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Abstract  

 
Twelve-step groups (TSGs) are a valuable recovery resource for substance-
dependent individuals. However, some aspects of these fellowships are controversial 
and may limit clinician referrals. This study describes attitude and knowledge-based 
barriers to TSG participation as seen by addiction professionals in Norway, a 
treatment culture in which less than 5% of programs use the 12-step philosophy, and 
compares the findings with those of a similar study in the United States. Data were 
collected in Norway in mid-2008 using a self-administered questionnaire, and the 
U.S. sample was obtained from historical data. The Norwegian professionals (n=291) 
considered the religious aspects of TSGs a considerable obstacle to participation, 
whereas the U.S. providers (n=100) did not. Treatment providers unfamiliar with the 
12-step philosophy need to be better informed of TSGs‟ “higher power” concept to 
educate patients and maximize the utilization of TSGs.  

 
Keywords: 12-step; Alcoholics Anonymous; Substance use disorders; Treatment; 
Clinicians; Cultural differences, Health services research 
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1. Introduction 

 
Twelve-step groups (TSGs), such as Narcotics Anonymous (NA), offer continuously 
available recovery support for substance-use-disorder patients and may be 
considered complementary to formal treatment services and a beneficial post-
treatment resource (Fiorentine & Hillhouse, 2000; Humphreys et al., 2004; Timko, 
Moos, Finney, Moos, & Kaplowitz, 1999). In the United States, professional 
organizations (Kleber et al., 2007) and addiction experts encourage clinicians to 
facilitate patient involvement in these groups (Humphreys et al., 2004; Kelly, 2003). 
Recent surveys of publicly and privately funded treatment programs in the United 
States suggest that 60-75% of programs indicate that they are best described by the 
12-step model (Roman & Johnson, 2004; Roman & Johnson, 2004). Clinicians in the 
United States routinely encourage patients to participate in TSGs, both during and 
after formal treatment (Fenster, 2006; Humphreys, 1997; Laudet, 2003). Accordingly, 
manualized strategies have been developed for clinicians to introduce the 12-step 
principles to patients, most notably Twelve Step Facilitation (TSF) (Nowinski, Baker, 
& Carroll, 1992).  

A number of U.S.-based studies have pointed to the importance of the clinician‟s 
attitude and beliefs about TSGs to their referral practices and patient participation 
(Fenster, 2006; Laudet & White, 2005). Although most clinicians hold a positive view 
of self-help in general, some aspects of these organizations may be controversial for 
professionals (Stewart, Banks, Crossman, & Poel, 1995). Such controversies are 
especially relevant for TSGs whose basic principles, its reliance on spirituality and on 
admitting “powerlessness” over drugs and alcohol, are seen by many as being at 
odds with Western society (Buxton, Smith, & Seymour, 1987; Davis & Jansen, 1998). 
Scant research is available regarding clinicians‟ attitudes about self-help groups and 
on their self-help referral practices, especially outside of the United States, despite 
their critical role in the affiliation process (Laudet & White, 2005). 

Although relatively little research on TSG utilization has been conducted outside 
of the United States, available evidence suggests that these groups are under-
utilized in some European countries (Day, Gaston, Furlong, Murali, & Copello, 2005; 
Vederhus, Kristensen, Laudet, & Clausen, 2009). For addiction in Norway, TSGs are 
the only self-help groups with national availability, although it is relatively low and 
dramatically lower than in the United States; for example, there are an estimated four 
weekly Alcoholics Anonymous (AA) meetings per 100,000 Norwegian residents 
(Alcoholics Anonymous in Norway, 2009) compared to 90 per 100,000 residents in 
California (Kaskutas, 1998). In general, the Norwegian treatment system is not 
guided by a specific orientation, but integrates principles of psychosocial approaches, 
including cognitive-behavioral therapy (CBT), psychotherapy and behavior 
modification, and pharmacotherapy. Moreover, the Norwegian treatment system 
typically does not integrate 12-step principles, and fewer than 5% of treatment 
programs (12 out of 266) report using  the 12-step philosophy (SIRUS, 2004). Some 
programs have aftercare alternatives (out-patient follow-up managed by 
professionals), but there is generally little reliance on self-help alternatives (Vederhus 
et al., 2009).  

