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Exploring Treatment Options
for Alcohol Use Disorders
Treatment techniques and tools to address alcohol use
disorders (AUDs)* have multiplied over the last 30 years,
moving beyond models based on Alcoholics Anonymous
and its offshoot, the Minnesota Model. Care providers
now can prescribe medications to aid people as they
work to reduce their drinking. If a traditional mutualhelp group model of care does not appeal to a patient, he
or she has other behavioral therapy options. And Webbased approaches provide access to therapy 24 hours a
day, 7 days a week.
Despite these developments, however, the majority of people
with alcohol use disorders (AUDs) in the United States go
untreated. According to data from NIAAA’s 2001–2002 National
Epidemiologic Survey on Alcohol and Related Conditions
(NESARC), only 14.6 percent of people with alcohol abuse
or dependence receive treatment.1,2 Another survey3 of people
who experienced the onset of alcohol dependence a year before
the study found that only 25 percent ever received treatment.
Though some people with AUDs do actually recover on their own
without formal treatment, some achieve partial remission, and
some cycle in and out of alcohol problems throughout their lives,
novel approaches and further access to treatment could play an
important role in helping people to reduce their drinking.2
This picture of a largely untreated population of patients has
prompted researchers to explore better ways of engaging people
who might not have considered treatment as an option for
addressing their problems with alcohol. Improving diagnosis
is one area under exploration, including screening for alcohol
abuse and alcoholism and providing brief interventions in a
variety of settings, such as primary care clinics and emergency
departments. Scientists are examining the effectiveness of
*Individuals whose excessive consumption of alcohol leads to 3 or more symptoms of
alcohol dependence or abuse have an alcohol use disorder. The range of symptoms include
repeatedly drinking more than intended, the inability to stop drinking despite a desire to
do so, a preoccupation with alcohol to the detriment of other aspects of a person’s life,
experiencing negative impacts of alcohol on social or professional obligations, withdrawal
symptoms, and craving.
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medications for treating patients and preventing relapse to
drinking. Research also suggests that a large proportion of
people with co-occurring psychological or medical conditions
remain underserved by existing treatment systems; greater
coordination of care might improve responses to AUD
treatment for this group.

any problems that appear, and teaching strategies for selfchange. Maintaining contact with patients and emphasizing
adherence appear to be key to successful treatment with
medications, and these aspects are especially well suited
to primary care settings where doctors maintain ongoing
relationships with their patients.9

This Alcohol Alert summarizes the state of alcoholism treatment
research, explores its use in a variety of settings, and reviews
new efforts for engaging people in treatment. Efforts to improve
continuing care for those in treatment and to coordinate care
for those with co-occurring disorders also are included. The
Alert then examines how health services and financing vehicles,
such as private and public insurance, influence people’s ability
to access and pay for that treatment.

Behavioral Therapies
Medications are one tool to stop or reduce drinking, but
successful long-term recovery centers on changing a person’s
behaviors and expectations about alcohol. Many treatment
approaches, including mutual-help groups like Alcoholics
Anonymous (AA), focus on behavioral principles such as
reinforcement and behavior modeling (for instance, these
groups provide sponsors who guide participants through the
program) to help patients make those changes. Since the mid1980s, therapies have become available that combine behavioral
principles of reinforcement and punishment with various
therapeutic techniques designed to encourage healthy behavior
change.10 Many of these therapies can be adapted for use
outside specialty alcoholism treatment settings, such as primary
care, emergency departments, community centers, and schools.

Broadening the Reach of Treatment
Although medications and behavioral therapies traditionally
have been developed and studied within specialty alcoholism
treatment settings, that is beginning to change. Studies show
that effective treatment can be administered in a variety of
settings and should be considered a routine component of
healthcare. As physicians gain experience and comfort with
alcohol treatment options, they will be more likely to identify
and help people with AUDs and to help them better manage
their drinking throughout their lives.

Behavioral therapies are especially effective in encouraging
self-change—or the ability of some people to quit drinking on
their own. These approaches use goal setting, self-monitoring
of drinking, analysis of drinking situations, and learning
alternate coping skills. Couples and family therapies analyze
drinking behaviors and aim to improve relationship factors,
such as improving communication, avoiding conflicts, and
learning to solve problems that might lead to drinking.

