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lyzes find abstinence from 25 to 43%. Percentages that 
vary in relation to the intensity of the treatment and the 
length of the follow-up [2-6]. The abstinence rate de-
creases significantly over time.

It is well known that Self-Mutual-Help Groups (SHGs) 
are key in promoting long-term sobriety.

Anonymous Alcoholics (AA) in the United States of 
America have played an important role since 1935. In 
Europe Vladimir Hudolin has introduced alcoholics in 
treatment clubs.

In a paper of 1969 Hudolin affirmed: “During the pa-
tient’s treatment he forms part of the Club of treated 
alcoholics, which works within the framework of the 
Institute….. Simultaneously the patient work in local 
clubs, in which they will become members after their 
treatment is finished. The final purpose of such work 
is to aim that the club should become an auto-psycho-
therapeutic group in which the alcoholic will exert max-
imum activity for the benefit of his own treatment” [7].

Scientific evidence has shown the effectiveness of 
the SHGs even if it is not associated with pharmacolog-
ical and psychotherapeutic treatments. In addition, a 
lot of studies have proven the long-term efficacy of this 
tool both in relation to drug therapy and psychotherapy 
[8-19].

These positive results have also been reported in pa-
tients with psychiatric comorbidity [15].

Recently a Cochrane Systematic Review (27 studies 
containing 10.565 participants; 21 RCTs/quasi-RCTs, 
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Abstract
The main outcome of Alcohol Use Disorders (AUDs) treat-
ment is the achievement of abstention.

Pharmacological and psychosocial activities are strictly im-
bricated, however the results at one year are still unsatis-
factory.

To date, the most effective tool for maintaining abstention is 
attendance at Self-Mutual-Help Groups (SHGs).

Despite that, to date few patients attend Self-Help Groups 
(SHGs). For this reason we have decided to introduce the 
Self-Help Group Facilitator (SHGF) to our service.

After the introducing of SHGF, more patients have attended 
the SHGs. Moreover, there was an overall reduction in alco-
hol consumption.

It is suggestive to image how a social health operator in 
collaboration with SHGs can improve clinical progress, at 
lower cost.
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Introduction
The main outcome of Alcohol Use Disorders (AUDs) 

treatment is the achievement of abstention.

Follow-up of untreated or treated patients in non-ac-
credited structures found an average abstention of one 
year of 21% [1].

Pharmacological and psychosocial activities are 
strictly imbricated, however the results at one year are 
still unsatisfactory. After formal treatment, meta-ana-
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5 non-randomized, and 1 purely economic study) evi-
denced that manualized AA interventions are more ef-
fective than other established treatments such as cog-
nitive behavioral therapy, for increasing abstinence. 
Probably the AA frequency allows a better cost-benefit 
ratio [20].

Despite these results, to date few patients attend 
self-help groups. In 2018, the Italian Health Minister’s 
Report to Parliament stated that only 4.8% of patients 
attend them [21].

In real practice it is very difficult to access patients 
to groups.

The reasons are many, however the most significant 
are the following: distrust on the part of patients and 
healthcare professionals and lack of time to devote to 
describing self-help groups.

It is good to underline how a constructive relation-
ship with the family or friend of the AUD patient who 
decides to support the patient (Informal Caregiver - IC) 
is also crucial. Sometimes this contact is missing. Family 
members often no longer have resources available [22].

For this reasons, according to the initial activity of 
Hudolin [7], we favored the establishment of SHGs with-
in our Institute and we have decided to introduce the 
Self-Help Group Facilitator (SHGF) to our service. This 
figure can be carried out by a healthcare professional 
with experience in an alcoholic unit and with a proven 
knowledge of SHGs.

SHGs activity is as follows: Explore possible barriers, 
describe the different ones “empathically” associations, 
break down negative myths, inform about positive as-
pects and results, give courage and monitor frequency.

In our service the role is played by a socio-health op-
erator. This operator also moderates the groups for IC 
(ICGs) monthly.

