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Almost 600,000 patients are treated for alcohol abuse and alcohol
dependence in the United States each year. Yet no one treatment
approach has been shown to be successful for all these patients.
Innovative treatment modalities are being studied in an effort to
make alcoholism treatment more effective and more economical. 

It is estimated that 9.6 percent of men
and 3.2 percent of women in the
United States will become alcohol 
dependent at some time in their lives

(Grant 1992); many more men and wom­
en will exhibit drinking behavior that can
be classified as alcohol abuse. Alcohol 
dependence is a chronic, primary psychi­
atric disorder characterized by a cluster of
recognizable symptoms, including alcohol
tolerance (i.e., needing more alcohol to
become intoxicated); physical withdraw­
al; loss of control over drinking; and
continued use of alcohol despite social,
medical, family, or occupational problems
(American Psychiatric Association [APA]
1994). Alcohol abuse is less severe than
alcohol dependence. It is characterized by
harmful consequences of drinking (e.g.,
failure to fulfill major social, family, or
vocational obligations; recurrent alcohol
use in physically dangerous situations;
and repetitive legal problems) but without
the development of alcohol tolerance,
physical withdrawal, or compulsive alco­
hol use (APA 1994).

Both alcohol dependence and alcohol
abuse are disorders that can and should be 
treated. According to a 1991 survey of
alcoholism and other drug abuse treatment
facilities and their clients, almost 575,000 

clients were treated in 8,928 facilities in the
United States (U.S. Department of Health
and Human Services [USDHHS] 1993). Of
these clients, 12 percent were admitted to
inpatient programs, and 88 percent were
treated as outpatients. Sixty­seven percent
of the clients were white; 17 percent were
African­American; 12 percent were
Hispanic; and 4 percent were Asian, Native
American, and other ethnic groups. About
60 percent of the clients were in their
twenties and thirties, 6 percent were ado­
lescents under 18, and 5 percent were over
age 55. Twenty­five percent of the clients
in treatment were women. 

This overview describes current types
and innovative components of alcoholism
treatment and evidence of their effective­
ness. In addition, treatment needs of priori­
ty populations,1 including older persons,
women, and minority patients, are dis­
cussed. Current interest in patient­treatment
matching as a means to increase the indi­
vidualization of services and, consequent­
ly, their effectiveness are considered.
Finally, cost­effectiveness and financing
trends are addressed briefly. 

1For a definition of this term, see the section 
“Treatment for Priority Populations” on p. 257. 

TREATMENT SETTINGS 

Alcoholism treatment services are deliv­
ered in two general settings—inpatient and
outpatient. Inpatient settings mostly consist
of short­term residential programs. They
often are used for the early phases of
treatment, particularly acute detoxification.
Outpatient settings provide more long­term
maintenance treatment, with group meet­
ings and individual counseling offered
once or twice a week. Because of current 
concern over increasing health care costs,
more emphasis now is being placed on
outpatient care during all stages of recov­
ery. As a result, successful models of
outpatient detoxification and intensive day
treatment services have been developed. 

Inpatient Treatment 
Residential 28­day treatment programs
traditionally have been considered the
foundation of the early recovery period. 
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These programs often are based on the
disease model of alcoholism and on the 
12­step or Alcoholics Anonymous (AA)
philosophy and practices. Abstinence
from alcohol and other drugs (AOD’s) is
the primary treatment goal in these pro­
grams. Patients participate in frequent
AA meetings and ideally are linked to an
AA sponsor and a local AA chapter prior
to discharge.

Inpatient settings, such as hospitals,
provide intensive, highly structured treat­
ment, such as group therapy and alco­
holism education, for several hours daily.
Issues covered in alcoholism education 
include health consequences, course of
the disease, effects on the family, and
other relevant topics. In addition to these
group activities, clients work individually
with a counselor to develop and imple­
ment a treatment plan that defines the
treatment goals and to receive personal­
ized therapy for special problems or
needs. An essential element of residential 
programs appears to be milieu treatment,
that is, living with a large number of
alcoholic patients who have had similar
experiences and problems and who can
offer insight and advice on the recovery
process. Professional staff are available
during the treatment’s early stages to
manage medical problems and to conduct
a psychosocial evaluation to guide the
treatment process. Toward the end of the
hospitalization, treatment often involves
the client’s family, and the spouse or
other family members may be asked to
join the treatment process.

Walsh and colleagues (1991) recently
investigated the effectiveness of inpatient
alcoholism treatment. Alcoholics who 
were identified through employee assis­
tance programs were entered randomly
into one of three treatment options: com­
pulsory residential treatment followed by
AA attendance, compulsory community­
based AA attendance alone, or patient
choice of treatment modality. The majori­
ty of patients in the third group chose
either inpatient treatment (41 percent)
or AA attendance (46 percent). All three
groups showed substantial and fairly stable
improvement in alcohol consumption
and employment status over the 2­year
followup period; patients in inpatient
programs, however, improved most on
several measures of AOD use. Although
these results suggest the effectiveness
of residential treatment, they cannot
be generalized, because no formal out­
patient treatment group was included in
the study design. 

A recent study by Finney and Moos
(1991) also supports favorable long­term
outcomes for alcoholics following resi­
dential treatment. Ten years after treat­
ment, married or cohabiting alcoholics
were compared with a community sample
matched on various health, demographic,
and psychosocial characteristics. About
70 percent of the patients were abstinent
or stable nonproblem drinkers during the
last 5 years, and only 30 percent had
relapsed to heavy drinking. Recovered
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patients appeared equivalent to the com­
munity sample on measures of mental and
physical health and occupational and
family functioning, whereas relapsed
patients generally fared worse than the
community sample. These findings under­
score that many alcoholics are treated
successfully and have a favorable long­
term treatment outcome. 

In recent years, inpatient treatment
programs have undergone substantial
changes. For example, length of stay in
many programs has decreased dramatical­
ly as a result of increased emphasis on
outpatient interventions and of cost pres­
sures from the insurance industry. Whether
this affects treatment outcome has not 
been determined. 

The client population also has changed
in recent years and now includes more
multiple substance abusers than before.
Consequently, the emphasis in many
programs has shifted from a focus on
alcoholism only to a focus on combined
AOD dependence. 

Outpatient Treatment 
The majority of alcoholic patients are
treated on an outpatient basis. In 1991,
88 percent of the clients who sought treat­
ment for alcohol problems were treated
in outpatient facilities (USDHHS 1993). 

These facilities offered detoxification 
services (to about 3,200 clients), intensive
outpatient care (to about 52,400 clients),
and regular outpatient services (to about
641,400 clients). 

