Drugs: Education, Prevention and Policy

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/idep20

New converts and seasoned campaigners: the
role of social identity at different stages in the
addiction recovery journey
Daniel Frings, Kerry V. Wood & Ian P. Albery
To cite this article: Daniel Frings, Kerry V. Wood & Ian P. Albery (2021): New converts and
seasoned campaigners: the role of social identity at different stages in the addiction recovery
journey, Drugs: Education, Prevention and Policy, DOI: 10.1080/09687637.2021.1914551
To link to this article: https://doi.org/10.1080/09687637.2021.1914551

© 2021 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.
Published online: 26 Apr 2021.

Submit your article to this journal

Article views: 32

View related articles

View Crossmark data

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=idep20

DRUGS: EDUCATION, PREVENTION AND POLICY
https://doi.org/10.1080/09687637.2021.1914551

New converts and seasoned campaigners: the role of social identity at different
stages in the addiction recovery journey
Daniel Frings, Kerry V. Wood and Ian P. Albery
Centre for Addictive Behaviours Research, School of Applied Sciences, London South Bank University, London, United Kingdom
ABSTRACT

ARTICLE HISTORY

Social identities associated with recovery are protective of relapse from addiction. How such identities
develop and differentially link to outcomes at different points of the recovery journey and across multiple recovery attempts is relatively unknown. The current study utilised a pre-existing cross-sectional
dataset (n ¼ 237 Alcoholics Anonymous (AA) members, 50% male, 49.4% female and 0.6% female-tomale, aged between 19 and 71 years) to explore these issues. Relationships between AA identity, quit
efficacy (a proxy for recovery maintenance) and AA meeting attendance (over the last month) were
tested. The moderating effects of length of AA attendance during the current recovery episode and
first vs. subsequent quit attempts on the identity-efficacy link were also tested. Levels of social identity
were stable amongst those in the early in their current recovery through to those who have more
experience, but the relationships between identity and efficacy differed. While those early on in their
current AA attendance showed a positive relationship between identities and frequency of attending
meetings, those with more long-standing attendance reported social identification unrelated to involvement. Our results suggest that social identities may be particularly protective for those who are on
their first quit, suggesting recovery formation and transition may be a priority.
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Introduction
In the USA, recent figures suggest 19.7 million US citizens
aged 12 years or older experience substance abuse issues,
including 14.5 million people with alcohol use disorder (AUD;
Substance Abuse and Mental Health Services Administration,
2018). The relative scale of AUD is similar in many other
countries (see Davies et al., 2021 for an overview). For
instance, in the UK, alcohol and drug addiction costs £36 billion a year from the burden on health-care, welfare and
addiction related crime (Centre for Social Justice, 2013). This
cost does not count the emotional distress, family breakdown
and co-morbid illnesses (both physical and psychological)
that affect both those using drugs and the people around
them (see Laslett et al., 2019).
One effective form of treatment in the addiction space is
group therapy, either within a formal therapy setting (i.e. in
treatment communities or psychotherapeutic groups) or
through peer-led organisations such as the recovery
Fellowships (such as Alcoholics, Narcotics, Gamblers
Anonymous). For alcohol consumption, the Fellowship model
(Alcoholics Anonymous; AA) is highly prevalent, with around
80% of people seeking recovery in the US having contact
(Dawson et al., 2006; Kelly et al., 2010) and active membership in groups such as AA can continue for decades (Frings
et al., 2019). A recent Cochrane Review suggests that AA
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provides similar outcomes and benefits to other treatment
modes, but may be superior in terms of continuous abstinence (Kelly et al., 2020). However, the development of psychosocial mechanisms which underpin the success of AA
(and other group-based interventions) are relatively poorly
understood. One way to understand the operation of these
groups is through the lens of social identities (psychological
affiliations with social groups Tajfel & Turner, 1979). The current paper explores how social identities change over the
recovery journey amongst a sample of people actively engaging with AA, using a large and diverse cross-sectional sample.