The  Norwegian government recently issued the policy paper “National Plan for 
Self-help” with the goal of enhancing the self-help perspective and the utilization of 
self-help groups in conjunction with professional health services (SHdir & Norsk 
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Selvhjelpsforum, 2004). However, available evidence suggests that Norway has a 
way to go to reach this goal. Comparing Norway to a country that is in a different 
phase when it comes to TSG utilization in its treatment system may highlight possible 
developmental directions for the Norwegian treatment system.  

The present study had an ultimate goal of informing the development of strategies 
to further the use of addiction-related self-help groups in Norway. Therefore, this 
exploratory study has two main objectives: (1) to identify potential obstacles to TSG 
referral among Norwegian substance abuse clinicians by examining their knowledge 
and beliefs about these organizations and (2) to compare the findings with a similar 
study conducted in the United States. This comparison will not only be useful in the 
development of referral strategies (e.g., if findings identify similar barriers in both 
countries, 12-step referral strategies developed in the United States may be adapted 
in Norway), it can also contribute to a greater understanding of the cross-cultural 
acceptance of and barriers to TSGs.  

2. Materials and methods 

2.1. Setting 
We surveyed substance abuse treatment professionals in the five southern 

counties of Norway‟s Health Region South-East, which has a population of 930,000 
people, roughly one-fifth the Norwegian population, and includes a mixture of both 
urban and rural areas. The largest cities in the region are Kristiansand (81,000 
inhabitants) and Drammen (62,000 inhabitants). The region has 30 specialized 
addiction treatment programs, of which 21 (70%) are inpatient. The programs operate 
under the umbrella of larger addiction service units in county hospitals or, in one 
county, a large not-for-profit organization. A 12-step meeting is available within 20 
kilometres (12 miles) or less of each program, although meeting frequency 
varies across program areas from once weekly to two daily meetings (Vederhus et 
al., 2009).   

2.2. Participants 

All clinicians who worked directly with patients were included in the study. Night 
shift workers and persons with small part-time positions (<25%) were excluded. All 
addiction service units in the region agreed to participate. A total of 365 addiction 
professionals were found to be eligible and were approached for participation via an 
assigned contact person appointed by the treatment facility. A cover letter from the 
research team explained the purpose of the study and participants were requested to 
return the questionnaire anonymously, preferably the same day, to the contact 
person, who then sent the questionnaires back to the researchers. The data 
collection period was May-July 2008. The study was approved by the Regional Ethic 
Committee of Health Region South-East.  

The U.S. sample for the comparison came from an exploratory study that used a 
sample of convenience. Recruiting took place in five outpatient substance use 
treatment programs in New York City between May 2001 and January 2002 (Laudet 
& White, 2005). All programs that were contacted agreed to participate, and all staff 
members who had clinical contact with clients were recruited to participate in the 
study. Of the 114 clinicians approached, 100 agreed to be interviewed (88% 
participation rate). Data were collected using personal interviews.   
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2.3. Measures 
In addition to collecting basic background information and information regarding 

worker caseloads, we used a questionnaire developed by Laudet in the United States 
to explore clinician attitudes/beliefs about and perceived obstacles to client 
participation in TSGs (Laudet, 2003; Laudet & White, 2005). The questionnaire was 
translated into Norwegian using standard procedures, which included two forward, 
two backward translations, pretesting, and consultation with the original developer of 
the instrument (Beaton, Bombardier, Guillemin, & Ferraz, 2000).    

2.3.1. Obstacles to 12-step participation: The “TSG obstacle scale” consists of 
nine items describing aspects of the 12-step philosophy that may be viewed by some 
as an obstacle to 12-step participation (Laudet & White, 2005). The respondents rate 
their level of agreement with each item on a Likert-type scale (1 = strongly disagree 
to 4 = strongly agree). For the purpose of comparing samples, ordinal data were 
recoded to categorical values as described by Laudet and White (2005), pooling 
strongly agree and agree, and strongly disagree and disagree responses.  