Intensive Outpatient Care. Intensive 
outpatient programs were modeled after
psychiatric day treatment programs, which
emerged in the 1970’s as alternatives to
inpatient hospitalization. The intensive
outpatient programs vary considerably in
the amount of time that patients are treat­
ed, ranging from 8 hours per day, 7 days
per week, to 3 hours per day, several days
per week. Several well­controlled studies
comparing inpatient and intensive outpa­
tient treatment have demonstrated compa­
rable long­term outcomes but significantly
lower costs in the intensive outpatient
setting. For example, Fink and colleagues
(1985) reported improved rates of absti­
nence from alcohol and improved mood
for patients treated in an intensive outpa­
tient program compared with those in an
inpatient program. Comparable outcomes
for the two groups were found for other
measures of alcohol involvement, job
stability, and interpersonal status (e.g.,
functioning in parental and spousal roles).
Longabaugh and colleagues (1983)
demonstrated that the treatment costs 
were much lower in intensive outpatient
than in inpatient treatment.

Intensive outpatient treatment may
offer two kinds of advantages. First, it has
clinical advantages by allowing patients
to practice relapse prevention and man­
agement skills while being in a highly
structured treatment setting. Second, it
has practical advantages, such as the
ability to serve larger numbers of patients;
increased scheduling flexibility (e.g.,
offering evening programs for employed
patients); and an opportunity for the
patients to maintain their established roles
of employee, spouse, and/or parent while
receiving intensive treatment. 

Regular Outpatient Care. Regular outpa­
tient alcoholism services are used as 
primary treatment or as extended aftercare
following completion of an inpatient or
intensive outpatient program. These types
of outpatient services usually include
weekly group therapy sessions, regular
individual counseling sessions with an
alcoholism counselor, participation in AA
meetings, and family therapy when appro­
priate. The recommended treatment
length generally is at least 1 year. The
number of treatment sessions and the 
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A l c o h o l i s m T r e a t m e n t i n t h e U n i t e d S t a t e s
 

l e n g t h o f s t a y i n o u t p a t i e n t t r e a t m e n t a r e
r e l a t e d p o s i t i v e l y t o l o n g ­t e r m i m p r o v e ­
m e n t i n d r i n k i n g b e h a v i o r a n d o t h e r
p s y c h o s o c i a l a r e a s ( P o l i c h e t a l . 1 9 8 0 ) .

O u t p a t i e n t p r o g r a m s c a n s u p p o r t
a n d e n h a n c e t h e i m p r o v e m e n t s a c h i e v e d
i n i n p a t i e n t t r e a t m e n t . I n a s t u d y b y
M c L a t c h i e a n d L o m p ( 1 9 8 8 ) , r e s i d e n t i a l
p a t i e n t s w e r e a s s i g n e d r a n d o m l y t o
g r o u p s w i t h n o , w i t h v o l u n t a r y , o r w i t h
m a n d a t o r y o u t p a t i e n t a f t e r c a r e p a r t i c i p a ­
t i o n f o r 1 2 w e e k s . C l i e n t s w h o c o m p l e t e d
t h e o u t p a t i e n t p r o g r a m h a d s u b s t a n t i a l l y
l o w e r r e l a p s e r a t e s t h a n n o n c o m p l e t e r s ,
r e g a r d l e s s o f t h e s p e c i f i c n u m b e r o f a f t e r ­
c a r e s e s s i o n s o r t y p e o f a f t e r c a r e r e q u i r e ­
m e n t . S i m i l a r l y , G i l b e r t ( 1 9 8 8 ) f o u n d t h a t
p a t i e n t s w h o c o m p l e t e d a n a f t e r c a r e p r o ­
g r a m r e p o r t e d m o r e a b s t i n e n t d a y s a n d
f e w e r a l c o h o l d e p e n d e n c e s y m p t o m s t h a n
p a t i e n t s w h o d r o p p e d o u t . T h e s e s t u d i e s
h i g h l i g h t t h e r o l e o f p a t i e n t c o m p l i a n c e a s
a d e t e r m i n a n t o f t r e a t m e n t o u t c o m e a n d 
s u g g e s t t h a t g r e a t e r e m p h a s i s s h o u l d b e
p l a c e d o n s t r a t e g i e s t h a t e n c o u r a g e p a t i e n t s
t o f o l l o w t h e t r e a t m e n t p r o g r a m . 

Self­Help Programs 
S i n c e t h e 1 9 4 0 ’s c o m m u n i t y ­b a s e d s e l f ­
h e l p p r o g r a m s h a v e g r o w n c o n s i d e r a b l y .
T h e y a r e n o w w i d e l y a v a i l a b l e a n d o f f e r
a n i m p o r t a n t i n t e r v e n t i o n r e s o u r c e f o r
p e o p l e w i t h a l c o h o l p r o b l e m s . T h e b e s t ­
k n o w n a n d m o s t f r e q u e n t l y u s e d s e l f ­h e l p 
p r o g r a m i s A A . A A g r o u p s a r e s e l f ­
g o v e r n e d a n d i n d e p e n d e n t o f f o r m a l a l c o ­
h o l i s m t r e a t m e n t f a c i l i t i e s . M e e t i n g s a r e
c o n d u c t e d b y r e c o v e r i n g a l c o h o l i c s , w i t h ­
o u t r e g a r d t o f o r m a l c o u n s e l i n g t r a i n i n g
a n d e x p e r i e n c e . C r i t i c a l e l e m e n t s o f t h e
A A p r o g r a m i n c l u d e f e l l o w s h i p m e e t i n g s ,
w i t h m e m b e r s e x p e c t e d t o a t t e n d 9 0 m e e t ­
i n g s i n 9 0 d a y s d u r i n g t h e e a r l y r e c o v e r y
p e r i o d ; a s p o n s o r s y s t e m , i n w h i c h n e w l y
r e c o v e r i n g a l c o h o l i c s a r e l i n k e d t o a n
e s t a b l i s h e d m e m b e r f o r a s s i s t a n c e a n d 
a d v i c e ; a n d t h e 1 2 ­s t e p p h i l o s o p h y . T h i s
p h i l o s o p h y s p e l l s o u t a s e r i e s o f a c t i v i t i e s
o r s t e p s t h a t t h e a l c o h o l i c s h o u l d a c h i e v e
i n t h e r e c o v e r y p r o c e s s .

I t h a s b e e n d i f f i c u l t t o s t u d y A A’s
e f f e c t i v e n e s s a s a t r e a t m e n t i n t e r v e n t i o n ,
i n p a r t b e c a u s e o f t h e a n o n y m i t y o f A A
m e m b e r s a n d i n p a r t b e c a u s e o f t h e i n ­
a b i l i t y t o c o n d u c t r a n d o m i z e d c l i n i c a l
t r i a l s i n a n A A s e t t i n g . O n e r e c e n t s t u d y
f o u n d A A p a r t i c i p a t i o n t o b e t h e o n l y
s i g n i f i c a n t p r e d i c t o r o f l e n g t h o f s o b r i e t y
d u r i n g l o n g ­t e r m f o l l o w u p ( C r o s s e t a l .
1 9 9 0 ) . B e i n g a n A A s p o n s o r c o r r e l a t e d
p a r t i c u l a r l y s t r o n g l y w i t h s o b r i e t y : 9 1 

p e r c e n t o f t h e s p o n s o r s r e p o r t e d c o m p l e t e
o r s t a b l e r e c o v e r y . A l t h o u g h s u c h a n a l y ­
s e s a r e c o n f o u n d e d b y t h e f a c t t h a t A A
p a r t i c i p a n t s m a y b e m o r e m o t i v a t e d f o r
r e c o v e r y t h a n a r e o t h e r p a t i e n t s , t h e s e
f i n d i n g s s u g g e s t t h a t p a r t i c i p a t i o n i n
s e l f ­h e l p p r o g r a m s c a n a s s i s t i n t h e a l c o ­
h o l i s m r e c o v e r y p r o c e s s a n d s h o u l d b e
s t u d i e d f u r t h e r ( f o r m o r e i n f o r m a t i o n ,
s e e t h e a r t i c l e b y T o n i g a n a n d H i l l e r ­
S t u r m h ö f e l , p p . 3 0 8 – 3 1 0 ) . 

