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Complex Alcohol Use Disorders
Lecture Content

• Definition of Addiction (ASAM)

• Prevalence of Alcohol Use Disorders (AUDs) & 
Psychiatric Comorbidity

• Rationale for AUD Treatment

• Evidence Based Psychological Treatments (MET, CBT, 
Contingency Management, AA)

• Evidence Based Pharmacotherapy (Naltrexone, 
Acamprosate, Disulfiram, Gabapentin, Topiramate)

• Guidelines for AUD Medications for Pregnant and 
Breastfeeding Women.



Complex Alcohol Use Disorders
Statement of Purpose

• The best outcomes in the treatment of alcohol 
use disordered persons comes from a 
comprehensive diagnostic evaluation assessing 
severity and looking for co-morbid psychiatric, 
medical, & other substance use disorders.  In this 
CME activity, we will review evidence-based 
psychosocial & pharmacological treatments for 
AUD utilizing the American Psychiatric 
Associations 2017 practice guidelines. 



Complex Alcohol Use Disorders
Learning Objectives

• As a result of this lecture participants will be able to:

1. Define the key elements of a comprehensive AUD 
diagnostic evaluation. 

2. Recite the prevalence of AUDs across different 
demographic groups and common comorbid psychiatric 
disorders.

3. List AUD evidence based psychological treatments.

4. Identify evidence-based pharmacotherapy for AUDs.



Definition of Addiction

• Addiction is a treatable, chronic medical 
disease involving complex interactions among 
brain circuits, genetics, the environment, and 
an individual’s life experiences. 

• People with addiction use substances or 
engage in behaviors that become compulsive 
and often continue despite harmful 
consequences.

• Prevention efforts and treatment approaches 
for addiction are generally as successful as 
those for other chronic diseases.

ASAM, 2019







Substance Use Disorder from DSM-5

Control
-Larger quantity over     
longer period of time

-Unsuccessful attempts 
to cutback or control 

-Increased time spent

Consequences
-Failure to fulfill major obligations  

-Social/Interpersonal problems
-Activities given up

-Use in hazardous situations
-Physical & psychological 

consequences

Craving
-Craving
-Tolerance
-Withdrawal

The Three C’s

Diagnosis: 
• 2 or more in the 

prior 12 months 

Characterization: 
• 2-3 = mild
• 4-5 = moderate
• 6 or more = 

severe
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Complex 
Cases of 

Alcohol Use 
Disorders

Complex Cases of Alcohol Use Disorders
• Multiple Substances

• Serious Med/Psych Co-Morbidity

• Underemployment/Low Education

• Concurrent Legal Problems

• Past and/or Ongoing Trauma/Loss



Alcohol Use
Disorder

Learning
Attention

Sleep

Depression

Bipolar
Worrying
Anxiety

Aggression
Anger

Common 
Comorbidities



Integrated Recovery Model

Alcohol Use 

Disorder
Stop/Comfort/Life Balance

relapse

recovery barriers/relapse triggers 

Post-acute withdrawal

Worrying, Anxiety, Insomnia

Stress (job, loss, child)

lorazepam, disulfiram, IM 

naltrexone, exercise

escitalopram, trazodone, lorazepam

AA, social support, grief therapy





SUBSTANCE USE & INTOXICATION: 
RISKY USE OF ALCOHOL
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Prevalence:
Worldwide (Slade et al., 2016)

Lifetime 20%
12 month 8.5%

U.S. (Grant et al. 2015, 2017)
Lifetime 29%, with severe 
alcohol use disorder in 
about half
12 month 13.9 %
12-month rates of AUD 
increased by ~50% 
between 2001-2002 and 
2012-2013
Additional increases 
during the pandemic

Based on data from Grant et al. Epidemiology of DSM-5 
alcohol use disorder: results from the National 

Epidemiologic Survey on Alcohol and Related Conditions III. 
JAMA Psychiatry. 2015 Aug;72(8):757-66.



AUD affects individuals of all demographic groups 
(Grant et al. 2015)
Onset: 18-29 years
Ethnicity (12-month prevalence): 

American Indian/Alaska Native 19.2%
African American 14.4%
White 14%
Hispanic 13.6%
Asian-American/Pacific Islander 10.6%

Gender (12-month prevalence):  
Men 17.6%
Women 10.4%



US spends more than $223.5 billion annually treating AUD and 
sequelae (Bouchery et al., 2011)

Globally, AUD associated with substantial burden with premature 
mortality, disability-adjusted life years, and years lived with 
disability

AUD associated with motor vehicle accidents, poor academic 
performance, increased risk of suicide, increased criminal activity 
including intimate partner violence, increased risk for overdose 
death, and increased risk of HIV and other STDs

AUD often co-occurs with other psychiatric disorders and 
treatment outcomes can be reduced for both

Rationale for Treatment



Rationale for Treatment
AUD pharmacotherapy is a topic of increasing interest due to:

Burden of AUD in the population 

Availability of U.S. Food and Drug Administration (FDA)–approved 
medications for this disorder.