Social identity and recovery
Recently, social identities associated with recovery have been
linked with better recovery related outcomes such as treatment retention, abstinence and confidence in one’s ability to
maintain treatment goals such as abstinence and harm
reduction (Frings & Albery, 2015). In general, higher levels of
recovery related identity, or increased differentiation between
addiction and recovery related identities, are associated with
positive outcomes (Bathish et al., 2017; Dingle, Stark, et al.,
2015; Dingle, Cruwys, et al., 2015; Frings & Albery, 2017).
Alongside AA, these effects have been observed amongst
varied populations, including other group based treatments
such as SMART (a group based CBT approach), and in both
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in-patient, out-patient and peer support settings
(Buckingham et al., 2013; Dingle, Stark, et al., 2015;
Hutchinson et al., 2018; Wolff et al., 2015). The Social Identity
Model of Cessation Maintenance (SIMCM; Frings & Albery,
2015, 2017) argues these effects are present to the extent
that social identities provide social support and normative
control, increase actual and perceived efficacy, contextualise
the meaning of events and behaviours, and guide automatic
behavioural tendencies (Frings, Collins, et al., 2016; Frings,
Melichar et al., 2016; Frings et al., 2019).

Social identities across time
Despite a wide range of work supporting SIMCM, and the
role of identity in addiction recovery more generally, less is
known how social identification with groups such as AA
change over time – particularly during important transitions
in the recovery journey, such as initial engagement with
groups, or the period around lapses or relapses (a limited
duration or consistent return to drinking behaviours respectively – both common features of the recovery process –
Scott et al., 2005). Understanding such changes may provide
insight into why not all individuals continue to attend group
sessions (important as lower attendance is linked with poorer
outcomes; Gossop et al., 2003; Marshall et al., 2018) and why
long term outcomes in extended addiction recovery vary
between individuals.

Changes in identity over time
The suite of social identities we hold are not fixed. New identities are adopted across our lifespans, sometimes voluntarily
(i.e. adopting a new professional and associated occupational
identity or retiring) and sometimes not (i.e. becoming a person with significant physical impairment). Such identity transitions (even when positive) are recognised to be
psychologically challenging events, associated with both
positive and negative experiences and outcomes (Bule &
Frings, 2016; Gleibs et al., 2011; Jones & Jetten, 2011). Social
identities are themselves dynamic constructs - defined in part
by the immediate social world an individual occupies and
perceives (Turner, 1982). The level of importance a specific
identity has for the self, the similarity between the self and
other people in the group, and the extent to which group
members are seen as similar, also varies between group
members and across time (Leach et al., 2008). Within the field
of addiction recovery, research has explored a variety of temporal social processes such as the benefits of adopting new
social connections (Best et al., 2016), the transition between
seeing oneself as an addict and in recovery (Dingle, Cruwys,
et al., 2015; Dingle et al., 2019) and the development of
socially defined norms and beliefs (Frings, Collins,
et al., 2016).
Although social identities associated with recovery have
been shown to be an important part of successful recovery
journeys, relatively little research has explored how levels of
social identification with recovery groups changes over time
(cf. Dingle, Cruwys, et al., 2015; Dingle, Stark, et al., 2015),

and none has focus on changes over decades. This is important as involvement in AA can be relatively brief – perhaps a
single meeting – but can also span 40 or more years (Frings
et al., 2019). Such involvement can also include a move from
being ‘treatment naïve’ (i.e. never having attempted to stop)
to in recovery, or from a period of relapse back into recovery.
This is important, as unsuccessful prior attempts have been
shown to influence future outcomes (Chiappetta et al., 2014;
Martin, 1998), but their effects on identity are not known.
Changes in levels of social identification, the degree of interaction between group members (for instance, meeting
attendance), and the relationships between identity and outcomes (in particular, quit efficacy, an important predictor of
relapse see Frings et al., 2019) are all open questions which
the current study aimed to address.

