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Purpose of Paper
This paper describes a unique collaboration between addiction community treatment
providers and researchers involved in the National Institute on Drug Abuse (NIDA) National
Drug Abuse Treatment Clinical Trials Network (CTN) in developing and evaluating a
combined individual and group intervention to increase involvement in 12-Step mutual
support programs among patients addicted to cocaine or methamphetamine (referred to as
STAGE-12, Stimulant Abuser Groups to Engage in 12-Step programs) as a means to reduce
stimulant and other drug use. We provide an overview of the bidirectional process in which
providers and researchers jointly developed a behavioral intervention to incorporate into an
ambulatory intensive outpatient program (IOP). This partnership led to the integration of
two evidenced-based interventions for addiction -- Twelve Step Facilitation Therapy (1–4)
and the Intensive Referral Program (5, 6) -- into a combined model aimed at facilitating
involvement in 12-Step mutual support programs during and following treatment for
stimulant addiction. A 12-Step approach was chosen because of its appeal to community-
based treatment programs (CTPs) in the CTN, its broad applicability, minimal cost,
treatment service utilization reductions, and the potential benefit that has been demonstrated
as an adjunct to treatments for individuals with drug use disorders (7–15).

Treatment Providers and Researchers Collaboration on Developing the
Study

This study is sponsored by the National Institute on Drug Abuse (NIDA) Clinical Trials
Network (CTN). The CTN is a collaborative project consisting of NIDA, treatment
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researchers in 16 academic medical centers and over 150 community agencies providing
clinical services to diverse patient populations across a range of addiction treatment settings.
The mission of the CTN is to improve treatment of drug abuse throughout the country using
science as a vehicle. The two objectives of the CTN are to: 1) conduct multi-site clinical
trials of behavioral, medication or combined treatments among diverse patient populations
across a broad range of treatment settings; and 2) disseminate the results of research to
providers and patients.

The primary objective of the current study is to compare the impact of the STAGE-12
intervention (experimental group) to treatment-as-usual (control group) on stimulant use
outcomes. Secondary objectives are to compare other drug use outcomes and involvement in
12-Step programs between the experimental and control conditions at 3 and 6 months post-
treatment. This study was conducted to determine if a systematic approach to preparing
stimulant addicted patients to engage in mutual support programs improves outcomes
compared to usual IOP care provided, as well as to test a mediational model that would
support the hypothesis that decreased substance use was attributable to increased 12-Step
meeting attendance and involvement.

Community Treatment Programs (CTPs) played a major role in all aspects of the study,
which evidences the importance of bidirectionality between providers and researchers. This
includes study design; conducting surveys of 67 CTPs to elicit their input on using a group,
individual or a combined model of treatment; reviewing and evaluating potential study
treatment sites; developing standard operating procedures, a treatment protocol, clinician
manual and patient recovery materials; training and supervision of counselors; and
disseminating information about the study in presentations, training workshops and
publications.

This study was approved by the CTN office of the National Institute on Drug Abuse, the
Steering and Research Development Committees of the CTN, the Data Management and
Safety Monitoring Board of NIDA and Internal Review Boards of all academic institutions
involved. All questions and concerns raised were addressed in the development of this
protocol.

What makes this protocol different than other protocols or TAU is that it combines two
evidenced-based interventions and adapts these to the context of a group focused intensive
outpatient program (IOP). IOPs are commonly used in most ambulatory addiction treatment
programs and primarily involve group sessions. We believe these strategies will make this
intervention more acceptable to providers if it is found to be more effective than TAU. What
makes this protocol innovative is that CTPs provided significant input on all aspects of it
and were the ones who help determine that while community programs often used 12-Step
related interventions, this is not done in a systematic way. CTPs were very interested in
developing a protocol that would help answer the question as to whether systematic
preparation for 12-Step programs would make a difference in treatment outcomes compared
to usual care. CTPs were also interested in finding out if a 12-Step treatment would be
effective for methamphetamine abuse as well as cocaine abuse. Given the increase use of
methamphetamine in the past several years, focus on a behavior intervention was viewed as
important among CTPs.