Despite high prevalence, societal cost, and available treatments, AUD 
remains undertreated.

<1 in 10 with a 12-month AUD diagnosis receive any treatment

Even fewer receive evidence-based treatment, e.g., 674,000 
prescriptions for FDA approved psychopharmacological treatments were 
written in 2006 (Mark et al. 2009) vs. an estimated 11 million individuals 
with AUD (Hasin et al. 2007)

Treatment received by patients varies based on geography, insurance 
coverage, and formulary restrictions.



Assessment of Substance use
Statement 1: APA recommends (1C) that the initial psychiatric 
evaluation of a patient with suspected alcohol use disorder include 
assessment of current and past use of tobacco and alcohol as well as 
any misuse of other substances, including prescribed or over-the-
counter medications or supplements.

Rationale:

Establish baseline level and pattern of symptoms to assess later treatment response

Develop a treatment plan to reduce symptoms, morbidity, and mortality

Implementation:

Obtain via face-to-face evaluation, review of medical records, and/or history 
(including from collateral informants)



Assessment of Substance use

Statement 4: APA recommends (1C) that patients be assessed for co-
occurring conditions (including substance use disorders, other 
psychiatric disorders, and other medical disorders) that may influence 
the selection of pharmacotherapy for alcohol use disorder.

Rationale:

Help in identifying co-occurring conditions (e.g., depressive or anxiety disorders) 
that commonly occur with AUD

Aid treatment planning and foster provision of integrated care for both AUD and 
other psychiatric conditions

Implementation:

Assess via face-to-face evaluation, review of medical records, and/or history 
(including from collateral informants)



Alcohol Use Disorder: Comorbidity



Assessment & Tracking

Statement 2: APA recommends (1C) that the initial psychiatric evaluation 
of a patient with suspected alcohol use disorder include a quantitative 
behavioral measure to detect the presence of alcohol misuse and assess 
its severity.

Rationale:

Establish baseline information on alcohol misuse and its severity 

Help in tracking treatment effects

Improve consistency of information obtained

Implementation:

Consider choosing a scale based on patient age, clinical setting, time available for 
administration, and therapeutic objective

Example measures: MAST, CAGE, CRAFT, AUDIT, AUDIT-C



AUDIT-C Questionnaire
1. How often do you have a drink containing alcohol?

[0] Never
[1] Monthly or less
[2] 2-4 times a month
[3] 2-3 times a week
[4] 4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day?
[0] 1 or 2
[1] 3 or 4
[2] 5 or 6
[3] 7 to 9
[4] 10 or more

3. How often do you have six or more drinks on one occasion?
[0] Never
[1] Less than monthly
[2] Monthly
[3] Weekly
[4] Daily or almost daily

In men, a score of 4 or more is considered positive; in women, a score of 3 or more is considered positive

Bush K, Kivlahan DR, McDonell MB, Fihn SD, Bradley KA, Ambulatory Care Quality Improvement Project. The AUDIT alcohol 
consumption questions (AUDIT-C)—an effective brief screening test for problem drinking. Arch Intern Med. 1998;58:1789–1795.



Determination of initial 
treatment goals

Statement 5: APA suggests (2C) that the initial goals of treatment of alcohol use disorder (e.g., 

abstinence from alcohol use, reduction or moderation of alcohol use, other elements of harm 

reduction) be agreed on between the patient and clinician and that this agreement be 

documented in the medical record.

Rationale:

May improve outcomes by setting explicit drinking goals at baseline

Abstinence as a pre-treatment goal has been associated with greater likelihood of achieving 
abstinence or moderation

Strengthen the therapeutic alliance and enhance treatment engagement

Implementation:

Options of treatment goals may be abstinence, reduced alcohol use, or avoiding drinking in 
high-risk situations

Can adjust initial goals based on factors such as treatment responses, history, family input, 
or education about treatment options and effects



Treatment Options: Psychotherapy

There are several evidence-based options for psychological treatment that have minimal 
harms:

Motivational Enhancement Therapy (MET): manualized psychotherapy based on the 
principles of motivational interviewing; shown to have a small to medium effect size on 
achieving abstinence

Cognitive Behavioral Therapy (CBT): focusing on the relationships between thoughts, 
feelings, and behaviors; help manage urges and triggers

Medical Management (MM): manualized treatment that provides education and 
strategies to support abstinence and promote medication adherence

Contingency Management is a counseling strategy that can reinforce extrinsic 
motivation (e.g. prizes, gift cards, $$$ for completing treatment)
Community based peer support groups such as Alcoholics Anonymous (AA) or Rational 
Recovery: helpful in achieving long-term remission but not for replacing formal medical 
treatment



Pharmacotherapy:
Naltrexone vs. Acamprosate

Statement 9: APA recommends (1B) that naltrexone or 
acamprosate be offered to patients with moderate to severe 
alcohol use disorder who

•have a goal of reducing alcohol consumption or achieving 
abstinence,
•prefer pharmacotherapy or have not responded to 
nonpharmacological treatments alone, and
•have no contraindications to the use of these medications.