2.3.2. Attitudes about the importance of TSGs: Attitude was assessed using the 
same items as Laudet and White (2005): “How important of a role do you believe 
TSGs can play in the recovery process/in the treatment system?” Items were rated 
on a 10-point Likert scale ranging from 0 (most negative) to 10 (most positive). 
Respondents also rated the overall attitude of their treatment agency (“How open is 
your agency to collaborating with TSGs?”) and their perceived self-efficacy in 
successfully referring to these groups (“How well prepared do you feel you are to 
make successful referrals to TSGs?”) using the same 10-point Likert-type scale 
described above. In addition, clinicians were asked if they have ever attended TSG 
meetings and whether their academic training included information on self-help 
groups. 

2.3.3. Clinician opinion regarding the suitability of their patients for TSGs: 
Additional questions explored the opinions of Norwegian professionals regarding 
TSGs. Based on a comparable UK study (Day et al., 2005), participants were asked: 
(a) how many of their patients were considered “suitable” for attendance and, thus, 
regarded eligible for referral to TSGs, with the proportion of TSG-suited patients 
calculated based on individual clinician caseload; and (b) to describe in open-ended 
fields the most important factors, in their opinion, that determine patients as being 
unsuitable for attendance. The answers were recorded verbatim and then coded into 
broad categories by the first author.  

2.3.4. Clinician knowledge about 12-step: A 14-item TSG knowledge scale was 
developed (Vederhus et al., 2009) based on the official literature of AA and NA for 
prospective new members and professionals.1  The scale items covered two main 
domains: contact with and participation in TSGs, and knowledge about TSG 
organization and practices. Each of the 14 items was phrased in a true/false format 
with the correct response determined by the TSGs‟ published (i.e. conference 
approved) literature. The face validity of the scale was verified by consulting two 
experts in the field, local AA/NA contacts, and the AA Service Office in Norway. 

                                            
1
 http://aa.org/lang/en/subpage.cfm?page=1 and http://na.org/ 

 

http://aa.org/lang/en/subpage.cfm?page=1
http://na.org/
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Responses were coded 1 = correct or 0 = incorrect or “don‟t know”, resulting in a 
possible scale score of 0 to 14.  

2.4. Statistical analysis 

Data are presented descriptively. Differences between the Norwegian and U.S. 
sample were examined using the chi-square or student's t-test. The significance level 
was p <0.05. All statistical analyses were performed using SPSS 16.0.  

3. Results 

3.1. Sample description 
The participation rate was 79.7% (n=291). The sample, which is described in 

more detail elsewhere (Vederhus et al., 2009), consisted of an experienced group of 
clinicians with a mean 8 years in the addiction field. Women predominated (72%) the 
sample, and 86% of participants had at least a bachelor‟s degree. Consistent with the 
modality of the recruiting sites, 80% worked in inpatient treatment units. The U.S. 
sample had similar demographics: 71% were women, 76% had at least a bachelor‟s 
degree, and the participants had a mean 8 years in the addiction field (Laudet & 
White, 2005).  

3.2. Reasons for perceived patient unsuitability for TSGs according to Norwegian 
clinicians  

Participants regarded a little over half (51.8%) of their patients as “suitable” for 
AA/NA attendance. Table 1 presents the clinicians‟ perceived reasons for patients 
being ill-suited to participate in TSGs. The top three reasons were psychiatric co-
morbidity (42%), lack of motivation to abstain from drug use (28%), and TSG-specific 
content/format, such as the notion that TSGs are religious groups (e.g., the use of the 
term “God”), as well as problems with the meeting format (e.g., sharing of “drunk 
stories” perceived as a negative practice) (17%). With respect to psychiatric co-
morbidity, most respondents used words that expressed they had gradients in mind 
(e.g., “severe”, being “unstable”), or they specifically mentioned the most serious 
psychiatric co-morbidities (e.g., psychosis). However, less severe forms of psychiatric 
impairment were also listed (e.g., anxiety), suggesting that, for some clinicians, the 
presence of any psychiatric co-morbidity makes a patient a poor fit with TSGs.  