Study Questions and Outcomes
The main question of this study is “does STAGE-12 improve substance use outcomes in
stimulant users compared to treatment-as-usual (TAU)?” A secondary question is “does
STAGE-12 improve attendance and involvement in 12-step programs leading to improved
substance use outcomes compared to TAU. TAU consists of attending a similar number of
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sessions as the experimental intervention within structured IOP programs in ambulatory
settings that offer up to 15 hours of treatment per week for a minimum of 8 weeks. TAU
varied among sites participating in this study in order to determine how patients receiving
treatment in “real world” programs were affected by the experimental intervention.

To answer these questions 471 subjects were recruited from 10 community treatment
programs across the country. Each site randomized 40 or more patients in the experimental
or control conditions over a period of up to two years. Follow-up assessments were
conducted at 3 and 6 months post treatment. Data analysis is currently underway.

Why Consider 12-Step Approaches?
The CTP Caucus, comprised of representatives from the community-based programs
affiliated with the 16 academic research centers in the CTN, highly recommended this study
because 12-Step approaches (counseling utilizing principles of 12-Steps as well as
interventions to prepare or facilitate linkages of patients to community 12-Step programs)
are commonly used in community settings and are applicable to all types of drug addiction.
Findings from numerous clinical trials demonstrate that there are efficacious interventions to
facilitate patient involvement in12-Step mutual support programs (5, 6, 11, 14, 16). Therapy
manuals and training materials are also available so that addiction counselors can be trained
in a relatively short period of time to use this intervention to augment standard treatment (1,
4). Because 12- Step programs are so highly regarded by counselors, any effective
evidenced-based intervention is likely to be adopted and sustained in community settings
following completion of a clinical trial. Perhaps the most important aspect of this study is to
determine if a more systematic approach to preparing Intensive Outpatient Program (IOP)
patients to actively engage in 12-Step programs is more effective than TAU in CTPs, which
often incorporate a focus on 12-Step programs during and following treatment. However,
most programs do so in a relatively unsystematic fashion, often merely providing the patient
a list of local self-help groups and suggesting that he/she attend a meeting; such an approach
has been described as “a minimally effective clinical practice” (14).

Research on 12-Step Involvement
Participation in AA and NA is associated with greater likelihood of abstinence, improved
social functioning, greater self-efficacy and reduced health care utilization and costs (8, 9,
11, 12, 14, 17–20). Combining treatment with 12-Step program involvement leads to better
outcomes compared to either alone, particularly if the patient is “active” in using the
program rather than just attending meetings (9, 10, 15). When AA attendance and
involvement (e.g., reading 12-step literature, getting a sponsor, “working” the steps, or
helping set up meetings) are both measured, involvement is a stronger predictor of outcome
(15, 21). Longitudinal studies usually find that 12-Step involvement after treatment is
associated with higher rates of abstinence regardless of the kind of treatment received.

Since consistent and early involvement in 12-Step programs leads to better outcomes it is
important for clinicians to facilitate involvement early in the treatment process. While long-
term active involvement in 12-Step programs is the ideal in enhancing recovery and
reducing relapse risk, even small amounts of participation can help patients (22). Despite the
documented benefits of active involvement in 12-Step programs, research shows that only a
small percentage of patients regularly attend meetings, “work” any of the 12-Steps and
become active in the program (23, 24). For example, in the NIDA Collaborative Cocaine
Treatment Study only 34% of patients were classified as consistently high attendees of 12-
Step programs; of those who were classified as having a low participation pattern during the
first three months of the study, 81% were also classified as having a low level of
participation (15).
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An expert VA/CSAT Consensus Panel on Mutual Support Organizations (25) reviewed
current research and recommended that community programs: 1) evaluate whether their
current program practices actively support involvement in 12-Step groups; 2) examine the
typical referral methods used by counselors since empirically-based approaches are rarely
used but when these are used, patients are more likely to engage in community-based 12-
Step recovery programs; and 3) use more intensive methods of promoting mutual support
program involvement demonstrated empirically to be effective as these efforts help
maximize the maintenance of gains made in treatment.