Medications
Primary care providers are accustomed to prescribing
medications for a number of illnesses, but generally are
unfamiliar with medicines to treat alcohol problems.
Medicines approved by the Food and Drug Administration
(FDA) to treat alcohol dependence include disulfiram
(Antabuse®), oral naltrexone, extended-release naltrexone
(Vivitrol®), and acamprosate (Campral®). Medications
marketed for other illnesses also have shown eff icacy in
treating AUDs, such as topiramate, which is approved to treat
epilepsy and migraines (for a review of approved medicines
and compounds in development, see reference).4

Care providers can offer these treatments not only in different
settings but in varying doses. For example, brief interventions
enable doctors to help patients in identifying high-risk situations
when they might use alcohol and discuss skills for coping with
those situations without drinking. Such therapies can be
delivered in a physician’s office in an hour or less. One study
determined that brief physician advice delivered across two doctor
visits and two follow-up phone calls resulted in reduced alcohol
use and binge drinking for up to 4 years after the intervention.11

New compounds under study also are showing promise. For
example, some compounds targeting certain brain systems are
being used for alcohol withdrawal and for relapse prevention.5,6
Also, researchers are studying medicines approved for smoking
cessation for their impact on heavy drinking.7,8

With such a variety of approaches available today, scientists are
examining whether certain patient characteristics predict better
responses to different approaches. Although no such patterns
have yet emerged from research, core components of effective
therapies have been identified that may prove useful in helping
a care provider decide which treatment is best for a particular
person. These components include enhancing social support,
working with the patient to develop goals and to provide
ideas for obtaining those goals, modeling and rewarding good
behavior, and reviewing ways to cope with the triggers that lead
to drinking. Matching a patient to therapies that address an area
where he or she shows the greatest need may prove most effective.

Positive results are found when medications are combined
with behavioral treatment.9 Now scientists are assessing
the appropriate level of counseling to use in conjunction
with medication and the best methods to enhance
patients’ medication adherence. Such approaches include
establishing a plan for adhering to the medication, solving
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Screening

become more involved. Patients who receive TSF also have
shown higher rates of continuous abstinence than those
receiving some other behavioral therapies.20

A potentially powerful way to improve problem drinkers’ access
to treatment is to make routine screening part of primary care.
Asking the single question of how often the patient exceeded
the daily maximum drinking limits in the prior year (i.e., 4
drinks for men, 3 drinks for women) can screen effectively for
unhealthy alcohol use.12 A simple question can then become
the opportune moment for a brief intervention.

Emerging Technologies
From social networking sites and news outlets to online
learning, the Internet is changing the way people communicate
and obtain information. Internet and computer-based
technologies are infiltrating many levels of AUD care, from
screening to recovery. Early evidence suggests that they improve
access to services and promote treatment effectiveness.21

Mutual-help Groups (MHGs)
Despite developments in medications and behavioral therapies,
MHGs remain the most commonly sought source of help
for AUDs in the United States.13 MHGs are groups of two
or more people who share a problem and come together to
provide problem-specific help and support to one another.14
Although AA has the largest following, groups catering to
populations with different demographics and preferences (e.g.,
women and younger people) also can be found.

The Internet gives patients the option of receiving treatment
24 hours a day, 7 days a week. It enables a patient in a rural
setting to access much of the same care as those in urban
settings, provided he or she has Internet access. Using Webbased therapy, patients can compare their drinking patterns
with those of people like them or take a test that indicates
the severity of their drinking concerns. These tools are costeffective ways of engaging people in treatment. For those
who want to reduce their drinking, Internet tools can provide
drinking diaries, goal-setting exercises, and relapse-prevention
techniques. These may prove useful for patients most
interested in self-help. While the tools have most often been
studied under circumstances of face-to-face contact with a care
provider, some studies of online versions of the tools suggest
that people who use them do reduce their drinking.22,23

One reason for the popularity of MHGs may be their inherent
flexibility and responsiveness.15 People can attend MHGs
as frequently and for as long as they want without insurance
and without divulging personal information. Often, people
can attend MHGs at convenient times, like evenings and
weekends, when they are at higher risk of a relapse to drinking.
MHGs also are more cost effective than formal treatment. For
example, patients can attend AA at no cost, which translates
into about 45 percent lower overall treatment costs than costs for
patients in outpatient care while achieving similar outcomes.16

In addition to improving the accessibility of screening and
other tools, emerging technologies also are being used to
help clinicians maintain better contact with their patients
through the use of mobile phone-based counseling and online
counseling.24,25 Here, monitoring tools such as interactive
voice response programs can collect information from patients
and help caregivers keep track of patients’ progress and signal
the potential need for intervention.26