Social identities in early recovery
It is possible that social identities play a particularly crucial
role in early recovery (i.e. the first year, see The Betty Ford
Institute Consensus Panel, 2007), to the extent that they may
be (i) a source of support that is present before other sources
(such as experience) are established, (ii) protective against
social networks and identities which can increase relapse risk
(Beckwith et al., 2015; Best et al., 2016) and (iii) provide conscious guidance to challenge habitual behaviours (Frings &
Albery, 2015, 2017). However, it may also be possible that
those who are on their first recovery attempt may not receive
the same beneficial effects of identity as those who are on
subsequent attempts. New identities around recovery are
seen as an outcome of, amongst other factors, a process of
social negotiation (Best et al., 2016) and normative influence
(Frings & Albery, 2015). As these processes unfold, individuals
gain different understandings and response options in relation to addiction behaviours (Best et al., 2016; Frings &
Albery, 2021). For instance, social identity with treatment
groups contextualises the meaning of lapse and relapse
(Frings, Collins, et al., 2016). Generally, new social identity formation also involves a period of ’remooring’ to members of
existing and new social categories (Deaux & Ethier, 1998).
The initial first recovery attempt may be a specific period
during which protective aspects of identity are not fully
defined. It may also be unique in that the individual has no/
limited access to direct experience of either being in recovery, lapsing or relapsing, nor opportunity to reflect (in particular upon lapse/relapse) from the point of view of the new
identity. In subsequent attempts, a period of reflection is
available (between as well as within attempts) with identity
formation ongoing. These effects may be compounded as
social identities related to recovery may initially be competing with others (perhaps including identities linked with the
enactment of the addictive behaviour) with risky behavioural
norms and less protective understandings. Thus, in the current study we aimed to explore the possibility that social
identity may be particularly important in early vs. later recovery by (i) comparing people who were on a first recovery
attempt to those on a repeat attempt and (ii) testing the
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moderating effect of longer vs. shorter lengths of individuals’
current AA attendance.

Identity or involvement?
A related issue concerns the relative effects of involvement
with the group and social identification with it on recovery
related outcomes. From some perspectives, taking part in the
activities of the group is a form of identity enactment (see
e.g. Haslam et al., 2005) which in itself is a core social motive
(Vignoles, 2011). However, both high and low identifiers can
engage in greater or lesser levels of involvement, and
research has shown they related to unique variances in outcomes (Taylor, McNamara, & Frings, 2019).
Within the addiction domain, active mutual aid group
involvement has been shown to be related to positive recovery in a number of studies (Hutchison et al., 2018; Kelly et al.,
2010; McKellar et al., 2003; Montgomery et al., 1995; Tappin
et al., 2015). Involvement has been classed in these studies
as activities such as attending meetings, helping others
(including acting as a sponsor), supporting the functioning of
the group (for instance, setting up rooms before meetings)
or undertaking leadership roles. Whilst it may not be surprising that involvement leads to better outcomes, theoretical
models such as SIMCM argue that it is the social identification
associated with involvement which may be the important
‘active ingredient’ of recovery group processes. While clear
differentiation effects of identity above and beyond contact
(which could be argued to be a pre-requisite for involvement) have been observed in studies exploring depression
and stress (Sani et al., 2012, 2015), little research has
attempted to test this assertion in the realm of addiction. An
initial exploration of this amongst members of AA suggests
that while both identity and involvement were related to
high efficacy, the effects of involvement were mediated by
social identification, but not vice-versa (Taylor et al., 2020).
Thus, we also aimed to explore the relationship between
involvement and both social identity and efficacy.

Summary and predictions
In the current study, we utilised a cross-sectional sample to
look at differing levels of involvement and social identification amongst people who actively maintained AA membership and who had been in recovery for different time periods
during their current quit. We also tested for a moderating
effect of length of recovery episode and first/repeating recovery attempt on the identity - efficacy link observed in previous research. We achieved this by undertaking a secondary
analysis of a dataset exploring the role of identity on the perception of life narratives (Frings et al., 2019). In line with previous work we predicted that higher levels of AA identity,
involvement in AA and greater perceived future quit efficacy
would all be positively related. Identity processes associated
around first vs repeat quit attempts and across the length of
a quit have not been quantitatively explored. However, both
are theoretically likely to be important variables which could
either attenuate or strengthen identity effects. As such, we

Figure 1. Potential moderation of the identity to efficacy relationship by first
vs. repeat quit attempt and length of current recovery episode.

predicted a moderating effect of both of these factors on the
identity to efficacy relationship but made no specific hypotheses as to the direction of moderation (Figure 1).