Adapting Research to Practice
The manual-guided therapy developed by researchers and community providers for
STAGE-12 is based on previous research. Its goals are to help patients reach a better
understanding of 12-Step programs and get more active in using these programs in their
ongoing recovery. It also helps link the patients with a “buddy” (current member of NA,
CA, CMA, AA) who mentors the patient about 12-Step programs and facilitates attendance
at meetings. Since most addiction treatment programs provide group treatments in an IOP as
a major intervention, the STAGE-12 intervention was adapted for use in five group sessions
and supplemented by three individual sessions within the context of a structured IOP that
patients attend between 5–15 hours per week for 8 weeks or longer. The 8 week intervention
period allows for patients to make up sessions missed.

In the context of the research protocol these STAGE-12 sessions substitute for existing IOP
sessions so that patients are not asked to attend additional sessions. This combination of
group and individual sessions integrates elements of Twelve Step Facilitation Therapy (TSF)
(1–4) and the Intensive Referral Program (IRP) (5, 6). The TSF component focuses on
providing an understanding of the philosophy, traditions, beliefs, concepts, and steps
involved in 12-Step programs, while the IRP component focuses considerably more on
linking the individual to and engaging in meetings and mutual support meetings in the
community. The rationale for combining TSF and IRP derives from the findings and
recommendations of Caldwell and Cutter (26) in their study of 12-Step affiliation early in
recovery. They noted that interventions effective in increasing attendance may be
insufficient to ensure active involvement. Early attrition from attending 12-Step meetings
may be in part due to patients' inability to embrace or utilize other aspects of the 12-Step
program such as sponsorship and the 12-Steps. Also, individuals attending 12-Step programs
who are having difficulty understanding and embracing key aspects of the program may
benefit from professional assistance focusing more on 12-step practices and tenets and less
on meeting attendance (26).

Most TSF research has focused on individual counseling (27–29), but there is now more
focus on using TSF in groups (16, 30–32), which is also the modal form of treatment
delivery in addictions treatment, especially IOPs (33, 34). In order to guide the development
of the STAGE-12 intervention, the protocol development team conducted a survey of 67
CTPs in the CTN. They were asked which approach, individual or group delivery, would
work best for them to integrate a 12-Step intervention into their treatment program. Results
showed that 59.4% would use a combined group plus individual model, 39.1% would use a
group model, and only 1.6% would use an individual therapy model. In addition, over 95%
believed that open ended or rolling admissions (versus cohort or closed admission) groups
were needed since this is standard practice in community programs. Closed groups were
seen as impractical in community settings because of patient attrition. Our survey shows that
community providers are more likely to adapt a group approach especially when combined
with individual sessions.
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Twelve-Step Facilitation Therapy (TSF) and Its Application in STAGE-12
The initial TSF protocol was developed for use in the large, multi-site Project MATCH
study of alcoholics (4, 29). TSF is designed for use in early recovery and has two primary
goals: 1) acceptance--helping patients accept their addiction as a chronic disease and that
this had led to unmanageability, and 2) surrender--helping patients engage in a recovery
process involving a willingness to reach-out beyond oneself and follow a 12-step program.

As developed in Project MATCH, TSF consisted of 4 core content and 6 sessions plus a core
termination session. All patients received these core sessions: Introduction to 12-Step
Programs; Step 1 - Acceptance; Steps 2 and 3 - Surrender; Getting Active; and Termination.
The decision about which elective sessions patients received was based on each patient's
individual needs and included: the Genogram; Enabling; People, Places and Things; HALT
(Hungry, Angry, Lonely, Tired); Steps 4 and 5 – Moral Inventories; and Sober Living). Two
Conjoint sessions were provided to patients married or involved in a significant relationship
supportive of the patients efforts at sobriety (e.g., Enabling; Detaching).