Methods
In our Addiction Unit, the SHGF was introduced in 

June 2019. The patients were inserted from January 
2020 to June 2019. All AUD patients are affected by 
compensated Alcohol related Liver Disease (ALD) and 
have been divided into two groups. The observational 
study was conducted retrospectively. Group A: 40 pa-
tients (12 females and 28 males) immediately after the 
first medical visit met the SHGF. During the visit (aver-
age duration 45’-60’) the groups (AA and alcoholics in 
treatment clubs) are described and the advantages dis-
cussed. In addition, the SHGF meets the patient’s fam-
ily or friends and asks to participate in the ICGs. These 
groups discuss possible problems or progress and ther-
apeutic adherence.

Group A was compared with Group B made up of 40 
patients (15 females, 25 males) traditionally accepted in 
the same period of time.

Patients in group B were only given the telephone 
number or email of the associations with general infor-
mation on the activity carried out.

All patients signed informed consent and consent to 
scientifically process data anonymously. These consents 
are kept in the medical records.

AUDs were diagnosed with the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM) 5th Edition 
Criteria [23].

Monthly drinking variables were derived from the 
Timeline Follow-Back [24] that provided information 
of daily number of standard drinks. To define standard 
drinks, a conversion card was provided. The conversion 
of recorded standard drinks to grams was performed by 
a statistical programmer with the following Italian-spe-
cific factor: 12 grams. At screening patients reported 
their daily drinking over the previous month (28 consec-
utive days). At subsequent visits, they reported drinking 
since the previous visit [25].

The certainly of abstention is given by the random 
evaluation of urinary ethylglucuronide.

Greater psychiatric comorbidity is present in over-
lapping percentages (Group A: 25%, Group B: 20%).

All patients underwent psychotherapy.

Being patients with liver disease, they did not un-
dergo adversive/anticraving therapy with hepatotoxic 
or potentially hepatotoxic drugs. Only a minority part 
was subjected to acamprosate therapy (15% in the ref-
erence group and 17.5% in the control group).

Follow up was carried out until October 2020 (5-9 
months).

The potential outcomes to be calculated are many. 
At present, the following outcomes have been assessed: 
Frequency at SHGs, frequency at ICGs and abstention or 
reduction of alcohol consumption over 50%.

In consideration of the short follow-up period, the 
cases that achieved complete abstention were added 
to those with a significant reduction in consumption (> 
50%).

Statistical analysis: Fisher exact test calculator for a 2 
× 2 contingency table.

Results
The results are summarized in Table 1 and Table 2.

The number of patients who had access to the 
groups is significantly greater in group A (70% vs. 10%, 
< 0.00001) as is the number of patients who have had 
an active and collaborative IC (60% vs. 5%, < 0.00001) 
(Table 1).

In group A there was an overall reduction in alco-
hol consumption compared to group B (70% vs. 45%, < 
0.0411) (Table 2).
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diction units with undoubted clinical and socio-health 
advantages.

It is suggestive to imagine how in the alcohological/
addiction unit a socio-health operator can significantly 
improve clinical performance, moreover at lower costs.
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Cases SHG Freq ICG Freq Abs < 50% Abs + < 50% Cons Cons + < 50%
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Table 2: Self-help mutual groups frequency and/or informal caregiver groups frequency and alcohol consumption abstension or 
significant consumption unchanged reduction consumption (SHMGs: Self-help mutual groups, ICGs: Informal caregivers groups).

Cases abstension or significant 
reduction consumption

consumption unchanged 
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b-c: 0.0496

https://doi.org/10.23937/2690-263X/1710008
https://pubmed.ncbi.nlm.nih.gov/11327187/
https://pubmed.ncbi.nlm.nih.gov/11327187/
https://pubmed.ncbi.nlm.nih.gov/11327187/
https://pubmed.ncbi.nlm.nih.gov/8696243/
https://pubmed.ncbi.nlm.nih.gov/8696243/
https://pubmed.ncbi.nlm.nih.gov/8696243/
https://pubmed.ncbi.nlm.nih.gov/8696243/
https://psycnet.apa.org/record/2006-01884-002
https://psycnet.apa.org/record/2006-01884-002
https://psycnet.apa.org/record/2006-01884-002
https://psycnet.apa.org/record/2006-01884-002
https://pubmed.ncbi.nlm.nih.gov/12971904/
https://pubmed.ncbi.nlm.nih.gov/12971904/
https://pubmed.ncbi.nlm.nih.gov/12971904/


ISSN: 2690-263XDOI: 10.23937/2690-263X/1710008

Balbinot and Testino. Int Arch Subst Abuse Rehabil 2020, 2:008 • Page 4 of 4 •

and why evidence-based alcohol behavioral treatment in-
terventions work. Alcohol Clin Exp Res 29: 235-247.