Materials & methods
Data used in the current study were collected as part of a
study exploring the links between social identity as an AA
member and perceived self-relevance of ‘tales of hope’ (life
narratives), perceived quit efficacy and perceived cost of
relapse to the self and groups (see below and also Frings
et al., 2019 for full details).

Participants
Participants in Frings et al., (2019) were recruited using a
snowball methodology. An initial call for participants to take
part in a short study exploring the psychological underpinnings of AA were placed on two relevant ‘reddit’ forums, on
one of the author’s psychology-based blog and via online
social networks (Facebook and Twitter). The calls included a
request to forward to interested parties. These calls were subsequently reposted to other channels by other people. A
sample of 237 members of Alcoholics Anonymous was
recruited (operationalised as participants self-selecting on the
basis of AA membership, and indicating they identified with
the group via the scales below). Of these, 165 were complete
cases (for each analysis, data were included from participants
who had completed the relevant measures). The mean age
of the sample who completed demographic items (n ¼ 170),
ranged from 19–71 years (M ¼ 45.40, SD ¼ 13.21). Eighty-five
(50%) were male, 84 (49.4%) female and one participant
(0.6%) self-reported as female-to-male.

Design
The current study comprises a secondary data analysis utilising a cross-sectional correlational design. The key variables
included social AA identity, quit efficacy, level of involvement
(operationalised as number of meetings per month), length
of current recovery episode and whether the current episode
was a first/repeating recovery attempt. Other measures (perceived relevance and perceived utility of a tale of hope, and
perceived cost of relapse to self and others) were not
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considered in the present study, but are detailed in Frings
et al., (2019).

described above, before answering demographic questions.
Finally, they were thanked for their time and debriefed.

Materials

Ethics statement

Social identity

The research which the dataset was collected via received
ethical approval from London South Bank University School
of Applied Sciences. The ethical approval number is
ETH1819-0030.

Level of AA identity was measured using the multi-component in-group identification scale (Leach et al., 2008). This
fourteen item scale has items related to solidarity with the
group (i.e. ‘I feel a bond with AA’), satisfaction (‘I am glad to
be an AA member’), centrality (‘The fact I am an AA member
is an important part of my identity’), self-stereotyping (‘I have
a lot in common with the average AA member’) and in-group
heterogeneity (‘AA members have a lot in common with
each other’). All items were recorded on seven-point Likert
scales, anchored at 1 (Very strongly disagree) and 7 (Very
strongly agree). In the current study, internal reliability for this
scale was good (Cronbach’s a ¼ 0.94).

Quit efficacy
Perceived quit efficacy was measured using an established
scale (Buckingham et al., 2013) consisting of four items (‘I can
remain abstinent’,’ I can manage my addiction’, ‘It is unlikely
that I will remain alcohol free’ (reverse scored) and ‘I think I
can achieve recovery’ using the same 7 point scales as personal relevance. Internal reliability for this variable was low
but acceptable (Cronbach’s a ¼ 0.58). Removing one item (I
can manage my addiction) improved this marginally to 0.60.
A mean score was calculated, with higher scores representing
greater efficacy.

Length of current recovery episode AA attendance
Participants were asked ‘How many months have you
attended AA during this quit attempt?’

Results
Data analysis strategy
To test (i) relationships between AA identity, involvement in
AA and greater perceived future quit efficacy, (ii) the differences between first vs. repeat quit attempts and (iii) moderating effects of first vs. repeat quit attempts and length of
current AA attendance on the identity to efficacy relationship,
a three-stage approach was adopted. In the first stage, zero
order correlations between variables were tested. In the
second, levels of outcomes between participants undergoing
first vs. repeat quit attempts were tested. Finally, moderation
models were constructed to test the relationship between
identity and efficacy under differing levels of the moderating factors.

Missing case analysis
Missing case analysis using t-tests did not reveal differences
between completed cases vs missing cases in mean age,
meeting attendance, length of current AA attendance, and
quit efficacy (ps>.198). Chi square analysis of completed
cases revealed no difference in the distribution of gender
(p¼.64, including males and females only) or first quit status (p¼.73).