Since its initial development, the TSF model has been adapted for the treatment of patients
with cocaine and opiate problems (1, 27, 35). The content of the sessions was similar to that
outlined above but adapted to focus on drug use rather than drinking behavior; there was
also the addition of two new sessions. One session addresses “HIV Risk Reduction” since
patients with drug abuse or dependence often engage in high-risk behaviors (e.g., sharing
needles or drug paraphernalia or engaging in unprotected sex or sex with multiple partners)
that increase the chances of transmitting or acquiring HIV infection. The other new session
addresses the need to identify and manage feelings to reduce relapse risk since the inability
to manage negative emotional states is one of the highest relapse risk factors. Emotions
addressed include but are not limited to loneliness, anger, grief, anxiety, resentment and self-
pity.

Group Sessions
Based upon the research literature and the input from clinicians and community-based
programs within the CTN, the decision about the TSF component of STAGE-12 was to use
the TSF model developed for use with stimulant abusers (1), to reduce the number of
sessions to allow the intervention to fit better within the context of IOPs, to adapt it from its
original individual counseling format to be delivered in groups (30, 31, 36), and to adapt it
for use with rolling admissions, which requires that each session is free-standing and not
dependent on material presented in preceding sessions. Group were led by a single clinician,
which is standard practice in CTPs.

The five group session topics taken from the TSF manual for use in STAGE-12 were chosen
since they were viewed by CTPs as core sessions essential for all participants to receive.
These are listed in Table 1 and include: 1) Acceptance; 2) People, Places and Things; 3) The
Process of Surrender; 4) Getting Active in 12-Step Programs; and 5) Managing Emotions.

The first group session on Acceptance introduces the first Step of 12-Step programs. The
key concepts of Powerlessness, Unmanageability, and Denial are presented in an interactive
manner. Being “powerless” is reframed with the concept of accepting a limitation in one's
life. In this case, the limitation is specifically the patient's inability to safely use mood
altering substances. Evidence of one's inability to safely use substances is provided by the
numerous negative consequences patients' have experienced. This is the “unmanageability of
Step One. A natural response to facing a limitation is “denial.” One doesn't want to believe
that things are truly as bad as they are. Denial is the beginning of the process of acceptance.
TSF frames this process in terms of the stages of grief: Denial, Anger, Bargaining, Sadness,
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and Acceptance. Patients are encouraged to identify how they have progressed in terms of
this process.

People, Places and Things, the second group topic, is organized around the “Lifestyle
Contract.” This grid-like tool helps clients examine people, places, and things (habits and
routines) that are dangerous to recovery or that support their recovery. They are able to
voice ambivalent feelings and view the balance between those parts of their lives that are
dangerous and those parts that are supportive and healthy.

Surrender focuses on Steps 2 and 3 of the 12-Step program. Step 2 deals with the belief that
someone or something more powerful than the individual can help with recovery from
addiction. Patients discuss their beliefs about a power greater than themselves. As the words
of the step are discussed, the phrase “return us to sanity” is framed in terms of patient's
“unmanageability” as well as continuing the same behaviors and expecting different
outcomes. This discussion explores the concept that the ability for returning one to sanity
lies not within the patient, but rather within one's “higher power.” Step 3 then states that the
person in recovery is going to allow an outside force to help. The discussion is structured
around the concept of “trust,” specifically trusting others to care and help. Concepts include
determining if another is “trustworthy” and determining if one is worthy of care or support
from others.

Getting Active focuses on three components of 12-Step programs: going to meetings,
making use of the telephone, and finding and using a sponsor. Following discussion of each
section, patients are asked to commit to increasing their involvement with 12-step groups -
increasing meeting attendance or activity, obtaining phone numbers and making phone calls,
and looking for a sponsor.

