stimuli which give rise to cravings
often are very different with, for example, heroin, cocaine and
alcohol. The personal and interpersonal deterioration, the fear,
shame, loss of control, manipulation of others and relentless
narcissism of an addict's course are the same no matter what
drug or drugs are involved. As a physician specializing in
addiction medicine, I think it makes sense to address the aspects
common to all addictions together while sorting out what kind
of treatment or focus may be appropriate for a particular
individual. A.A. doesn't work that way, though. The only
requirement for A.A. membership is a desire to stop drinking.
There is no context in which A.A. should do anything other
than be there for those who meet the only requirement. It really
does not matter whether drugs act on a final common pathway
any more than it matters whether the A.A. member has health
insurance. A.A. is not a part of a provider network depending
on our referrals for its survival. It doesn't operate in the mode
health care professionals are accustomed to and it cannot
respond to our demands. We need to use it wisely and to do
so we need to know something about the organization. Unlike
the hierarchies we are familiar with, A.A. is not built on a
pyramidal system with decision-making power at the top. It
consists of thousands of autonomous groups with a small central
service organization, service not control. The officers of each
group rotate usually every six months. The core concepts are
outlined in the A.A. Preamble and in A.A. 's Twelve Steps
and Twelve Traditions. There are standard formats for A.A.
meetings, but groups differ widely in the composition of mem
bers and in the group's ambience. There are also differences
in the ways groups address issues concerning drugs. Although
34 percent of A.A. members have beep addicted to other drugs
in addition to alcohol, these numbers are not distributed equally
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