19.	Kownachi RJ, Shadish WR (1999) Does Alcoholics Anony-
mous work? The results from a meta-analysis of controlled 
experiments. Subst Use Misuse 34: 1897-1916.

20.	Kelly JF, Humphreys K, Ferri M (2020) Alcoholics Anony-
mous and other 12-step programs for alcohol use disorder. 
Cochrane Database Syst Review 3: CD012880.

21.	Minister of Health. Directorate-General for Health Preven-
tion. Office 6. Report of the Minister of Health to the Parlia-
ment on the interventions carried out pursuant to the law 
30.03.2001 N. 125 “Framework law on alcohol and alcohol 
related problems” - Year 2018.

22.	Balbinot P, Leone S, Testino G, Caputo F (2020) Hospital 
readmission of patients with hepatic encephalopaty: Is the 
introduction of the formal caregiver useful in care manage-
ment? Dig Liver Dis 52: 358-359.

23.	American Psychiatric Association (2013) Diagnostic and 
statistical manual of mental disorders. (5th edn), Arlington. 
NE.

24.	Sobell LC, Sobell MB (1992) Timeline follow-back: A tech-
nique for assessing self-reported ethanol consumption. 
In: Litten RZ, Allen JP, Measuring Alcohol Consumption: 
psychosocial and biological methods. Totowa, New Jersey: 
Humana Press, 41-72.

25.	Mann K, Bladstrom A, Torup L, Gual A, van den Brink W 
(2013) Extending the treatment options in alcohol depen-
dence: A randomized controlled study of as-needed nalme-
fene. Biol Psychiatry 73: 706-713.

26.	Roerecke M, Gual A, Rehm J (2013) Reduction of alcohol 
consumption and subsequent mortality in alcohol use dis-
orders: Systematic review and meta-analyses. J Clin Psy-
chiatry 74: 1181-1189.

9.	 Emrik CD, Tonigan JS, Montgomery H, Laura L (1993) Al-
coholic Anonymous: what is currently known? In: McCrady 
BS, Miller WR, Research on Alcoholics Anonymous: Op-
portunities and alternatives. Piscataway NJ: Rutgers Cen-
ter on Alcohol Studies, 41-76.

10.	Kelly JF, Yeterian JD (2011) The role of mutual-help groups 
in extending the framework of treatment. Alcohol Res 
Health 33: 350-355.

11.	Ferri M, Amato L, Davoli M (2006) Alcoholic Anonymous 
and other 12-step programmes for alcohol dependence. 
Cochrane Database Syst Rev 19: CD005032.

12.	Moos RH, Moos BS (2006) Partecipation in treatment and 
Alcoholics Anonymous: A 16-year follow-up of initially un-
treated individuals. J Clin Psychol 62: 735-750.

13.	Timko C, Moos RH, Finney JW, Lesar MD (2000) Long-
term outcomes of alcohol use disorders: Comparing un-
treated individuals with those in Alcoholics Anonymous and 
formal treatment. J Stud Alcohol 6: 529-540.

14.	Karrier-Jaffe K, Klinger JL, Witbrodt J, Kaskutas LA (2018) 
Effects of treatment type on alcohol consumption partially 
mediated by Alcoholics Anonymous attendance. Subst Use 
Misuse 53: 596-605.

15.	Tonigan JS, Toscova R, Miller WR (1996) Meta-analysis of 
the literature on Alcoholics Anonymous: Sample and study 
characteristics moderate findings. J Stud Alcohol 57: 65-72.

16.	Forcehimes AA, Tonigan JS (2008) Self efficacy as a factor 
in abstinence from alcohol/other drug abuse: A meta-anal-
ysis. Alcohol treat Q 26: 480-489.

17.	Humphreys K, Blodgett JC, Wagner TH (2014) Estimating 
the efficacy of alcoholics anonymous without self-selection 
bias: An instrumental variables re-analysis of randomized 
clinical trials. Alcohol Clin Exp Res 38: 2688-2694.