The fifth group topic, Managing Emotions is organized around the acronym of “H.A.L.T.”
or “Don't get too Hungry, Angry, Lonely, and Tired.” Facilitators lead a discussion of
Twelve Step tools for coping with emotions to reduce the risk of relapse including making
use of group fellowship, slogans and the Serenity Prayer. In addition, basic self care skills
such as getting enough rest and proper nutrition are discussed.

Intensive Referral Program (IRP) and Its Application in STAGE-12
The Intensive Referral Procedure is based on the seminal work of Sisson and Mallams (37)
on “systematic encouragement and community access” and its more recent systematic
application by Timko and colleagues (5, 6). The primary goal of IRP is to rapidly engage the
individual into 12-Step meetings by having a volunteer who is actively involved in 12-Step
mutual support groups to meet the patient and accompany him/her to a meeting in the
community. This volunteer is not necessarily meant to assume the role of a sponsor, but
merely serve as a “bridge” from treatment program to community support group. It has been
a common practice in many treatment programs to use AA or NA members who serve as
volunteers in a “buddy system” or as temporary sponsors (38–41). This approach also builds
on the “Bridging the Gap” program of Alcoholics Anonymous Patients who have engaged in
12-step activities through the efforts of such volunteers have credited the peer intervention
as being the most important factor that motivated them to seek help for their substance use
disorder. Additionally, when recovering alcoholics and drug addicts provide help to a
substance-abusing patient, they are furthering their own 12-Step work (38, 42). The
systematic application of IRP has been shown to increase patients' involvement in 12-Step
programs -- patients not only attend meetings, but find a home group, get a sponsor and
“work” the 12-Steps of recovery. Further, this increased involvement is associated with
subsequent reductions in alcohol an drug use and addiction severity (5, 6). An aspect of the
intervention noted by participants in this study was the positive experience of personal
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contact with a 12-Step group volunteer who served as both a role model and an additional
source of support.

As employed in the STAGE-12 intervention, three individual IRP sessions are provided
during weeks 1, 3 and the end of treatment to complement the group sessions. All three
sessions focus on facilitating the patient's use of 12-Step recovery programs in the
community, emphasizing active participation in 12-Step activities as a primary means to
recovery. The patient is encouraged to attend 12-Step meetings, to turn to the 12-Step
program to gain support in changing old habits that maintain substance use, and to increase
social involvement with other 12-Step members.

Patients begin their involvement in STAGE-12 with an introductory individual session that
provides an orientation to the intervention and the sequence of the group sessions into which
they will enter, thus facilitating the rolling admission process. The counselor provides an
overview of the STAGE-12 study protocol, reviews the patient's history of addiction,
treatment and recovery, and discusses experiences and interests in the 12-Step program as
well as expectations about and possible barriers to future involvement. This first individual
session integrates these elements from the introductory session from the TSF manual with
the IRP component of calling a 12-Step group member to arrange for their becoming
involved with the participant. The counselor gets written permission from the patient to
make a phone call to a “buddy” actively involved in 12-Step programs who arranges to
attend a meeting with the patient. This buddy ideally calls and reminds the patient of the
meeting and either drives the patient to the meeting or meets the patient at the 12-Step
meeting.

The second individual session occurs approximately midway through the intervention,
usually after the second or third group session. The focus varies depending on whether or
not the patient has attended a 12-Step meeting during the intervening time. If the patient has
attended a meeting, then the focus is on reactions to the meeting, people that were met, other
12-Step activities engaged in, and plans for future meeting attendance. If the patient has not
attended a meeting, the reasons for not doing so and other potential barriers are explored. A
volunteer buddy is called to try to arrange taking the patient to a meeting in the near future.
The third and final individual session is based upon the Termination core session from the
TSF manual. In addition to determining whether or not the patient attended a meeting since
the last individual session and following the procedures outlined for session two, it will also
review the patient's experience in STAGE-12, changes in his/her perceptions about 12-Step
programs, likelihood of getting a temporary or regular sponsor, and future plans about
continued 12-Step meeting attendance and engagement in recovery activities.