Number of recovery attempts
Participants were asked to record the number of recovery
attempts to date with two items. The initial item asked ‘is
this your first quit attempt?’. Participants who indicated this
was not their first attempt were also asked ‘how many previous quits have you had’?) We chose to dichotomise the
response to these items into first vs subsequent attempts as
it is reasonable to assume the psychological meaning of
moving between 0 and 1 attempts is likely to differ from 1
and 2 (or 32 and 33, etc.), and initial recovery attempts are
the focus of interest in the current paper.

Correlational analysis
Pearson’s zero order correlations revealed that AA identity
had a significant positive relationship with both efficacy and
meeting attendance (Table 1). Efficacy was unrelated to
length of current AA attendance. Meeting attendance was
not linked to efficacy but was significantly negatively related
to length of current recovery episode.

First vs. repeat attempt differences
Number of meetings
Participants were asked how many meetings they had
attended in the last month.

Procedure
Upon being directed to the website, participants gave
informed consent, and completed the measures in the order

Within the sample, levels of quit efficacy did not differ
between those undertaking initial recovery attempts (n ¼ 64,
M ¼ 5.89, SD ¼ 1.01) and repeat attempts (n¼116, M¼5.73,
SD¼1.21), t(178)¼0.89, p¼.373. Nor did length of current AA
attendance (Ms[SDs] ¼ 116.90 [135.96] vs. 88.10 [106.53],
t(167)¼1.524, p¼.129) or number of meetings attended
(Ms[SDs] ¼ 12.82 [7.50] vs. 13.30 [9.31], t(37)¼0.19,
p¼.985) differ.
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Table 1. Descriptive statistics and relationships between variables (Pearson’s rs).
N
1. AA identity
2 Efficacy
3. Current recovery episode length
4. AA meetings in a month

212
188
169
170
Note: Correlation Ns ¼ 169<->188. p<.05; p<.01;

Range
1–7
2–7
0–490
0–50
p<.001.

M (SD) [Median]
5.60
5.82
98.50
13.13

Moderation analysis
To test the potentially moderating effects of length of current AA attendance and initial vs. repeat quit status on the
identity/efficacy link, moderation analysis was conducted
using the Hayes (2017) process macro (V3.3).
Models were constructed to test the relationship between
identity and efficacy with two moderators (length of current
AA attendance and initial/repeat recovery status). Five thousand bootstrap samples were taken.
Correlations (Table 1) suggested no multicollinearity.
Multivariate outlier analysis revealed 2 multivariate outliers –
excluding these made no difference to the pattern of results
or significance, and analysis of the full dataset is reported
below. There was a moderate skew on the outcome variable
(skew statistic ¼ 0.998, SE ¼ 0.178). Transformations were
not applied as the bootstrapping approach adopted is a recognised method of analysing skewed data in parametric
models (see Efron, 1979; Sainani, 2012). An examination of
variances associated with each variable revealed some evidence of a lack of homoscedasticity between months of current quit and other variables. Again, no adjustments were
made as the bootstrapping approach provides an established
mitigation for this (Cribari-Neto & Zarkos, 1999).
The overall model was significant predictor of variance in
efficacy R2¼0.17 F(5, 163)¼6.87, p<.001. As can be seen in
Table 2, identity was positively linked with efficacy. Recovery
type (first vs. subsequent) was linked to efficacy with people
not on their first quit reporting higher efficacy (in contrast to
the t-tests reported above). Current recovery episode length
was unrelated to efficacy (in contrast to the correlation
reported above). Of the moderation effects, the identity efficacy link was moderated by first/repeat recovery status, but
not by length of current AA attendance. Further analysis
unpacking this interaction revealed that the identity-efficacy
link was present amongst both initial and repeat recovery
participants, but the effect was stronger amongst participants
who were undertaking their first quit (Table 3).