3.3.  Norwegian clinicians’ 12-step knowledge 

 The mean TSG knowledge scale score was 7.8 (SD=3.2) out of a maximum 14, 
indicating a moderate level of knowledge. Participants were fairly knowledgeable 
about how to contact TSGs and what participation entails (Table 2). In terms of the 
TSGs‟ organization and practices, the most common misconception, which was held 
by over half the sample (54%), is that AA meetings are the same as professional 
treatment that uses the “Minnesota Model” (Cook, 1988). Also suggesting confusion 
between TSGs and the formal treatment system was the finding that 38% of the 
clinicians believed that TSGs also run treatment institutions. The third most widely 
held misconception (20% endorsing the statement) was that AA and NA are highly 
hierarchical organizations. The three items answered correctly by the largest 
percentage of participants were that TSGs are not religious organizations (65% 
correct), are not involved in policy (45% correct), and do not accept external 
donations (40% correct).  



7 

 

The respondents‟ knowledge of the rules and procedures involved in 12-step 
participation was generally superior to their knowledge about TSG organization. The 
main exception to this finding was that less than half of the participants (46%) knew 
that clinicians cannot attend a closed 12-step meeting (assuming that they are not 
themselves a 12-step member), and only 50% knew that you do not need to be sober 
to attend a 12-step meeting.2  

3.4. Perceived obstacles to 12-step participation  

In the Norwegian sample, six of the nine items describing aspects of TSGs that 
may constitute potential obstacles to participation were endorsed by half or more of 
the sample (Table 3). In descending order of frequency, these items are: the intensity 
of meetings (80%), the religious aspect (70%), the risk of fostering dependence 
(64%), the emphasis on powerlessness (53%), the need for professional guidance 
(53%), and the potential for retraumatization (50%).  

Comparing these findings with those obtained in the U.S. sample (Table 3), 
significant differences emerged in 6 of the 9 items. More than twice as many 
Norwegian clinicians compared to U.S. clinicians viewed the religious aspect of TSGs 
as a potential obstacle (70% vs. 29%), and nearly twice as many Norwegian 
clinicians regarded the emphasis on powerlessness as problematic (53% vs. 29%). 
TSG „intensity‟ was also viewed as a potential obstacle by significantly more 
Norwegian than U.S. clinicians (80% vs. 57%), as was the need for TSG leaders to 
seek professional guidance (53% vs. 35%). Two TSG aspects were rated as possible 
obstacles to participation by fewer Norwegian clinicians compared to U.S. clinicians; 
two-thirds of U.S. clinicians felt that participation in TSGs can retraumatize (vs. 50% 
of Norwegians) and nearly 40% felt that TSG participation can lead to relapse (vs. 
20% of Norwegians). 

 
3.5. Experiential knowledge of and views about the importance of TSGs   

Significantly more of the U.S. clinicians, compared to Norwegian clinicians (59% 
vs. 23%; p<0.001), reported to have been given information about addiction-related 
self-help groups during their academic training. An even larger difference was found 
in the clinicians‟ own TSG attendance; 89% of U.S. clinicians and 32% of Norwegian 
clinicians (p<0.001) had ever attended a TSG meeting. Although both samples had 
positive scores, U.S. clinicians had consistently more positive views about the 
importance of TSGs for recovery and the role of TSGs in the treatment system (Table 
4). The same trend applied to U.S. clinicians' views about their agencies' openness 
toward TSGs and their self-efficacy in making successful TSG referrals.  