Each group session is 90-minutes and is conducted using a similar format involving a check-
in period, review of session content, and check-out period. The first individual session is up
to 75 minutes as it reviews the patient's background; the other two individual sessions last
up to 45 minutes. The STAGE-12 sessions are delivered over a period up to eight weeks,
which fits the time frame of intensive outpatient programs in real world treatment settings.
This structure also allows time for participants to attend 12-Step meetings and “practice”
other recovery activities between sessions. Sessions missed can be made up, but these must
occur within the eight week intervention period.

Recovery Tasks Between STAGE-12 Sessions
A component of the STAGE-12 intervention is the work done by the patient outside of
sessions. Both group and individual sessions have “homework” that the participant is asked
to complete between sessions and be ready to share in the group or with the counselor. There
are four elements to this homework. The first is literature (e.g., AA's Big Book, NA's Basic
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Text) that clients are asked to read. This material is meant to complement the topics
discussed during the weekly sessions. The second is “recovery tasks,” which the participant
is asked to do, such as contacting a sponsor, taking on service work at a meeting, etc. The
third is strong encouragement from the counselor to attend several different kinds of 12-step
meetings per week. The final element is keeping a journal. The journal documents 12-step
group attendance and participation, reactions to the meetings and other assigned recovery
tasks, or, if the client did not attend a meeting, what factors served as barriers to attendance.
They are also asked to keep track of when, where, and with whom they experienced urges to
use drugs or actual slips, how they handled these, and what they could do in the future (e.g.,
calling a 12-step friend, going to a meeting, going to a 12-step group social activity, calling
one's sponsor). The journal entries are reviewed at the beginning of each individual session,
while the other activities are reviewed during the check-in at group session. These activities
also provide additional material for the weekly group sessions.

Supervision of Counselors
The STAGE-12 intervention was delivered by counselors at each participating CTP. An
initial pool of potential counselors was developed based upon their potential interest in
serving as a counselor for the trial; it was not necessary for the counselors to be in recovery
themselves to be considered. Those selected were chosen randomly from this pool of
potential volunteer counselors. Once counselors were selected, they were trained to deliver
the treatment protocol and went through a certification process. This process involved
participation in a 2-day clinical workshop followed by supervision of individual and group
sessions. During the certification process each session was audio recorded and the clinician
completed an adherence scale; the supervisor also completed an adherence scale based on
review of the audiotape of the sessions. To have a concrete basis on which to evaluate
counselor implementation of STAGE-12, both counselors and supervisors completed
parallel adherence rating forms; these ratings also served as the basis for supervision. The
adherence rating forms covered a range of key components of the specific group or
individual session and rated the amount and kinds of information provided as well as the
skill with which it was delivered.

Counselors were provisionally certified or approved to deliver STAGE-12 under close
weekly supervision after they completed twelve hours of training and passed a post-training
knowledge examination. Counselors became fully certified, being able to provide
STAGE-12 at reduced levels of supervision (monthly), when their supervisor determined
that they had completed an adequate number of group sessions and at least two individual
training cases successfully. After certification counselors continued to record all group and
individual sessions and were monitored closely by having 20% of their sessions reviewed
and rated by supervisors on an ongoing basis. When counselors strayed from the treatment
protocol or “counselor drift” occurred, supervision increased until counselor performance
returned to acceptable levels.

Follow-up Assessments
After completing the STAGE-12 protocol, patients returned for 3 and 6-month assessments.
These were administered by a Research Associate and included completion of a substance
use calendar, addiction severity index with the AUDIT-C, alcohol breathalyzer, urine drug
screen, Fagerstrom nicotine dependence questionnaire, self-help activities questionnaire and
treatment services review. Since we will conduct an intent-to-treat analysis, patients who did
not complete the protocol will be included in the data analysis.
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Patient Participation in the STAGE-12 Protocol
This study took place in 10 ambulatory community-based addiction treatment programs
throughout the U.S. Four hundred and seventy-one patients were recruited and randomized
from 2008 to 2010 and followed for 6 months after completing the protocol. Study patients
randomized to STAGE-12 could participate in a total of eight sessions during the protocol (5
group and 3 individual sessions). While attendance at individual sessions was slightly higher
(69.5%) than group sessions (64.9%), overall patients attended 67% of all possible sessions.
This rate of treatment exposure compares favorably to other clinical trials for treatment of
stimulant addiction.

