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MEDICATION MANAGEMENT IN ALCOHOLISM 
 

 
 The Monograph Supplement (#14) to the December issue of the Journal of Clinical 
Psychiatry, vol. 67, was devoted to an overview of the up-to-date issues in medication 
management for patients with Alcohol Dependence.  This issue of the Journal of the National 
Library of Addictions will review some of the key points.   
 First, some of the good news:  1.  For at least a couple of decades, addiction has been 
viewed theoretically as a chronic, relapsing, biopsychosocial disease.  Science is just beginning 
to validate theory at the level of biochemistry and neurobiology.  Deeper understanding of 
neurotransmitter systems such as reward-associated neurotransmitters, i.e., serotonin, glutamate, 
dopamine, etc., and stress-related neurotransmitters, are helping to open up more appropriate 
targeting of sub-types. 2. Pharmacogenomics is the science of how an individual’s genetic make-
up affects how that person’s body will react to certain drugs and medicines positively and 
negatively.  These space-age researches are opening up our modern understanding of how people 
become addicted and discovering the medications to help combat their disease.  Themes such as 
craving, risk-taking behavior, early vs. late onset, drug preference, etc. are the tip of the sub-type 
iceberg.  That research will increasingly be able to differentiate, both in terms of prevention and 
treatment, those who will benefit maximally from one or another approach1.   
 Some bad news: Over the past decade, the total number of alcohol abusers/dependents 
has increased by over 3 ½ million (total = 17.6 million or 8.5% of the U.S. population).  Also, 
the cost to our economy of drug-induced disease (mental and physical), absenteeism, and 
injury/death has increased by 5.34% to $180 billion.  This statistic doesn’t take into account the 
cost in human terms of family, social, vocational, and community disruptions.  Adding to thiis 
burden, only 9% of the millions of people with a drug or alcohol problem are actually receiving 
appropriate treatment at any given time.  Reasons abound for the discrepancies: accessibility of 
services, waiting lists, denial of illness, stigma, inability to pay, old-fashioned ideologies among 
sufferers and treaters vs. up-to-date knowledge of the biopsychosocial factors that need to be 
addressed for sobriety and treatment to be successful. 
 Clinical Pearl: Two liver function tests: the CDT (carbohydrate-deficient transferrin) and 
GGT (gamma-glutamyl transferase) tend to be elevated in 80% and 66% respectively of long-
term heavy drinkers, but are more accurate when the two are combined.  If these are elevated, the 
screening should be followed up by the AUDIT (The Alcohol Use Disorders Identification Test). 
 Evidence has been accumulating for the importance of early screening and intervention, 
even at the earliest stages of drinking behavior.  Two brief interventions (BI) performed in the 
primary care setting have been shown to actually decrease alcohol consumption for the ensuing 
twelve months, cut health care utilization, and decrease societal and health care costs. Identified 



alcoholics, who are given pre-surgical BI, and who then reduce their alcohol intake pre-op, have 
fewer post-op infections, fewer bleeding episodes, shorter ICU stays, and fewer post-op deaths.   
 Pharmacotherapy for Alcohol Dependence: In 1951, the first drug to be approved by the 
FDA for alcohol dependence was disulfiram (Antabuse).  The next drug, oral naltrexone 
(ReVia), had to wait until 1994.  Then came acamprosate (Campral) in 2004, and finally, 
injectable, extended-release naltrexone (Vivitrol) in 20062.  Since the mechanism of action is 
distinct in each drug, they may be combined in a variety of ways to achieve specific clinical 
goals.  Antabuse is an aversive agent.  It produces an unpleasant state, such as nausea and 
vomiting, by the inhibition of a step in the metabolism of alcohol leading to the build-up of a 
toxic chemical called acetaldehyde.  Homeostasis: Campral appears to restore the body’s balance 
between the central nervous system GABA (inhibitory) and the glutamate (activating) 
neurotransmitter systems.  Reward-based System: Both naltrexone and acamprosate appear to 
produce their effects on a variety of neurotransmitters but primarily act on the brain-reward 
circuitry that has to do with pleasure, craving, and withdrawal effects.  
 

Several clinical points need to be kept in mind: 
• This is a new age in the treatment of alcohol dependence. 
• The precise function and CNS action of each of these medicines in enhancing abstinence 

needs further refinement and clarification. 
• We do not yet have the scientific basis for matching a particular patient with the optimal 

treatment regimen.  Clinical experience and expertise are still the best guides. 
• Although combination of mechanisms of action is an attractive concept on paper, the 

combination of acamprosate and maltrexone has not been proven effective in the research 
so far. 

• The efficacy of each of these medications is increased dramatically when combined with 
psychosocial therapy.  Family therapy, group support, and 12-step programs add 
enormously. 

• While the current available medications may be “blunt” instruments, they have proven 
their efficacy;  yet, they are widely underutilized by the medical profession. 

 
Some concluding observations: 

1. Alcohol-related medical conditions including alcohol dependence can be managed as 
effectively as other chronic diseases, such as diabetes or hypertension.  Lowered 
morbidity and mortality rates are directly related to successful intervention. 

2. Alcohol dependence and the consequent medical consequences remain vastly under- 
recognized and under-treated. 

3. Medication non-adherence is one of the critical barriers to successful treatment.  
Once-monthly injection of naltrexone (Vivitrol), as an example, bypasses the problem 
of daily or even multi-dose per day pill-taking.   

4. The neurobiology of alcohol dependence is complex, involving multiple 
neurotransmitter and receptor systems, in different combinations in each individual.  
Thus finding the proper agent that targets the correct dysfunctional neurotransmitter 
system is daunting if not impossible with our current state of knowledge.  However, 
research is uncovering a number of promising agents that are effective in the 
laboratory in modifying drinking behavior: an SSRI, ondansetron; an anti-convulsant, 



topiramate; a cannabinoid receptor antagonist, rimonabant, baclofen, clozapine, and a 
variety of other receptor antagonists are being studied. 

5. Alcohol dependence remains under-recognized and under-treated; and success is still 
not easy to come by, even when the conditions are optimal (as in any chronic, 
relapsing medical condition).  The new medicines, new understandings, and new 
approaches give much reason for hope and optimism in the treatment field for the 
management of alcohol dependence3.    
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