TREATMENT COMPONENTS 

O f t e n t h e f i r s t s t e p o f a l c o h o l i s m t r e a t ­
m e n t i s m a n a g i n g t h e e f f e c t s o f a b r u p t
c e s s a t i o n o f a l c o h o l i n t a k e t h r o u g h p h a r ­
m a c o l o g i c a l l y a s s i s t e d d e t o x i f i c a t i o n . T h e
m a j o r i t y o f t r e a t m e n t c o m p o n e n t s , h o w ­
e v e r , s t r i v e t o a c h i e v e l o n g ­t e r m a b s t i ­
n e n c e o r r e d u c e d a l c o h o l c o n s u m p t i o n
i n t h e p a t i e n t s . R e c e n t l y , t h e r e h a s b e e n
i n c r e a s e d e m p h a s i s o n e v a l u a t i n g f o c u s e d ,
s t a n d a r d i z e d t h e r a p e u t i c i n t e r v e n t i o n s ,
w h i c h m a y b e o f f e r e d a l o n e o r a s p a r t o f
l a r g e r t r e a t m e n t p r o g r a m s . C o m p o n e n t s
t h a t s h o w p a r t i c u l a r p r o m i s e f o r e f f e c t i v e
t r e a t m e n t f a l l i n t o t w o b r o a d c a t e g o r i e s .
O n e c a t e g o r y c o n s i s t s o f s t r a t e g i e s t o
r e d u c e a l c o h o l u s e d i r e c t l y , s u c h a s b r i e f
i n t e r v e n t i o n s , p h a r m a c o t h e r a p y , b e h a v ­
i o r a l s e l f ­c o n t r o l t r a i n i n g , 2 a n d c u e e x t i n c ­
t i o n . 3 T h e s e c o n d c a t e g o r y i n c l u d e s
s t r a t e g i e s t o r e d u c e a l c o h o l u s e i n d i r e c t l y
t h r o u g h e n h a n c e m e n t o f s o c i a l a n d c o p i n g
s k i l l s ( e . g . , b e h a v i o r a l m a r i t a l t h e r a p y ,
r e l a p s e p r e v e n t i o n , a n d s t r e s s m a n a g e ­
m e n t ) ( H o l d e r e t a l . 1 9 9 1 ; M i l l e r 1 9 9 2 ; f o r
m o r e i n f o r m a t i o n o n b e h a v i o r a l t r e a t m e n t ,
s e e t h e a r t i c l e b y K a d d e n , p p . 2 7 9 – 2 8 6 ) . 

Detoxification 

A l c o h o l w i t h d r a w a l c a n b e a p o t e n t i a l l y
l i f e ­t h r e a t e n i n g m e d i c a l p r o b l e m r e q u i r ­
i n g m e d i c a l c a r e ; h o w e v e r , f e w e r t h a n 1 0
p e r c e n t o f a l c o h o l ­d e p e n d e n t p a t i e n t s a r e
a t r i s k f o r s e v e r e w i t h d r a w a l s y m p t o m s .
T h u s , t h e c h a l l e n g e f o r c o s t ­e f f e c t i v e 
w i t h d r a w a l m a n a g e m e n t i s t o i d e n t i f y 

2B e h a v i o r a l s e l f ­c o n t r o l t r a i n i n g c o n s i s t s o f t e c h ­
n i q u e s o r s t r a t e g i e s i n t e n d e d t o e n a b l e c l i e n t s t o
m a n a g e o r c o n t r o l t h e i r d r i n k i n g u s i n g e i t h e r a b s t i ­
n e n c e o r m o d e r a t i o n a s t r e a t m e n t g o a l s . 

3I n t h i s a p p r o a c h , c l i e n t s f r e q u e n t l y a r e e x p o s e d t o
c u e s r e l a t e d t o d r i n k i n g ( e . g . , s i g h t o r s m e l l o f
a l c o h o l ) w i t h o u t a c t u a l l y r e c e i v i n g a l c o h o l . T h i s
r e d u c e s t h e p h y s i o l o g i c a l a n d p s y c h o l o g i c a l e f f e c t s
o f t h e c u e s a n d t h u s r e d u c e s t h e i r e f f e c t i v e n e s s a s 
t r i g g e r s o f a l c o h o l u s e a n d r e l a p s e . 

t h o s e p a t i e n t s w h o n e e d p h a r m a c o l o g i c a l
s u p p o r t a n d i n t e n s i v e m e d i c a l c a r e i n a n
i n p a t i e n t s e t t i n g .

B e n z o d i a z e p i n e m e d i c a t i o n s ( e . g . ,
V a l i u m ® , A t i v a n ® ) a r e u s e d w i d e l y f o r
a l c o h o l w i t h d r a w a l m a n a g e m e n t . S o m e
i n v e s t i g a t o r s s u p p o r t b e n z o d i a z e p i n e
t r e a t m e n t f o r a l l p a t i e n t s w i t h m o d e r a t e ­
t o ­s e v e r e w i t h d r a w a l s y m p t o m s b e c a u s e
o f p o s s i b l e l o n g ­t e r m , c u m u l a t i v e c e n t r a l
n e r v o u s s y s t e m d a m a g e a s s o c i a t e d w i t h
r e p e a t e d u n m e d i c a t e d a l c o h o l w i t h d r a w a l
e p i s o d e s , e v e n i f e a c h e p i s o d e s e e m s
i n n o c u o u s ( L i n n o i l a e t a l . 1 9 8 7 ) . O t h e r
i n v e s t i g a t o r s h a v e a t t e m p t e d t o d e v e l o p
s t a n d a r d i z e d a p p r o a c h e s f o r i d e n t i f y i n g
p a t i e n t s i n n e e d o f m e d i c a t i o n a n d f o r
d e t e r m i n i n g d r u g d o s a g e l e v e l s . F o r
e x a m p l e , W a r t e n b e r g a n d c o l l e a g u e s
( 1 9 9 0 ) u s e d t h e r e v i s e d C l i n i c a l I n s t i t u t e
A l c o h o l W i t h d r a w a l S c a l e t o m o n i t o r 
s y m p t o m s e v e r i t y a m o n g p a t i e n t s i n a n
i n p a t i e n t d e t o x i f i c a t i o n u n i t . T h e y f o u n d
t h a t o n l y 1 3 p e r c e n t o f t h e p a t i e n t s n e e d e d
m e d i c a t i o n , w h e r e a s 7 3 p e r c e n t o f t h e
p a t i e n t s w e r e m e d i c a t e d b e f o r e t h i s a s s e s s ­
m e n t t o o l w a s u s e d . A l t h o u g h f e w e r p a ­
t i e n t s w e r e m e d i c a t e d , t h e r e w a s n o
i n c r e a s e i n t h e o v e r a l l i n c i d e n c e o f w i t h ­
d r a w a l c o m p l i c a t i o n s o r e a r l y t e r m i n a t i o n
o f t r e a t m e n t . P a t i e n t s c o u l d b e n e f i t f r o m 
d e c r e a s e d b e n z o d i a z e p i n e u s e b y e x p e r i ­
e n c i n g l e s s s e d a t i o n a n d d r o w s i n e s s , w h i c h
m a y i n t e r f e r e w i t h s h o r t ­t e r m r e h a b i l i t a t i o n 
t h e r a p y . I n a d d i t i o n , b e n z o d i a z e p i n e s h a v e
a n a b u s e p o t e n t i a l o f t h e i r o w n , a n d t h e i r
e x t e n s i v e u s e m a y c a u s e b e h a v i o r a l p r o b ­
l e m s i n p a t i e n t s r e q u e s t i n g l a r g e r d o s e s
t h a n a r e r e c o m m e n d e d . 