Pharmacotherapy
Naltrexone Acamprosate

Mechanism of Action Mu-opioid receptor antagonist Glutamate receptor modulator

Indication Alcohol use disorder
Opioid use disorder

Alcohol use disorder

Clinical Evidence Reduced likelihood of return to any and heavy 
drinking;
Fewer drinking days overall;
Reduced subjective experience of “craving”

Decreased likelihood of returning to 
drinking after achieving abstinence;
Fewer drinking days

Pre-treatment Workup Check hepatic function Measure serum creatinine

Dosing Oral tablet:
50mg PO daily for most; up to 100mg daily for 
some 
25 mg PO daily then 50mg PO daily for women 
due to potential GI side effects

Intramuscular injection:
380mg IM every four weeks

666mg PO TID



Pharmacotherapy

Naltrexone Acamprosate

Potential Side 
Effects

Abdominal pain (11%); Diarrhea 
(13%); Nausea (29%); Dizziness (13%)

Diarrhea (17%)

Contraindications None Contraindication if CrCl <30ml/min
Dose reduction if 30< CrCl >50ml/min

Special 
Considerations

Be cautious when using in patients 
with acute hepatitis or liver failure

Be abstinent from all opioids for 7-14 
days prior to taking naltrexone to 
avoid precipitated opioid withdrawal

May be preferable to acamprosate in 
patients with comorbid alcohol and 
opioid use disorder

Start treatment as soon as possible 
after the patient archives abstinence 
and continue treatment even if the 
patient relapses



Pharmacotherapy: Disulfiram
Statement 10: APA suggests (2C) that disulfiram be offered to patients with 
moderate to severe alcohol use disorder who

•have a goal of achieving abstinence,
•prefer disulfiram or are intolerant to or have not responded to 
naltrexone and acamprosate,
•are capable of understanding the risks of alcohol consumption while 
taking disulfiram, and
•have no contraindications to the use of this medication.

Rationale:

Randomized open-label studies showed a moderate benefit compared with no disulfiram 
and other medications (low strength of evidence)

Serious adverse events were few although rates of overall adverse events were 
significantly greater with disulfiram than with control conditions

Benefits were judged as outweighing harms with appropriate patient selection and given 
the known risks of continued alcohol use



Pharmacotherapy

Disulfiram

Mechanism of 
Action

Inhibitor of aldehyde dehydrogenase

When the patient consumes alcohol while taking disulfiram, the 
accumulation of acetaldehyde causes a physical response such as 
tachycardia, flushing, headache, nausea, and vomiting 

Indication Alcohol use disorder

Clinical Evidence Increased likelihood of achieving abstinence in patients for whom 
this is their goal 

Pre-treatment 
Workup

ECG, physical exam, hepatic function

Dosing First dose 12 hours after the last drink;
500mg PO each morning for 1-2 weeks, then 250mg PO each 
morning



Pharmacotherapy

Disulfiram

Potential Side 
Effects

Elevations in hepatic enzymes (common)
Potentially fatal acute hepatotoxicity (rare)
Neuropathy and increased blood pressure

Contraindications Recent myocardial infarction or coronary artery disease
History of a seizure disorder

Special 
Considerations

Only for those seeking abstinence from alcohol

Instruct not to consume alcohol within 12-24 hours of taking 
disulfiram

Recommend involving a family or roommate as an observer of daily 
medication adherence

Physical reaction can be precipitated by alcohol containing products 
(e.g., cold medicine, mouthwashes) and certain medications (e.g., 
sertraline oral concentrate, metronidazole, ritonavir)



Pharmacotherapy: 
Gabapentin vs. Topiramate

Statement 11: APA suggests (2C) that topiramate or gabapentin be offered 
to patients with moderate to severe alcohol use disorder who

•have a goal of reducing alcohol consumption or achieving abstinence,
•prefer topiramate or gabapentin or are intolerant to or have not 
responded to naltrexone and acamprosate, and
•have no contraindications to the use of these medications.