18.	Longabaugh R, Donovan DM, Karno MP, McCrady BS, 
Morgenstern J, et al. (2005) Active ingredients: How and 

https://doi.org/10.23937/2690-263X/1710008
https://pubmed.ncbi.nlm.nih.gov/15714046/
https://pubmed.ncbi.nlm.nih.gov/15714046/
https://pubmed.ncbi.nlm.nih.gov/10540977/
https://pubmed.ncbi.nlm.nih.gov/10540977/
https://pubmed.ncbi.nlm.nih.gov/10540977/
https://pubmed.ncbi.nlm.nih.gov/32159228/
https://pubmed.ncbi.nlm.nih.gov/32159228/
https://pubmed.ncbi.nlm.nih.gov/32159228/
https://pubmed.ncbi.nlm.nih.gov/31874833/
https://pubmed.ncbi.nlm.nih.gov/31874833/
https://pubmed.ncbi.nlm.nih.gov/31874833/
https://pubmed.ncbi.nlm.nih.gov/31874833/
https://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9780890425596
https://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9780890425596
https://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9780890425596
https://psycnet.apa.org/record/1992-98591-003
https://psycnet.apa.org/record/1992-98591-003
https://psycnet.apa.org/record/1992-98591-003
https://psycnet.apa.org/record/1992-98591-003
https://psycnet.apa.org/record/1992-98591-003
https://www.biologicalpsychiatryjournal.com/article/S0006-3223(12)00942-0/abstract
https://www.biologicalpsychiatryjournal.com/article/S0006-3223(12)00942-0/abstract
https://www.biologicalpsychiatryjournal.com/article/S0006-3223(12)00942-0/abstract
https://www.biologicalpsychiatryjournal.com/article/S0006-3223(12)00942-0/abstract
https://www.psychiatrist.com/JCP/article/Pages/reduction-alcohol-consumption-subsequent-mortality.aspx
https://www.psychiatrist.com/JCP/article/Pages/reduction-alcohol-consumption-subsequent-mortality.aspx
https://www.psychiatrist.com/JCP/article/Pages/reduction-alcohol-consumption-subsequent-mortality.aspx
https://www.psychiatrist.com/JCP/article/Pages/reduction-alcohol-consumption-subsequent-mortality.aspx
https://psycnet.apa.org/record/1993-98424-003
https://psycnet.apa.org/record/1993-98424-003
https://psycnet.apa.org/record/1993-98424-003
https://psycnet.apa.org/record/1993-98424-003
https://psycnet.apa.org/record/1993-98424-003
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3860535/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3860535/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3860535/
https://pubmed.ncbi.nlm.nih.gov/16856072/
https://pubmed.ncbi.nlm.nih.gov/16856072/
https://pubmed.ncbi.nlm.nih.gov/16856072/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2220012/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2220012/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2220012/
https://pubmed.ncbi.nlm.nih.gov/10928723/
https://pubmed.ncbi.nlm.nih.gov/10928723/
https://pubmed.ncbi.nlm.nih.gov/10928723/
https://pubmed.ncbi.nlm.nih.gov/10928723/
https://pubmed.ncbi.nlm.nih.gov/28910209/
https://pubmed.ncbi.nlm.nih.gov/28910209/
https://pubmed.ncbi.nlm.nih.gov/28910209/
https://pubmed.ncbi.nlm.nih.gov/28910209/
https://psycnet.apa.org/record/1996-02241-008
https://psycnet.apa.org/record/1996-02241-008
https://psycnet.apa.org/record/1996-02241-008
https://psycnet.apa.org/record/2008-18449-006
https://psycnet.apa.org/record/2008-18449-006
https://psycnet.apa.org/record/2008-18449-006
https://pubmed.ncbi.nlm.nih.gov/25421504/
https://pubmed.ncbi.nlm.nih.gov/25421504/
https://pubmed.ncbi.nlm.nih.gov/25421504/
https://pubmed.ncbi.nlm.nih.gov/25421504/
https://pubmed.ncbi.nlm.nih.gov/15714046/
https://pubmed.ncbi.nlm.nih.gov/15714046/

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Methods
	Results
	Conclusions
	Discolsure
	References 
	Table 1
	Table 2