B e c a u s e t h e m a n a g e m e n t o f a l c o h o l
w i t h d r a w a l w i t h m e d i c a t i o n s i s s a f e f o r m o s t 
p a t i e n t s , o u t p a t i e n t d e t o x i f i c a t i o n m o d e l s
h a v e b e e n d e v e l o p e d . H a y a s h i d a a n d c o l ­
l e a g u e s ( 1 9 8 9 ) c o m p a r e d b e n z o d i a z e p i n e ­
a s s i s t e d w i t h d r a w a l f o r a l c o h o l i c s i n b o t h 
a n o u t p a t i e n t a n d a n i n p a t i e n t s e t t i n g .
A l t h o u g h m o r e p a t i e n t s d r o p p e d o u t o f
o u t p a t i e n t d e t o x i f i c a t i o n , n o d i f f e r e n c e s
b e t w e e n t h e t w o g r o u p s w e r e f o u n d i n
w i t h d r a w a l c o m p l i c a t i o n s a n d t r a n s f e r
r a t e s i n t o l o n g ­t e r m r e h a b i l i t a t i o n . S i x 
m o n t h s a f t e r d e t o x i f i c a t i o n , p a t i e n t s i n
b o t h g r o u p s r e p o r t e d c o m p a r a b l e i m ­
p r o v e m e n t s i n a l c o h o l c o n s u m p t i o n a n d
p s y c h o s o c i a l s t a t u s . 

Brief Interventions 
G r o w i n g e v i d e n c e i n d i c a t e s t h e e f f e c t i v e ­
n e s s o f b r i e f i n t e r v e n t i o n s i n d e c r e a s i n g
a l c o h o l u s e b y h e a v y d r i n k e r s w h o a r e
n o t y e t p h y s i c a l l y d e p e n d e n t o n a l c o h o l 
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(Institute of Medicine [IOM] 1990).
Physicians and other health care profes­
sionals deliver these interventions based 
on an assessment of the patient’s alcohol
use and alcohol­related problems. During
a brief, highly directive consultation, the
professional informs the patient about the
assessment results (e.g., elevated liver
functions, absenteeism or lateness at
work, or alcohol­related arrests). The
professional then offers clear strategies,
such as goal setting and contracting, to
reduce future drinking.

Researchers have studied the effective­
ness of brief interventions in inpatient and
outpatient health care settings. The find­
ings indicate that brief interventions
reduce alcohol use and improve health
status when compared with no interven­
tion (Wallace et al. 1988) and can be as
effective as more extended treatment 
protocols (Chick et al. 1988). Bibliother­
apy, a type of brief intervention in which
patients receive written materials on the
harmful effects of alcohol and guidelines
for reducing drinking, also has been found
to reduce alcohol consumption and asso­
ciated problems (Sanchez­Craig et al.
1989). These interventions represent a
potentially powerful and cost­effective
tool for early treatment of heavy drinkers
identified in a variety of settings. 

Pharmacotherapy 
Three types of medications have received
the most attention in research conducted 
on the long­term treatment of alcohol
abuse/dependence: alcohol­sensitizing
drugs, anticraving drugs, and drugs that
treat concurrent psychiatric disorders
(Litten and Allen 1991; for more in­
formation, see the article by Anton,
pp. 265–271). 

Alcohol­Sensitizing Medications. Such 
alcohol­sensitizing medications as
Antabuse® are used to discourage patients
from drinking during their rehabilitation
program. When combined with alcohol,
these drugs produce unpleasant effects,
including facial flushing, nausea, vomiting,
and increased blood pressure and heart
rate. In a comprehensive well­controlled
study of the effectiveness of Antabuse,
Fuller and colleagues (1986) reported that
the medication did not improve abstinence
rates, the length of time to relapse, or
psychosocial functioning more than did
counseling alone. Patients on Antabuse
who did not remain abstinent, however, 

drank less frequently than relapsed pa­
tients who did not receive the medication. 

For almost all patients, Antabuse ap­
pears to act through a psychological mech­
anism rather than through the actual
pharmacological interaction with alcohol;
that is, the patients believe that they will
become sick if alcohol is ingested and,
therefore, do not drink (Allen and Litten
1992). Thus, patients who comply with the
administration protocol typically achieve
successful outcomes without actually
experiencing the alcohol­sensitizing reac­
tion. As a result, increased attention has
been given to strategies to improve compli­
ance with the recommended medication 
regimen (Allen and Litten 1992). 

Anticraving Medications. Over the last 
several decades, research has shown that
various neurochemicals (i.e., chemical
messengers that modulate responses of
neurons in the brain) play a role in the
development of alcohol consumption,
tolerance, and dependence. Studies now
are focusing on neuroregulating medica­
tions to reduce craving for alcohol and
alcohol’s rewarding or intoxicating effects.
One potential target is the opioid regula­
tory system. Two recent studies have re­
ported that naltrexone, which blocks
opiate receptor sites in the brain, decreas­
es alcohol consumption and relapse in
alcohol­dependent men enrolled in outpa­
tient alcoholism treatment (O’Malley et al.
1992; Volpicelli et al. 1992; also see the
article by Volpicelli et al., pp. 272–278). 

Psychiatric Medications. Many alcoholic
patients report high levels of anxiety and
depression when entering treatment. As a
result, many studies have examined the
effectiveness of a variety of antianxiety
and antidepressant medications in both
clinically anxious or depressed alcoholics
and in patients who do not meet the clini­
cal definitions for these psychiatric disor­
ders (Liskow and Goodwin 1987; Litten
and Allen 1991). The effectiveness of
these drugs is still controversial. Many
earlier studies did not find significant
reductions in drinking as a consequence of
pharmacological intervention (Dorus et al.
1989; Liskow and Goodwin 1987). In
addition, safety concerns for some of these
medications have been raised. These 
concerns include potential abuse of some
psychiatric medications, dangers associat­
ed with mixing alcohol and medications,
altered metabolism and elimination of 
some medications because of chronic 
alcohol use, and the risk of noncompliance 

with the therapy by patients with comor­
bid disorders (Zweben and Smith 1989).