4.  Discussion 

Knowledge of TSGs was only moderate in this Norwegian clinician sample, and 
knowledge of how TSGs are organized was especially low. Only half of patients were 
regarded as being suited to TSGs; the most cited reason for patients being ill-suited 
for TSG participation was psychiatric co-morbidity. In terms of perceived obstacles to 
TSG participation, six of nine statements were endorsed by half or more of the 
Norwegian clinicians, suggesting a high degree of ambivalence about TSGs. The 

                                            
2
 Although intoxicated attendees are asked not to „share‟ (i.e. speak up) during the meeting.  
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most notable sample difference was found with the religious aspects of TSGs, with 
more than twice as many Norwegian clinicians as U.S. clinicians viewing the religious 
aspect of TSGs as a potential obstacle to participation. The U.S. clinicians had 
consistently more positive views about the role of TSGs in their treatment system and 
reported a higher self-rated belief in their own competency to make successful TSG 
referrals.  

Central to the misconceptions about TSGs in the Norwegian sample was an 
apparent confusion between these fellowships and formal treatment using a 12-step 
philosophy (a treatment orientation that is rare in Norway), and the perception that 
TSGs are hierarchical organizations directed by a U.S. office. In fact, although TSGs 
originated in the United States and the “World Services” offices of AA and NA are 
located in the United States, 12-step fellowships are closer to a "bottom-up" structure 
in which each local group has self-governance and is subject to no external authority 
or superstructure (traditions 4, 7, and 9) (Alcoholics Anonymous World Services Inc., 
2001). TSGs have been described as being run by highly democratic/egalitarian 
principles, such as elected and rotating leadership (Mäkelä et al., 1996). Providing 
professionals with such information may minimize some of their ambivalence toward 
these organizations and may enhance the potential to make referrals.  

The obstacle statement endorsed by most clinicians relates to the intensity of 
TSGs. This opinion may stem from a misconception among the Norwegian clinicians; 
in the 12-step knowledge scale, more than half of the respondents equated TSG 
meetings with the 12-step treatment model. The 12-step treatment model has been 
considered by some as being too confrontational, at least in Scandinavia (Duckert, 
2007). Professionals may think that this applies to 12-step meetings as well, which is 
not in line with how 12-step meetings are run or with the literature in which the non-
confrontational aspect of TSGs has been noted (Mäkelä et al., 1996). Another 
possible explanation for the pervasive view that the intensity of TSGs constitutes a 
potential obstacle to participation may lie in the finding that 42% of Norwegians 
deemed patients with psychiatric co-morbidity as unsuitable for 12-step groups. This 
finding replicates the results from U.S.-based studies; for example, 38% of clinicians 
in the Veteran‟s Administration reported being less likely to refer substance use 
patients with co-morbid diagnoses (Humphreys, 1997). As noted by Humphreys 
(1997), this practice largely lacks empirical support; patients with a co-morbid 
disorder can also benefit from TSG participation (Mueser, Noordsy, Drake, & Fox, 
2003; Ouimette et al., 2001), although problem severity may influence affiliation and 
the benefits of participation (Kelly, McKellar, & Moos, 2003; Tomasson & Vaglum, 
1998). Thus, although TSGs may not be appropriate for all dual-diagnosed patients, 
the presence of psychiatric co-morbidity does not automatically make a patient 
unsuitable for TSG participation. Therefore, clinicians should be cautioned not to 
“throw the baby out with the bath water”, lest patients miss out on a potentially useful 
recovery resource. On the other hand, some authors have reported problems for 
patients with psychiatric co-morbidity, such as experiences of not being welcomed 
into the group and not being allowed to speak about psychiatric issues (Laudet, 
Magura, Vogel, & Knight, 2003; Noordsy, Schwab, Fox, & Drake, 1996). Thus, 
psychiatric co-morbidity cannot be dismissed as a factor that inhibits full 12-step 
participation. In the United States, this complexity has led to the establishment of 
alternative TSGs for dual diagnosis patients (Laudet, 2008). Such groups currently do 
not exist in Norway, so for the time being, co-morbid patients have to rely on the 
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ordinary TSGs. To our knowledge, no data exist regarding how co-morbid patients 
are currently integrated into the Norwegian TSGs.  