Rationale:

There is less available evidence on benefits and harms of topiramate and gabapentin 
compared to naltrexone and acamprosate

Topiramate and gabapentin showed moderate benefits on alcohol related outcomes 
(moderate and low strength of research evidence, respectively)

Implementation:

These medications are typically used after trying naltrexone and acamprosate but may be 
used earlier based on patient preference



Pharmacotherapy

Topiramate Gabapentin

Clinical Evidence Reduction in drinks per 
drinking day;
Reduction in percentage of 
heavy or any drinking days;
Reduction in the subjective 
experience of “craving”

Increased likelihood of 
abstinence from drinking and 
abstinence from heavy 
drinking 

Dosing Between 200-300mg daily 900-1800mg daily

Potential Side Effects Short-term memory (3-12%);
Dizziness (4-25%);
Paresthesias and GI;
Less commonly, metabolic 
acidosis and nephrolithiasis

Dose-dependent sedation
(21%)

Contraindications Renal impairment Severe renal impairment



Pharmacotherapy: 
SSRIs & SNRIs

Statement 12: APA recommends (1B) that antidepressant medications not 
be used for treatment of alcohol use disorder unless there is evidence of a 
co-occurring disorder for which an antidepressant is an indicated 
treatment.

Rationale:

Evidence reported minimal efficacy with antidepressants for individuals with AUD and no 
co-occurring conditions; outcomes worsened in some studies

Implementation:

Carefully consider differential diagnoses during evaluation; mood or anxiety symptoms 
can be associated with alcohol use or withdrawal and need not indicate the presence of 
a mood or anxiety disorder

Can be combined with other AUD medications if an antidepressant is indicated for a co-
occurring disorder



Pharmacotherapy: Benzodiazepines

Statement 13: APA recommends (1C) that in individuals with alcohol use 
disorder, benzodiazepines not be used unless treating acute alcohol 
withdrawal or unless a co-occurring disorder exists for which a 
benzodiazepine is an indicated treatment.

Rationale:

No evidence for benzodiazepine use in the primary treatment of AUD, except for alcohol 
detoxification or alcohol withdrawal 

No evidence for the use of other sedative-hypnotics in patients with AUD

Harms of benzodiazepine use in combination with alcohol use include: increased risk for 
sedation, behavioral impairment, respiratory depression, and (in severe cases) death



Pharmacotherapy: 
Pregnant & Breastfeeding Women

Statement 14: APA recommends (1C) that for pregnant or breastfeeding women with alcohol use 

disorder, pharmacological treatments not be used unless treating acute alcohol withdrawal with 

benzodiazepines or unless a co-occurring disorder exists that warrants pharmacological treatment.

Rationale:

There is limited data regarding the use of AUD medications and risks to a fetus or infant, but the use 
of topiramate was associated with an increased risk of malformation in pregnant women

Studies with pregnant animals reported a moderate risk for naltrexone use, a high risk for 
acamprosate use, and possible risks for gabapentin and topiramate use

Limited data showed potential for toxicity with disulfiram, naltrexone, and topiramate during 
breastfeeding

Implementation:

For women who become pregnant while taking a medication to treat AUD, an individualized 
decision should be made based on the risk of continuing or stopping the medication after discussion 
with the patient, her obstetrician, and, if applicable, her partner . 



Parallel Timeline Method
Recovery

Plan

First          Heavy          Problem          Addiction

Use            Use                 Use                              

14 20 26 38

Current Age

Substance Use & Treatment History

Co-morbid Psychiatric Disorders

Developmental, Loss, & Trauma History

Social & Legal Problems

Medical Problems

14 20 26 38

32

32



Integrated Recovery Model

Addiction Stages of Recovery-1st Year

Stop/Comfort/Life Balance

Negative emotions 

Traumatic events 

Unresolved grief  

Character pathology 

Developmental arrest 

Low readiness

relapse

recovery barrier/ 

relapse trigger
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ADDITIONAL RESOURCES

• Full guideline text available for free: 

https://psychiatryonline.org/doi/book/10.1176/appi.books.9781
615371969

• To purchase a hard copy of the guideline: 

https://www.appi.org/American_Psychiatric_Association_Prac
tice_Guideline_for_the_Pharmacological_Treatment_of_Patie
nts_With_Alcohol_Use_Disorder

• CME course (half price for residents): 

http://apapsy.ch/aud-guideline

In this interactive online course, the case of a patient with AUD is 
presented with examples of how the guideline recommendations would be 
integrated into practice.

https://psychiatryonline.org/doi/book/10.1176/appi.books.9781615371969
https://www.appi.org/American_Psychiatric_Association_Practice_Guideline_for_the_Pharmacological_Treatment_of_Patients_With_Alcohol_Use_Disorder
http://apapsy.ch/aud-guideline