More recently, researchers have stud­
ied medications that reduce the uptake of
the neurochemical serotonin (e.g., fluoxe­
tine [Prozac®] or zimelidine) and nonben­
zodiazepine antianxiety drugs, such as
buspirone. These drugs have known
antidepressant properties and also de­
crease food and fluid consumption; either
mechanism could decrease alcohol use. 
Naranjo and colleagues (1990) found a
20­ to 25­percent reduction in alcohol
consumption in heavy drinkers who re­
ceived Prozac compared with patients
who did not receive the medication. 

Marital/Family Therapy 
Reviews of marital and family therapy in
alcoholism treatment have supported the
importance of involving family members
in the treatment process (IOM 1990).
Spouse involvement improves both mari­
tal and alcohol use outcomes during the
early posttreatment period (McCrady et
al. 1986). Because of the difficulty of
engaging spouses and other family mem­
bers in long­term therapy, brief marital/
couples therapy has been studied as a
cost­effective alternative to more tradi­
tional extended counseling. Zweben and
colleagues (1988) found that a single
session of advice counseling for couples
improved drinking status and marital
satisfaction to the same extent as eight
sessions of couples therapy.

McCrady and colleagues (1991) stud­
ied the effectiveness of three levels of 
couples therapy: minimal therapy, therapy
focusing on alcohol effects only, and
alcohol/behavioral marital therapy (ABMT)
that addressed alcohol­related problems
and general marital communication skills.
Patients in all three groups had similar
reductions in drinking 6 months after
treatment. After 18 months, however,
the number of abstinent days increased for
patients who received ABMT and de­
creased for patients in the other two
groups. ABMT patients also reported
improved marital satisfaction and lower
rates of marital separations than the other
patients. Thus, improved general marital
communication skills may be beneficial
for both decreasing alcohol use and in­
creasing marital stability. These benefits
may become more evident after long­term
followup as the patients master and inte­
grate communication skills into their
marital interactions. 
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Relapse Prevention 

Relapse during the recovery process can
be triggered by a variety of intrapersonal
and interpersonal factors. Intrapersonal
cues include stress, depression, and levels
of alcohol craving and withdrawal. Inter­
personal factors include the negative life
events and daily inconveniences that an
individual experiences, as well as inter­
personal tension. Relapse prevention
strategies have been developed to teach
alcoholics how to cope effectively with
potential relapse triggers.

Monti and colleagues (1990) found
that providing patients with training in
both mood management (e.g., awareness
and management of anger and negative
moods) and communication skills (e.g.,
assertiveness, starting conversations,
nonverbal communication, or receiving
criticism) reduced alcohol use and im­
proved psychosocial adjustment. Yet not
all patients respond to all treatments
equally. Mood management training is
more effective for patients who have less
education and who have high levels of
anxiety and craving (Rohsenow et al.
1991). The effectiveness of communica­
tion skills training, in contrast, is not
influenced by these pretreatment patient
characteristics. These findings suggest
that both approaches to relapse prevention
can be effective but that intrapersonal
mood states may be more difficult to
change in some patient groups. 

TREATMENT FOR 
PRIORITY POPULATIONS 

Priority populations are defined as groups
currently underserved in treatment pro­
grams or as groups requiring special
interventions because of unique treatment
needs and/or the relative ineffectiveness
of standard treatment programs (IOM
1990). These groups include older per­
sons, women, minorities, and adolescents
(for information on the treatment needs of
adolescents, see the article by Bukstein,
pp. 296–301). Existing studies of treat­
ment outcome for priority populations
often failed to apply rigorous methodolo­
gy in evaluating specialized services for
these patient populations. 

Older Persons 
The rates of alcohol abuse and alcohol 
dependence are lower among older indi­
viduals than among other age groups.
Patients over age 55 compose about 5 

Treatment services that address specific needs and emphasize peer group participation 
can improve treatment outcomes for many patients. 

percent of alcoholism treatment program
admissions (USDHHS 1993). Although
most older alcoholics report relatively
stable heavy drinking throughout their
life, about 40 percent of them experience
a recent onset of alcohol problems (Hurt
et al. 1988). This late­onset alcoholism is
believed to result from aging­specific life
stressors, such as retirement, physical
illness, or death of a spouse.

Whether older patients need special­
ized treatment still is controversial. Most 
studies have found that older alcoholics 
do as well as younger alcoholics in
mixed­age programs (Atkinson et al.
1985). Other investigators have compared
treatment outcome in age­specific and
mixed­age programs. Kofoed and col­
leagues (1987) found superior outcomes
for older alcoholics who once a week 
attended a specialized group that used a
slow pace, was less confrontational, and
emphasized socialization and support.
Patients in the specialized group remained
in treatment longer, attended more group
sessions, and were more than four times
as likely to complete the program as were
patients in mixed­age groups. Relapse
rates for patients in both groups were
similar, but relapse was treated more
successfully for patients in the specialized
group. These findings suggest that age
may be an important matching variable
when optimizing treatment. 

Women 

Alcohol­abusing or alcohol­dependent
women and men differ in a variety of 

biopsychosocial variables. For example,
women typically begin drinking at a later
age and seek treatment after a shorter
duration of heavy drinking than men,
suggesting a more rapid development of
alcohol­related problems (Blume 1986).
Compared with men, alcohol­abusing
women also are at increased risk for depres­
sion, low self­esteem, alcohol­related physi­
cal problems, marital discord or divorce,
spouses with alcohol problems, a history of
sexual abuse, and a pattern of drinking in
response to life crises (IOM 1990).

Although many of these gender differ­
ences could be important in designing
effective alcoholism treatment for wom­
en, little information is available on the
relative effectiveness of traditional mixed­
gender programs and specialized treat­
ment services. Dahlgren and Willander
(1989) conducted a well­controlled study
comparing women­only and traditional
mixed­gender treatment. In both pro­
grams, the women received comparable
individual and group counseling, occupa­
tional therapy, and medical care, but
services in the specialized program fo­
cused specifically on women’s problems.
Women in the specialized program re­
mained in treatment longer, had higher
completion rates, and had improved psy­
chosocial and health outcomes compared
with women in the mixed­gender pro­
gram. These results indicate that treat­
ment outcome for women may be better
in specialized programs. 
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Minorities 
Some minority populations may be at
increased risk for developing AOD de­
pendence, with more rapid and/or severe
medical and psychosocial consequences.
For example, Hispanic men in detoxifica­
tion were more severely dependent and
showed greater cognitive impairment
than did white or African­American men 
(Castaneda and Galanter 1988). Such
differences, as well as language and cultur­
al differences, suggest that providers of
alcoholism treatment programs that serve
minority clients should attempt to tailor
their treatment curricula to meet the special
needs of these clients. One strategy is to
match therapists and patients on the basis
of race or ethnicity (Nagy 1994). Wester­
meyer (1984) found that ethnically sensi­
tive treatment programs were more
successful in attracting minority patients.
Clearly, more research is needed to identi­
fy the specialized needs of minority alco­
holics and the extent to which treatment 
services targeted to minority clients can
improve treatment outcome. 