Statements on the emphasis of powerlessness and religion were also endorsed 
by a high percentage of Norwegians as potential obstacles to participation, and U.S.-
based studies have shown that greater levels of concern with the emphasis on 
spirituality/powerlessness are associated with lower rates of referral (Laudet & White, 
2005). TSGs define themselves as spiritual, not religious, organizations. However, 
the 12-steps do contain words with strong religious connotations (e.g., “higher 
power”, God, and prayer). In TSGs, the individual is free to define his/her own 
understanding of the „higher power‟ concept, be it spiritual, religious, or secular, as 
explained in the „Big Book,‟ the basic text of AA (Alcoholics Anonymous World 
Services Inc., 2001). Thus, TSGs are quite different from religious organizations. 
However, in the absence of knowledge regarding how these typically religious terms 
are used in TSGs, the organizations are perceived as religious groups, which may 
limit clinician referrals. In another European study conducted in the UK, the majority 
of patients (>50%) reported finding references to “God” and “higher power” in the 12-
steps as “off-putting” (Harris et al., 2003). Interestingly, in the present study, 70% of 
Norwegian clinicians thought that the religious aspect may be an obstacle for their 
patients, although 65% answered correctly on the knowledge scale that TSGs are not 
religious groups. The clinicians may believe that patients know less than they do 
about TSGs, or clinicians may be afraid that patients will react negatively to the use 
of religious words. Another curious finding is the inconsistency between the low 
frequency of religious obstacles in the responses on the open-ended question and 
the high frequency of religion cited on the obstacles scale. The structured format of 
the obstacle scale appears to have the ability to tap more latent attitudes, and the 
religious aspect may not have been at the “top of the mind” initially, as measured by 
the open-ended questions. On the other hand, if respondents are asked to rate an 
item they had not initially thought about, merely asking them to think about it can, to 
some extent, increase their rating.    

When the Norwegian and U.S. samples were compared, the U.S. clinicians 
consistently rated the importance of TSGs in their treatment system higher, had more 
experiential knowledge about these groups, and rated their self-efficacy in making 
successful referrals to TSGs at a much higher level. Overall, the Norwegians 
endorsed twice as many items as potential obstacles as the U.S. sample (6 out of 9 
vs. 3 out of 9 were endorsed by >50% of the respective samples). The most notable 
difference related to the religious aspects of TSGs (70% vs. 29%). Norway, and most 
of Europe, has been described as being much more secular than the United States 
(Gallup & Lindsay, 1999; Hollinger, Haller, & Valle-Hollinger, 2007; Lindsay, 2008), 
and this may explain, in part, our findings. Furman, Zahl, Benson, and Canda (2007) 
compared the views of Norwegian and U.S. social workers regarding spirituality, both 
religious and nonreligious; they found that U.S. social workers employ spiritually 
oriented helping activities (e.g., recommend participation in a religious/spiritual 
support system or activity) to a much greater extent than their Norwegian colleagues. 
The Norwegians also had a much higher level of skepticism about religion and 
spirituality in their practice. Thus, Norwegian treatment professionals would not 
routinely integrate into their services or recommend organizations that may be 
viewed as religious. This situation is not unique to Norway, as noted by Day et al. 
(2005) regarding similar findings among UK clinicians; the tendency to consider the 
12-steps as religious may stem from the workers being unable to make a distinction 
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between religion and spirituality. Nonetheless, 12-step fellowships are established 
and growing in over 180 countries worldwide, including countries where religion is 
typically met with a high degree of skepticism (e.g., China and Russia), suggesting 
that the spiritual TSG program has wide cross-cultural appeal (Levine & Nebelkopf, 
1998). 