Although high-quality clinical trials assessing MHGs are
difficult because of their voluntary and anonymous nature,
studies that follow drinkers during and after treatment have
shown that MHGs compare well with more formal treatment.
AA participants in a 16-year study did as well in achieving
abstinence at the 8-year mark as those in formal treatment
(approaching 50 percent), and a group that participated in
both AA and formal treatment performed better than formal
treatment alone at years 1 and 3.17 Other studies show that
people involved in MHGs had more friend support resources
than those in outpatient programs.18 Indeed, some scientists
believe the improvement in participants’ social network and
the support they receive for abstinence may explain the success
of MHGs. Also, people can have access to this support for as
long as they need it.

One new program for helping patients with long-term
management of their own AUDs takes advantage of
the capabilities of smartphones. Known as the Alcohol–
Comprehensive Health Enhancement Support System
(A-CHESS), the program uses smartphones to provide patients
with information, adherence strategies, decision-making tools,
reminders, and social support services in easy-to-use formats.
The phone application is customizable to focus on particular
patients’ needs and enhances their autonomy by providing a
tool that provides resources patients can select when needed.27

Thus, MHGs remain a staple treatment tool and provide a
good alternative for physicians to consider when counseling
patients. One method doctors use to encourage patients to try
MHGs, called twelve-step facilitation (TSF) therapy, dispels
myths and encourages patients to attend meetings. Studies of
TSF19,20 show that if physicians actively refer their patients to
MHGs by making arrangements for them to attend meetings
or setting up introductions to group members, patients do

Reaching Out to Potential Patients
Because such a high proportion of people with unhealthy
alcohol use—from risk drinking and abuse to dependence—
go untreated, it may be advantageous to expand treatment to
include other settings, such as primary care offices, emergency
3

Some programs have gone a step further, offering “treatment
on demand.” Rather than working to change a person’s
motivations directly, these programs simply promote rapid
treatment entry as soon as an individual’s motivation shifts
in favor of change.39 Another approach, the Community
Reinforcement and Family Training (CRAFT) model,40 works
to change the patient’s environment to make a non-substanceusing lifestyle more rewarding than one focused on drinking.
In the CRAFT model, concerned significant others (CSOs) are
the focus of the therapy instead of the substance abusers. CSOs
receive training to change their interactions with the substanceusing person, reducing their enabling behaviors and improving
their communication strategies.41

departments, and even community centers. Involving health
care providers such as psychiatrists, psychologists, and social
workers also may help. Even still, these measures may not
be enough. Studies suggest that the majority of those with
alcohol problems recognize the problem as much as a decade
before they seek treatment, which implies there may be an
opportunity for reaching patients earlier.28 Understanding
the factors that influence people’s decisions to seek care and
learning how to engage them will direct this effort.

Characteristics of Treatment Seeking
Only 15 to 25 percent of people with drinking problems
seek help from doctors, treatment programs, or MHGs.1,2,29
Many do not use treatment services until they are forced to do
so by a court, a family member, or an employer.30 People in
alcohol treatment, then, often have the most serious problems,
such as comorbid health, mental health, and psychosocial
problems.1 However, studies also show that 66–75 percent of
risky drinkers do make positive changes, including reaching
abstinence or stable moderation, on their own.31,32 People
who resolve drinking problems on their own more commonly
become moderate drinkers than those who receive treatment.

Keeping Patients in Recovery
Unfortunately, even after entering treatment, many patients drop
out—either during the initial phases or later during follow-up care.
Some of the same concerns that prevent people from entering
treatment make them especially reluctant to continue with care.
Generally, patients in AUD treatment begin with intensive
outpatient treatment of two to three sessions per week lasting
between 30 and 60 days, followed by a continuing care phase
when patients are encouraged to attend self-help meetings.
Yet, alcohol problems typically are chronic, involving cycles of
abstinence, relapse, and treatment. This has led researchers42,43
to design approaches that provide a continuum of care,
blurring the traditional distinction between intensive initial
phases and followup with MHGs or individual therapy. That
research shows that interventions with a longer duration (i.e.,
at least 12 months) or in which patients are actively engaged
through telephone calls, home visits, or by involving a patient’s
support network—such as family, friends, and employers—
have the most success.42

Research suggests that a person’s denial that he or she has a
drinking problem is not a primary reason people do not seek
treatment.33 One possible reason people do not seek treatment
earlier is that both alcohol problems and treatment remain
stigmatized in society. Other barriers to treatment include
a belief that the problem is not serious enough to warrant
treatment.34,35 People also report that a lack of insurance,
worries about privacy, and problems making or keeping
appointments keep them from treatment.