Discussion
Social identities are increasingly recognised as an important
part of the recovery process but how they evolve and differentially affect recovery over time is not well understood. In
the current study, we examined relationships between group
involvement and social identification amongst people who
were members of AA with varying years of being in recovery.
We also explored how the effect of length of current AA
attendance duration and whether participants were undergoing a first or subsequent recovery attenuated or strengthened the identity – quit efficacy link. It was predicted that

(1.17) [5.86]
(1.14) [6.00]
(118.42) [46.00]
(8.68) [12.00]

1
–

2
0.35
–

3

4

0.09
0.22
–

0.27
0.053
0.19
–

positive relationships between AA identity, involvement in
AA and greater efficacy would all be observed. Given the
extant literature, a moderating effect of both of these factors
was predicted, but directional hypotheses were not made.
The findings of the current study suggest that levels of
identity were generally stable over time for people who stay
in AA. However, levels of involvement (operationalised in the
current study by meeting attendance in the last month)
dropped off over time – perhaps due to a combination of
socialisation processes which encourage intense attendance
in early months, but also due to other factors, possibly
including changes in the way identities are experienced. In
terms of the latter, these findings present an intriguing possibility – namely that during the early phases of identification
with a new social category, regular contact with group members is important or highly desirable. However, as time goes
by (and, perhaps as the identity is increasingly internalised in
a social cognitive sense, see Frings & Albery, 2017), the lack
of a correlation between involvement and identity suggests
that contact with the group becomes less of a prerequisite
for maintaining the group identity and associated behaviours
and is thus engaged with less often. This account is in line
with ideas around automaticity and in particular the idea
that social cognitive constructs require significant amounts of
‘training’ or activation to become established but are then
slow to decay even without subsequent reinforcement
through activation of associated constructs (Lindgren et al.,
2017). To put this another way, the group acts as a stimulus
which creates or activates the social cognitive constructs
comprising representations associated with one’s social identity and associated behavioural schemas (Wiers et al., 2010).
Once established, this identity-related representational set
may be activated automatically in the mere presence of a
stimulus (Frings & Albery, 2015, 2017). Perhaps as a result of
these processes, our findings also suggest that in our sample
it was identity, but not number of meetings attended (a
measure of involvement), which was related positively to quit
efficacy (a marker of subsequent quit success, see
Buckingham et al., 2013; Gulliver et al. 1995; Miller et al.,
1996). This is in line with other research suggesting it is identity which is the ‘active ingredient’ of various therapeutic
groups, including those around addiction, but also other
groups. Support for this assertion has been found in research
on support groups for individuals with diverse conditions
including Multiple Sclerosis, eating disorders, depression and
anxiety amongst others (see e.g. Cruwys et al., 2016; Haslam
et al., 2016; Sani et al., 2012, 2015; Taylor et al., 2020;
Wakefield et al., 2013).
An additional aim of this paper was to investigate how
those who were undertaking their first quit attempt differed
from those with one or more previous quit attempts. We also
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Table 2. Moderating effects of length of current recovery episode length and first/repeat recovery type on the identity efficacy link.
Path co-efficient value (SE)
Identity
0.88 (0.25)
Recovery type
1.80 (.08)
Current AA attendance length
<0.01 (<0.01)
Identity  first quit
0.33 (0.14)
Identity  current length
> 0.01 (<0.01)

Note: Coded as first recovery ¼ 1, repeat recovery ¼ 2.
Table 3. Moderation of identity – efficacy link by recovery type.
Recovery type
First recovery
Repeat recovery

Path co-efficient value (SE)
0.51 (0.12)
0.24 (0.08)