We note that individual clinicians‟ attitudes and practices are determined, in part, 
by the context in which clinicians operate, and are shaped and influenced by many 
external factors, such as governmental policy and the attributes of the treatment 
system. The U.S. addiction treatment system is influenced by 12-step philosophy to a 
much higher degree. A clear difference in TSG availability and the proportion of 
clinicians who have information about the theme from academic training also exists. 
Less positive views about TSGs in the Norwegian sample may be due to indifference 
as a result of less contact with TSGs, a lower level of knowledge, or by a lack of 
formal policy about the issue in their agencies. Thus, clinician barriers to utilizing 
these groups do not need to be persistent if adequate information is given and more 
effort put towards implementing the governmental policy. 

4.1. Methodological considerations  
This study is among the few to examine clinician views of TSGs outside the 

United States, and the first to compare Norwegian and U.S. clinician views of TSGs. 
The study has several strengths, including a relatively large Norwegian sample, the 
use of a standardized instrument, and a cross-cultural comparison.  

However, the study also has limitations that must be considered when interpreting 
the findings. The reasons behind patient ‟suitability‟ for TSG participation were 
obtained using a single open-ended item that was optional (84 respondents did not 
respond to this item). The knowledge scale was developed specifically for this study 
and has not been formally validated. Although it was informed by the U.S. study, the 
Norwegian study was not designed as a cross-cultural comparison; we used different 
data collection methods, self-administered questionnaires vs. personal interviews, 
and some of the instruments were used only in the Norwegian study. Therefore, the 
cross-cultural comparison aspect is somewhat limited. A natural question is also 
whether the country differences could simply be due to differences in the data 
collection method. When addressing attitudinal issues, respondents who are 
personally interviewed and not anonymous to the researcher may likely feel more 
obligated to be positive about the domains studied. However, we think that this is less 
likely when it comes to factual questions, such as the respondents‟ practice and 
experience. The more positive views of TSGs reported by the U.S. clinicians are 
consistent with their experience (education) and practice (e.g., having sought out and 
attended TSGs); therefore, we think the differences between the samples are real 
and relevant. This argument is also supported by findings within the Norwegian 
sample (Vederhus et al., 2009), in which more positive attitudes, greater knowledge, 
and higher self-efficacy scores were associated with higher referral rates. 

4.2.  Implications and future directions 
Despite the limitations of the present study, our findings provide valuable 

information to guide clinician-based strategies in meeting the Norwegian 
government‟s goal of enhancing the adoption of self-help approaches in the addiction 
field. Norwegian professionals need to be better informed about the fellowships‟ 
principles, beliefs, and practices, about common objections to TSGs and about 
effective strategies to address these objections. As members of a secular culture 
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themselves, professionals may need to address their own possible resistance 
towards these groups (Davis & Jansen, 1998; Vederhus, Kristensen, Tveit, & 
Clausen, 2008). Providing clinicians with such information has the potential to 
minimize their ambivalence toward TSGs and lead to a more positive attitude that, in 
turn, is associated with higher referral rates (Laudet & White, 2005; Vederhus et al., 
2009).  

The present findings also point to the need for additional research on strategies to 
enhance TSG utilization in Norway. Chief among the topics is an examination of 
substance users‟ own knowledge, experience, misconceptions, and concerns about 
these organizations. This information is required to provide clinicians with strategies 
to minimize the potential barriers to participation.  
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Table 1 Factors contributing to Norwegian clinicians’ perception of patient 
unsuitability for 12-step participation (N=291) a 

 

Categorization of comments N (%)a 

  
Psychiatric co-morbidity 123 (42) 
 - Severe psychiatric diagnoses/illness (e.g., psychosis) or adjectives 
 describing a severity aspect 

81 (28) 

 - Milder psychiatric diagnoses/illness (e.g., anxiety) and/or no  
 indication of severity  

42 (14) 

Patient lack of motivation to abstain from drug use  82 (28) 
TSG-specific content/format as obstacles for patient participation 50 (17) 
 - TSGs' religious/spiritual aspects as a problem for participation 12 (4) 
 - Other TSG-specific obstacles (e.g., problem with the TSG philosophy 
 or meeting format)  

38 (13) 