Dissemination
Although data from this study are currently being analyzed, the acceptance of 12-Step
interventions is evident in many of the CTN's dissemination activities. Further, a number of
the programs that participated as sites for the study have integrated the STAGE-12
intervention into their treatment services. Several national and regional dissemination
conferences sponsored by NIDA, the CTN, and the 16 Regional Research and Training
Centers within the CTN have provided clinical workshops that have focused on 12-Step
facilitative interventions. Involvement in the development of this clinical trial and
dissemination activities have led to an increase in adapting 12-Step interventions in
community programs.

Summary
This protocol is an example of a long-term bidirectional collaboration between NIDA,
researchers and community providers to develop, implement and evaluate a 12-Step
intervention for ambulatory patients with stimulant addiction. This paper describes the
process of integrating an individual and group intervention to systematically prepare patients
in an ambulatory IOP to become active in a 12-Step mutual support program. When the data
are analyzed, we will have a better understanding of the impact of such an intervention on
drug use outcomes and participation in mutual support programs as part of ongoing
recovery. The development and implementation of this protocol evidences the importance of
community providers collaborating with researchers to address important issues facing
providers treating patients with stimulant addiction. Since CTPs highly value 12-Step
counseling interventions the outcome of this trial will help inform clinical practice. Effective
clinical practices that treatment providers contribute to in a significant manner are more
likely to be sustained after completion of a clinical trial such as this one.
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Table 1

TSF Group Sessions Used in the STAGE-12 Intervention

• Acceptance (Step 1): This session includes a review of previous assignments and participant experiences. Step work begins in this
session. Recovery assignments are provided for review at the next session.

• People, places, & things (habits & routines): This session begins with a review of previous recovery assignments and patient
experiences. A review of lifestyle changes is the main focus of this session. Recovery assignments are provided for review at the
next session.

• Surrender (Steps 2 & 3): This session involves reviewing previous recovery assignments and participant experiences. Step work
continues and recovery tasks for the upcoming week are assigned.

• Getting active in 12-Step programs: This session includes a review of previous recovery assignments and patient experiences.
The focus of this session is on abstinence vs. sobriety with a recovery program and the details of 12-Step meeting involvement.
Recovery tasks for the upcoming week are assigned

• Managing Emotions: This session reviews previous recovery assignments and participant experiences. The focus of this session is
to help the individual identify emotions that are most often associated with slips. Recovery tasks for the upcoming week are
assigned.
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Table 2

Individual IRP Sessions Used in the STAGE-12 Intervention

1 First Individual Session: The first session involves establishing rapport and introducing the 12-step view of substance use and
dependence. The session includes discussion on the patient's history and future goals for sobriety and 12-Step participation. The
counselor provides the participant with 12-Step group information. The counselor and participant call a “buddy” or volunteer who
agrees to meet the participant before the first meeting so they can attend the meeting together. Recovery assignments to be reviewed
at the next session are assigned.

2 Second Individual Session: The second session content will vary, depending on whether the participant attended a 12-Step
meeting since the first session. If so, the participant's reactions to the meeting are discussed and homework is reviewed. If not, the
session focuses on perceived and actual barriers to attendance and a 12-Step meeting volunteer will again be contacted.

3 Third Individual Session: This session reviews recovery assignments and participant experiences. The session discussed the
patient's views of addiction and 12-Step programs now as opposed to prior to treatment. It focuses on finding a sponsor if a meeting
was attended since the last session or setting up a meeting with a 12-step group volunteer if a meeting was not attended. Barriers to
participation are reviewed. Goals and plans for the future are also discussed.
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