PATIENT­TREATMENT MATCHING 

Early reviews of alcoholism treatment
generally concluded that although alco­
holism treatment was more beneficial 
than no treatment, there was little evi­
dence for a differential effectiveness of 
particular treatment approaches (e.g.,
Emrick 1975). This was attributable in
part to the heterogeneity of patients and
treatment approaches studied. The impor­
tance of patient­treatment matching re­
search (i.e., analysis of the interactions
between patient characteristics and type
of treatment intervention) is becoming
increasingly apparent.

A study by Kadden and colleagues
(1989) illustrates the rationale for patient­
treatment matching. The investigators
examined the effectiveness of coping
skills training and interactional group
therapy designed to explore interpersonal
relationships for patients with different
levels of global psychopathology,4 so­
ciopathy,5 and cognitive impairment.
The study found that patients with higher
levels of psychopathology and sociopathy 

4Global psychopathology included factors such as
mental health problems, current and lifetime anxiety
and depression, and suicidal thoughts or actions. 

5Measures of sociopathy examined the client’s level of
conformity with societal norms (e.g., illegal activities). 

had better outcomes with coping skills
training, whereas patients with lower
levels of psychopathology and sociopathy
or with cognitive impairments did better
with interactional therapy.

If it were possible to predict which
treatments would be most beneficial for 
specific patient subgroups, it also would
be possible to optimize the use of treat­
ment resources, maximize treatment
benefits for individual patients, and target
treatment development for those patients
not yet served effectively. To improve the
understanding of patient­treatment match­
ing, a multisite study entitled Project
MATCH, supported by the National
Institute on Alcohol Abuse and Alcohol­
ism, currently is investigating the interac­
tions of a range of patient variables with

Research
 
consistently has


shown that alcoholism
 
treatment reduces
 
overall medical
 
care costs of
 

alcohol­dependent

clients.
 

treatment outcome in three behavioral 
treatment approaches. (For more informa­
tion on patient­treatment matching and on
Project MATCH, see the article by
Mattson, pp. 287–295.)

Several strategies already are being
used in clinical practice that attempt to
match patients to existing treatment modal­
ities more effectively. For example, Hoff­
man and colleagues (1991) developed
comprehensive guidelines for determining
appropriate treatment placement using
patient characteristics, such as psycho­
social functioning, alcohol dependence
severity, medical and psychiatric status,
acute intoxication and withdrawal symp­
toms, and prior treatment and relapse
history. Treatment characteristics used for
matching include setting, staffing patterns,
types of therapies, and ancillary support
systems. Such structured guidelines can be
useful for health care providers to validate
treatment placement decisions, for insur­
ance companies to monitor patient place­

ment, and for researchers to evaluate
treatment (IOM 1990). These strategies,
however, have not yet been validated by
experimental studies. 

FINANCING TRENDS IN 
ALCOHOLISM TREATMENT 

Two research areas focus on the costs of 
alcoholism treatment. First, analyses of
the cost­effectiveness of treatment com­
pare costs and cost savings for treatment
versus no treatment or among different
treatment approaches. Second, studies of
how alcoholism treatment should be 
financed compare public with private
treatment settings and public with private
insurance reimbursement systems. 

Cost­Effectiveness 
Research consistently has shown that
alcoholism treatment reduces overall 
medical care costs of alcohol­dependent
clients. One recent study demonstrated
that over a 14­year followup period,
health care costs for treated alcoholics 
were 24 percent lower than for untreated
alcoholics (Holder and Blose 1992). Only
a few studies, however, have analyzed the
relative cost­effectiveness of different 
types of treatment in different settings.
Hayashida and colleagues (1989) com­
pared alcohol detoxification in inpatient
and outpatient settings. The study found no
long­term differences in the effectiveness
of inpatient and outpatient detoxification
but found that costs were approximately
10 times higher in the inpatient than in the
outpatient setting. Outpatient detoxifica­
tion, therefore, may be a highly cost­
effective alternative to traditional inpatient
detoxification for patients who do not
require immediate hospitalization.

Holder and colleagues (1991) reviewed
the cost­effectiveness of interventions in 
33 alcoholism treatment settings and treat­
ment modalities. Treatments were rated 
on effectiveness (based on drinking out­
comes in controlled studies) and cost
(based on the recommendations of re­
searchers conducting controlled trials for
the least expensive setting and the mini­
mum treatment duration). The study found
that the more effective modalities consis­
tently were in the minimal to medium­low
cost range, whereas modalities with poor
evidence of effectiveness generally were
associated with higher costs. The investi­
gators stress, however, that these results
cannot be generalized because patient­
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treatment matching was not considered
in their analysis. For example, although
costly modalities may be rather ineffective
for most patients, they may be necessary
and cost­effective for specific high­need
patient populations. 

Treatment Financing 

Decisions regarding treatment setting are
influenced strongly by pragmatic insur­
ance coverage issues in addition to patient
choice and treatment matching. For exam­
ple, almost twice as many employees in
insurance plans with more extensive
inpatient coverage received inpatient care
compared with employees whose plans
had limited inpatient coverage (Holder
and Blose 1991). Such findings under­
score the need for a reexamination of 
current reimbursement strategies that
often provide better coverage for inpatient
or hospital­based services than for outpa­
tient or nonhospital­based services.

A study of national trends in alcoholism
treatment during the late 1970’s and early
1980’s (Yahr 1988) suggests that two
separate alcoholism treatment systems are
developing in this country—a private
system for insured, financially stable pa­
tients and a public system for disadvan­
taged patients. According to the study,
privately or corporately owned treatment
facilities intended to generate profits typi­
cally offered medical detoxification and
care in hospital settings and attracted subur­
ban patient populations (i.e., the most
economically advantaged residential cate­
gory). Programs run by State or local gov­
ernments or by nonprofit agencies, in
contrast, offered more outpatient detoxifi­
cation and care in outpatient or nonhospital
facilities and served more inner­city and
rural patient populations. During the study
period, treatment capacities increased in the
for­profit facilities but decreased slightly in
nonprofit and State or local government
programs. It will be important in future
research to examine factors that may im­
pact on these patterns, including the overall
cost and effectiveness of different treatment 
components, the relative cost of treatment
delivery by public­ and private­sector units,
and the correspondence between insurance
coverage and use patterns of alcoholism
treatment programs. 

CONCLUSIONS 

The treatment of alcohol abuse and alcohol 
dependence has benefited from a variety of 

scientific and clinical advancements in the 
last decade. There is growing evidence for
the effectiveness of outpatient settings for
the delivery of treatment services for
alcoholics in all stages of recovery. New
focused treatment interventions have been 
identified that are effective and that can be 
offered alone or as part of more compre­
hensive treatment programs. For example,
pharmacotherapy and marital skills train­
ing show promise for decreasing alcohol
use and relapse risk.