Cognitive problems/disability 21 (7) 
Opioid maintenance treatment 18 (6) 
A general problem with group participation (not specifically linked to psychiatric 
co-morbidity) 

12 (4) 

No comments provided b 84 (29) 

a 
Percentages sum to >100 as more than one answer was coded 

b Responding to this open-ended question was optional  
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Table 2 12-step knowledge among Norwegian addiction clinicians  
 

Knowledge items a Correct Incorrect 
Don‟t 
Know 

 % % % 
TSG organization and practices    
TSGs are engaged in societal issues, including 

stricter alcohol and drug policies (F) 
45 18 37 

TSGs run their own institutions, whereby the 12 
Steps are a central part of the treatment 
philosophy (F) 

36 38 25 

The AA program is the same as the “Minnesota-
model” (F) 

21 54 26 

TSGs do not accept donations from external sources 
or from official departments (T) 

40 12 49 

TSGs are based on a hierarchical structure, the head 
offices in the United States being the highest 
governing body (F) 

31 20 48 

TSGs are religious organizations because the word 
“God” is mentioned several times in the 12 Steps 
(F) 

65 16 18 

TSG members must NOT make public statements 
about the organization‟s beliefs/viewpoints (T) 

35 18 47 

    
Contact with and participation in TSGs    
TSG contact persons may be contacted simply by 

using a nationwide telephone number (T) 
77 4 18 

TSGs arrange group meetings at institutions or in 
prisons if they are asked and have the capacity (T)  

83 3 14 

There are no membership fees for the TSGs (T) 84 1 15 
Professionals can participate in ordinary TSG 

meetings in order to observe how the groups 
function (F) 

46 37 17 

You must be sober to enter a TSG meeting (F) 50 31 18 
It is OK to participate and just listen to others without 

sharing your own experiences/story (T) 
88 4 8 

Those who start drinking or taking drugs again must 
stop being TSG members (F) 

82 4 14 

a 
Correct answer code: T = true, F = false 
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Table 3  Comparison of perceived obstacles to 12-step participation 
between U.S. and Norwegian professionals (% ‘agree’ or ‘strongly agree’)    

 

Obstacles 
Norway   

(N =291)a 
U.Sb 

 (N=100) 
 

p 

    
Religion and powerlessness    
Religious aspects of TSGs is an obstacle for many (n=270) 70  29 <0.001 
Emphasis on “powerlessness” can be dangerous (n=270) 53  29 <0.001 
    
Risks of participation    
TSGs can be too intense for some patients (n=267) 80  57 <0.001 
Patients can get re-traumatized in a TSG (n=270) 50  67 0.004 
TSGs can lead to pick up or relapse (n=258) 21  39 0.017 
Patients can become dependent on TSGs (n=271) 64  69 0.35 
    
Lack of professionally trained leadership    
TSG meeting leaders dominate the groups (n=231) 22  16 0.21 
TSGs should seek professional guidance (n=274) 53  35 0.002 
TSGs can be dangerous; leaders are not professionally 

trained (n=268) 
19  14 0.26 

 
a   Because of missing data, N‟s for the Norwegian sample are noted in the rows 
b Laudet and White, 2005 
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Table 4 Views and attitudes concerning TSGs among U.S. and Norwegian 
professionals  
 

View/attitude * 
Norway 
N=291 

U.S. 
N=100 

p 

    
How important of a role do you believe self-help 

groups can play in a comprehensive treatment 
system? 

7.4 (2.0) 9.3 (2.0) <0.001 

How important of a role do you believe self-help 
groups can play in the recovery process? 

7.7 (1.9) 9.6 (1.0) <0.001 

How open is your agency to collaborating with 
self-help organizations? 

7.4 (2.5) 8.6 (2.5) <0.001 

How well prepared do you feel you are to make 
successful referrals to 12-step groups? 

5.3 (2.7) 8.7 (1.8) <0.001 

    

* Items were rated on a 10-point Likert scale ranging from 0 (most negative) to 10 (most positive). 
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