t

p

4.41 <.001
2.91 .004

95% CI [Lower, Upper]
0.28, 0.74
0.08, 0.40

wanted to explore the extent to which the link between
identity and efficacy (observed in numerous other studies)
changes across people’s current recovery journey.
Moderation analysis suggests that the relationship between
social identity as a member of AA and quit self-efficacy was
moderated by whether or not people were on their initial
quit attempt or not. In both cases, a positive relationship was
observed between identity and efficacy. However, this effect
was greater (around twice as large) in individuals who were
on their first quit attempt.
This moderation effect could have been observed for a
number of reasons. First of all, work has proposed that social
connections with non-using others are a key predictor of quit
success, particularly in early recovery (Best et al., 2016). It is
reasonable to propose that social identities associated with
recovery are linked with the formation of such social connections, and may thus have an immediate impact on efficacy.
Secondly, identity may also be important in early recovery as
people may have fewer other resources (such as knowledge
or effective relapse avoidance strategies and experience) to
draw upon. As they may simultaneously face greater
demands (such as more frequent psychological craving), the
effect of one of (relatively fewer) psychological resources
may be greater than for those on subsequent attempts.
Thirdly, identity may also be related to other important outcome variables such as shaping understanding of what recovery means and what relapse is (willingness to persist and/or
increase resilience against failure). Whilst these may not be
predictive of early relapse directly, they may well be protective against failing to re-engage with recovery after setbacks
(see Frings et al., 2019). Similarly, having complex, well-established social identities may present protection in ways not
captured in the current study. For instance, longer/repeat
quit individuals may benefit from identities in other ways
such as via better outcomes when behaviour is guided by
more automated processes such as habit (Albery et al., 2015;
Frings, Melichar, et al., 2016; Lindgren et al., 2016). However,
the current findings suggest that interventions which facilitate social identity development are likely to be beneficial,
and these effects may be particularly helpful for those on
their first quit attempts.
As well as these open conceptual questions, the current
study has a number of methodological limitations. The sample was self-selecting responding to a request for AA members to take part in research. This has two implications for

t

p

3.55
2.24
1.41
2.38
0.92

<.001
.026
.159
.018
.357

95% CI [Lower, Upper]
0.39,1.38
0.22, 3.39
>-0.01, 0.01
0.61, 0.06
> 0.01, <0.01

interpretation. First, levels of AA identity may be higher in
this sample than in the general population of people who
have been/are in contact with AA. Second, it is possible that
people in AA for longer periods are more likely to be abstinent than those who have left, and those who may start to
drink again may leave AA earlier than those who do not.
These dual effects may result in the analysis of long-term
members showing higher levels of efficacy than would be
observed in a more representative sample of the population.
Related to this, our definition of a recovery episode was
driven by months attending AA - which could vary from the
start of both an individuals’ entire recovery journey, or from
the start of a specific recovery episode. However, defining a
recovery episode is in itself difficult, as start points can be
conceptualised in various ways depending on one’s theoretical and/or lay perspective. For instance, the ‘start’ can be
understood as being from the start of a given recovery
attempt which can be the same or different to the date of a
recent lapse. From other perspectives, that ‘start’ can also
include contemplating the possibility of change (i.e. the transtheoretical model, see Prochaska & DiClemente, 1983).
However, the variance between joining AA during the current
quit attempt and a move from contemplation/or preparation
to action is likely to be proportionally small against the range
of episode lengths observed (weeks or possible months vs
up to 50 years), which provides confidence variance associated with this design decision is likely incidental.
Unexpectedly, the internal reliability of the self-efficacy
measure in the study was relatively low. This was unexpected
given its stable reliability across a variety of other studies,
including those involving Fellowships. It may be in part
driven by AA’s core assumption that addiction cannot be
‘managed’. Differences between this study and previous work
may be reflected in the heterogeneity of the current sample
in terms of AA membership length, and/or may reflect
changes in how people understand efficacy across the recovery journey. This warrants further investigation. This may also
have impacted the relationship between AA meeting attendance and efficacy, to the extent the reliability may have been
differentially affected by those with greater or lesser attendance rates. Finally, as we were interested in changes spanning many years, the data were cross-sectional, the measures
were taken simultaneously, and the relationships observed
correlational. This presents a need for longitudinal work to
explore the extent to which the relationships observed in
this and other work are causational.
In conclusion, this research presents a novel insight into
how social identification with social categories associated
with addiction recovery develop. It suggests that, although
levels of social identity are relatively stable amongst those in
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the early stages of their current recovery episode through to
those who have more experience, the effects of identity on
efficacy may differ over time. Moreover, while those early on
in their current recovery show a positive relationship
between identities and frequency of attending meetings,
those with more long-standing social identities may experience the same level of identity regardless of group involvement. Similar to this, our findings suggest that it is the level
of social identification itself rather than the level of involvement associated with it, which is related to higher selfefficacy. Finally, our results suggest that social identities may
be particularly protective for those who are on their first
recovery attempt suggesting recovery formation and transition may be a treatment priority during this period.
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