Researchers also are investigating ways to make remaining
active in treatment more appealing, including the use of
incentives—such as providing monetary rewards or support
with housing, employment, or alcohol-free social activities—to
keep patients from dropping out of treatment. Also, programs
can take into account patients’ preferences for the type and
intensity of their treatment and, importantly, be able to detect
and adapt to each patient’s changing likelihood of relapse. As
noted above, smartphones and the Internet can play a role in
identifying fluctuations in a patient’s needs.

The consequences of heavy drinking—particularly social
consequences—do drive people to seek help.29 Positive change
and treatment-seeking are more likely among people whose
social networks encourage them to get help and discourage
heavy drinking, while help-seeking is likely among those whose
networks accept heavy drinking.36–38

Strategies for Promoting
Treatment Seeking
To remove barriers to treatment, programs are starting to view
people with AUDs and their social networks as consumers of
services who can choose among many available alternatives.
Programs are making services more user friendly and attractive
by providing convenient appointments, parking, and childcare.
They also can offer treatment goals that do not necessarily
require abstinence in the near term but allow for more gradual
approaches to change.

Treating Patients with
Co-occurring Disorders
Although engaging and keeping people with AUDs in
treatment are essential areas for improvement in service
delivery, another dimension that can add significantly to
the success of treatment is improving care for those with co4

occurring psychological or medical disorders (CODs). More
than half (51.4 percent) of those with a lifetime alcohol or other
drug disorder also have a co-occurring mental health disorder.44
In addition, research suggests that people with alcohol or other
drug problems have a higher prevalence of general health
problems, and in particular diseases such as HIV, hepatitis B
and C, viruses, asthma, hypertension, and others.45,46 All this
complicates treatment and frequently contributes to poorer
outcomes.47 Better integration of care is key.
Researchers have proposed several ways to approach COD
treatment. For example, is it better for separate providers to treat
one disorder at a time? Or is it more advantageous for a single
clinician to treat both disorders simultaneously? Unfortunately,
to date, few studies have yet been able to make recommendations
about the effectiveness of one strategy versus another.
What is clear is that primary care settings offer a promising
environment for incorporating both AUD and mental health
services, as this is where the services would be less stigmatized
and potentially reach more patients.47 Considering the reviews
and recommendations from groups such as the Institute of
Medicine, which reported on the state of integrated care,48
trends in care will continue to shift for those with CODs.

Considering Financing
Methods of reimbursement, such as fee-for-service versus
fixed-budget, create incentives that influence the accessibility,
quantity, and quality of care—sometimes negatively. Patients
cite lack of insurance coverage as a reason they do not enter
AUD treatment. Additionally, insurance reimbursement often
does not pay for extended follow-up care.
The setting for treatment services and the amount of services a
patient can receive largely depend on what insurance companies
and public payers such as States are willing to finance.49 One
thing, however, that influences payers is new legislation; several
recent policy changes are likely to affect AUD treatment services.

Conclusion
People with AUDs differ in their degree of severity, in their
co-occurring conditions, and in the social systems that support
either their recovery or their continued abusive drinking. In
recognizing this, the field is seeking ways to better tailor care
and to make that care responsive to a patient’s changing needs.
Emerging technologies likely will make these goals easier and
perhaps more cost effective. Simultaneously, changes in policies
and insurance coverage can help create new, more flexible
systems that reflect the latest research findings. Also, it will be
important to embrace the existing treatment framework—
such as medications, behavioral therapies, and mutual help
groups—that have been shown to have a significant impact
on many people’s efforts to change their drinking.
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Alcohol Research & Health, 33(4) “Expanding the Framework of Treatment” focuses
on the numerous and varied approaches in the treatment of alcohol use disorders.
The articles discuss the ways in which treatment is being made more accessible,
more effective, and more cost effective.The articles also review such approaches
as behavioral therapy, medications development, and advances in technology,
as well as integrated care for patients with co-occurring disorders.
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For more information on the latest advances in alcohol research, visit NIAAA’s
Web site, www.niaaa.nih.gov
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