Research on alcohol­dependent priori­
ty populations continues to highlight the
unique problems and treatment needs of
older persons, women, and minorities.
Several studies provide encouraging
evidence that treatment services address­
ing specific needs and emphasizing peer
group participation can improve treatment
outcomes for many patients. These find­
ings lend further support to the impor­
tance of patient­treatment matching. An
understanding of the interactions between
specific patient, counselor, and treatment
characteristics will yield the most suc­
cessful long­term outcomes for all alco­
holics. This information also will be 
critical in developing cost­effective fi­
nancing and utilization management of
alcoholism treatment in this country. ■ 

REFERENCES 

ALLEN, J.P., AND LITTEN, R.Z. Techniques to enhance
compliance with disulfiram. Alcoholism: Clinical and 
Experimental Research 16(6):1035–1041, 1992. 

American Psychiatric Association. Diagnostic and
Statistical Manual of Mental Disorders, Fourth 
Edition. Washington, DC: the Association, 1994. 

ATKINSON, R.M.; TURNER, J.A.; KOFOED, L.L.; AND 

TOLSON, R.L. Early versus late onset alcoholism in
older persons: Preliminary findings. Alcoholism: 
Clinical and Experimental Research 9(6):513– 
515, 1985. 

BLUME, S. Women and alcohol: A review. Journal of 
the American Medical Association 256(11):1467– 
1470, 1986. 

CASTANEDA, R., AND GALANTER, M. Ethnic differ­
ences in drinking practices and cognitive impairment
among detoxifying alcoholics. Journal of Studies on 
Alcohol 49(4):335–339, 1988. 

CHICK, J.; RITSON, B.; CONNAUGHTON, J.; STEWART, 
A.; AND CHICK, J. Advice versus extended treatment 
for alcoholism: A controlled study. British Journal of 
Addiction 83(2):159–170, 1988. 

CROSS, G.M.; MORGAN, C.W.; MOONEY, A.J.; MARTIN, 
C.A.; AND RAFTER, J.A. Alcoholism treatment: A 

ten­year follow­up study. Alcoholism: Clinical and 
Experimental Research 14(2):169–173, 1990. 

DAHLGREN, L., AND WILLANDER, A. Are special
treatment facilities for female alcoholics needed? A 
controlled 2­year follow­up study from a specialized
female unit (EWA) versus a mixed male/female
treatment facility. Alcoholism: Clinical and 
Experimental Research 13(4):499–504, 1989. 

DORUS, W.; OSTROW, D.G.; ANTON, R.; CUSHMAN, P.; 
COLLINS, J.F.; SCHAEFER, M.; CHARLES, J.L.; DESAI, 
P.; HAYASHIDA, M.; MALKERNEKER, U.; WILLENBRING, 
M.; FISCELLA, R.; AND SATHER, M.R. Lithium treat­
ment of depressed and nondepressed alcoholics.
Journal of the American Medical Association 262: 
1646–1652, 1989. 

EMRICK, C.D. A review of psychologically oriented
treatment of alcoholism. II. The relative effectiveness 
of different treatment approaches and the effective­
ness of treatment versus no treatment. Journal of 
Studies on Alcohol 36:88–108, 1975. 

FINK, E.B.; LONGABAUGH, R.; MCCRADY, B.M.; STOUT, 
R.L.; BEATTIE, M.; RUGGIERI­AUTHELET, A.; AND 

MCNEIL, D. Effectiveness of alcoholism treatment in 
partial versus inpatient settings: Twenty­four month 
outcomes. Addictive Behaviors 10(3):235–248, 1985. 

FINNEY, J.W., AND MOOS, R.H. The long­term course of
treated alcoholism: I. Mortality, relapse and remission
rates and comparisons with community controls.
Journal of Studies on Alcohol 52(1):44–54, 1991. 

FULLER, R.K.; BRANCHEY, L.; BRIGHTWELL, D.R.; 
DERMAN, R.M.; EMRICK, C.D.; IBER, F.L.; JAMES, 
K.E.; LACOURSIERE, R.B.; LEE, K.K.; LOWENSTAM, I.; 
MAANY, I.; NEIDERHISER, D.; NOCKS, J.J.; AND SHAW, 
S. Disulfiram treatment of alcoholism: A Veterans 
Administration cooperative study. Journal of the 
American Medical Association 256(11):1449– 
1455, 1986. 

GILBERT, F.S. The effect of type of aftercare
follow­up on treatment outcome among alcoholics.
Journal of Studies on Alcohol 49(2):149–159, 1988. 

GRANT, B.F. DSM–III–R and proposed DSM–IV
alcohol abuse and dependence, United States 1988: A
nosological comparison. Alcoholism: Clinical and 
Experimental Research 16(6):1068–1077, 1992. 

HAYASHIDA, M.; ALTERMAN, A.I.; MCLELLAN, A.T.; 
O’BRIEN, C.P.; PURTILL, J.J.; VOLPICELLI, J.R.; 
RAPHAELSON, A.H.; AND HALL, C.P. Comparative
effectiveness and costs of inpatient and outpatient
detoxification of patients with mild­to­moderate
alcohol withdrawal syndrome. New England Journal 
of Medicine 320(6):358–365, 1989. 

HOFFMAN, N.G.; HALIKAS, J.A.; MEE­LEE, D.; AND 

WEEDMAN, R.D. Patient Placement Criteria for the 
Treatment of Psychoactive Substance Use Disorders.
Washington, DC: the American Society of Addiction
Medicine, 1991. 

HOLDER, H.D., AND BLOSE, J.O. Typical patterns and
cost of alcoholism treatment across a variety of 

VOL. 18, NO. 4, 1994 259 



populations and providers. Alcoholism: Clinical and 
Experimental Research 15(2):190–195, 1991. 

HOLDER, H.D., AND BLOSE, J.O. The reduction of 
health care costs associated with alcoholism treat­
ment: A 14­year longitudinal study. Journal of Studies 
on Alcohol 53(4):293–302, 1992. 

HOLDER, H.; LONGABAUGH, R.; MILLER, W.R.; AND 

RUBONIS, A.V. The cost effectiveness of treatment for 
alcoholism: A first approximation. Journal of Studies 
on Alcohol 52(6):517–540, 1991. 

HURT, R.D.; FINLAYSON, R.E.; MORSE, R.M.; AND 

DAVIS, L.J. Alcoholism in elderly persons: Medical
aspects and prognosis of 216 inpatients. Mayo Clinic 
Proceedings 63(8):753–760, 1988. 

Institute of Medicine. Broadening the Base of 
Treatment for Alcohol Problems. Washington, DC:
National Academy of Sciences, 1990. 

KADDEN, R.M.; GETTER, H.; COONEY, N.L.; AND 

LITT, M.D. Matching alcoholics to coping skills or
interactional therapies: Posttreatment results. Journal 
of Consulting and Clinical Psychology 57(6):698– 
704, 1989. 

KOFOED, L.L.; TOLSON, R.L.; ATKINSON, R.M.; TOTH, 
R.L.; AND TURNER, J.A. Treatment compliance of
older alcoholics: An elder­specific approach is
superior to “mainstreaming.” Journal of Studies on 
Alcohol 48(1)47–51, 1987. 

LINNOILA, M.; MEFFORD, I.; NUTT, D.; AND ADINOFF, B. 
NIH conference: Alcohol withdrawal and noradrener­
gic function. Annals of Internal Medicine 107(6):875– 
889, 1987. 

LISKOW, B.I., AND GOODWIN, D.W. Pharmacological
treatment of alcohol intoxication, withdrawal, and 
dependence: A critical review. Journal of Studies on 
Alcohol 48:356–370, 1987. 

LITTEN, R.Z., AND ALLEN, J.P. Pharmacotherapies for
alcoholism: Promising agents and clinical issues.
Alcoholism: Clinical and Experimental Research
15(4):620–633, 1991. 

LONGABAUGH, R.; MCCRADY, B.; FINK, E.B.; STOUT, R.; 
MCAULEY, T.; DOYLE, C.; AND MCNEILL, D. Cost 
effectiveness of alcoholism treatment in partial versus
inpatient settings: Six­month outcomes. Journal of 
Studies on Alcohol 44(6):1049–1071, 1983. 

MCCRADY, B.S.; NOEL, N.E.; ABRAMS, D.B.; STOUT, R.L.; 
NELSON, H.F.; AND HAY, W.M. Comparative effec­
tiveness of three types of spouse involvement in
outpatient behavioral alcoholism treatment. Journal 
of Studies on Alcohol 47:459–467, 1986. 

MCCRADY, B.S.; STOUT, R.; NOEL, N.; ABRAMS, D.; 
AND NELSON, H. Effectiveness of three types of
spouse­involved behavioral alcoholism treatment.
British Journal of Addiction 86(11):1415–1424, 1991. 

MCLATCHIE, B.H., AND LOMP, G.E. An experimental
investigation of the influence of aftercare on alcoholic
relapse. British Journal of Addiction 83(9):1045– 
1054, 1988. 

MILLER, W.R. The effectiveness of treatment for 
substance abuse: Reasons for optimism. Journal of 
Substance Abuse Treatment 9(2):93–102, 1992. 

MONTI, P.M.; ABRAMS, D.B.; BINKOFF, J.A.; ZWICK, W.R.; 
LIEPMAN, M.R.; NIRENBERG, T.D.; AND ROHSENOW, 
D.J. Communication skills training, communication
skills training with family and cognitive behavioral
mood management training for alcoholics. Journal of 
Studies on Alcohol 51(3):263–270, 1990. 

NAGY, P.D. Intensive Outpatient Treatment for Alcohol
and Other Drug Abuse. Center for Substance Abuse 
Treatment, Treatment Improvement Protocol (TIP)
Series. DHHS Pub. No. (SMA)94–2007. Washington,
DC: Govt. Print. Off., Supt. of Docs., 1994. 

NARANJO, C.A.; KADLEC, K.E.; SANHUEZA, P.; WOODLEY­
REMUS, D.; AND SELLERS, E.M. Fluoxetine differential­
ly alters alcohol intake and other consummatory
behaviors in problem drinkers. Clinical Pharmacology 
and Therapeutics 47(4):490–498, 1990. 

O’MALLEY, S.S.; JAFFE, A.J.; CHANG, G.; SCHOT­
TENFELD, R.S.; MEYER, R.E.; AND ROUNSAVILLE, B. 
Naltrexone and coping skills therapy for ethanol
dependence: A controlled study. Archives of General 
Psychiatry 49(11):881–887, 1992. 

POLICH, M.J.; ARMOR, D.J.; AND BRAIKER, H.B. The 
Course of Alcoholism: Four Years After Treatment. 
Santa Monica, CA: Rand, 1980. 

ROHSENOW, D.J.; MONTI, P.M.; BINKOFF, J.A.; 
LIEPMAN, M.R.; AND NIRENBERG, T.D. Patient­treat­
ment matching for alcoholic men in communication
skills versus cognitive­behavioral mood management
training. Addictive Behaviors 16(1/2):63–69, 1991. 

SANCHEZ­CRAIG, M.; LEIGH, G.; SPIVAK, K.; AND LEI, 
H. Superior outcome of females over males after brief
treatment for the reduction of heavy drinking. British 
Journal of Addiction 84(4):395–404, 1989. 

U.S. Department of Health and Human Services,
Substance and Mental Health Services Adminis­
tration. National Drug and Alcoholism Treatment
Unit Survey (NDATUS): 1991 Main Findings Report.
DHHS Pub. No. (SMA)93–2007, Rockville, MD: the
Administration, 1993. 

VOLPICELLI, J.R.; ALTERMAN, A.I.; HAYASHIDA, M.; 
AND O’BRIEN, C.P. Naltrexone in the treatment of 
alcohol dependence. Archives of General Psychiatry
49(11):876–880, 1992. 

WALLACE, P.; CUTLER, S.; AND HAINES, A. Random­
ized controlled trial of general practitioner interven­
tion in patients with excessive alcohol consumption.
British Medical Journal 297(6649):663–668, 1988. 

WALSH, D.C.; HINGSON, R.W.; MERRIGAN, D.M.; 
LEVENSON, S.M.; CUPPLES, A.; HEEREN, T.; COFFMAN, 
G.A.; BECKER, C.A.; BARKER, T.A.; HAMILTON, S.K.; 
MCGUIRE, T.G.; AND KELLY, C.A. A randomized trial 
of treatment options for alcohol­abusing workers.
New England Journal of Medicine 325(11):775– 
782, 1991. 

WARTENBERG, A.A.; NIRENBERG, T.D.; LIEPMAN, 
M.R.; SILVIA, L.Y.; BEGIN, A.M.; AND MONTI, P.M. 
Detoxification of alcoholics: Improving care by
symptom­triggered sedation. Alcoholism: Clinical 
and Experimental Research 14(1):71–75, 1990. 

WESTERMEYER, J. The role of ethnicity in substance
abuse. In: Stimmel, B., ed. Cultural and Sociological
Aspects of Alcoholism and Substance Abuse. New 
York: Haworth Press, 1984. pp. 9–18. 

YAHR, H.T. A national comparison of public­ and
private­sector alcoholism treatment delivery system
characteristics. Journal of Studies on Alcohol 49(3): 
233–239, 1988. 

ZWEBEN, J.E., AND SMITH, D.E. Considerations in 
using psychotropic medications with dual diagnosis
patients in recovery. Journal of Psychoactive Drugs
21(2):221–228, 1989. 

ZWEBEN, A.; PEARLMAN, S.; AND LI, S. A comparison of
brief advice and conjoint therapy in the treatment of
alcohol abuse: The results of the Marital Systems study.
British Journal of Addiction 83(8):899–916, 1988. 

ALCOHOL HEALTH & RESEARCH WORLD 260 




