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Until 1995 the U.S. Food and
Drug Administration (FDA)
had approved only one med-

ication (disulfiram) for the treatment
of alcohol dependence. In 1995 the
FDA approved oral naltrexone. Acam-
prosate received approval in 2004 and
long-acting injectable naltrexone in
2006. A recent study of U.S. prescrip-
tion data found that although overall

sales of these medications have grown
rapidly in recent years, only a small
proportion of Americans with alcohol
use disorders are treated with medica-
tion therapy (1).

Of the roughly 19 million people in
the United States who meet diagnos-
tic criteria for an alcohol use disorder
(about 8.5 million with alcohol de-
pendence), it has been estimated that

only 139,000 annually receive phar-
macotherapy with approved medica-
tions—.07% overall and 5.8% of
those seeking specialty treatment
(2,3). Other estimates of prescription
rates among persons with alcohol use
disorders vary from less than 1% to
13%, depending on sample defini-
tions, setting of care, and specific
medication, with the highest rates
found for naltrexone among alcohol-
dependent patients in specialty addic-
tion treatment settings (4,5). Several
large surveys of addiction treatment
programs have found far from uni-
versal adoption of pharmacotherapy
for alcohol use disorders (3,6). To
put this in perspective, the one-year
prevalence of alcohol dependence is
roughly half that of major depression
(3.8% and 7.2%, respectively) (7,8);
however, 336 times as many pre-
scriptions were written in 2006 for
antidepressants as for alcohol de-
pendence medications (226,886,000
compared with 674,000) and the
sales volume was 241 times as great
($15,064,827,000 compared with
$62,383,000) (1,5,9).

The American Psychiatric Associa-
tion’s Physician Consortium for Per-
formance Improvement and the Na-
tional Committee for Quality Assur-
ance recently adopted performance
measures related to the management
of alcohol dependence that include
counseling regarding psychosocial
and pharmacologic treatment options
as one of the three measures related
to substance use disorders (10). In a
similar vein and consistent with con-
sensus standards for evidence-based
treatment of substance use disorders
approved by the National Quality Fo-
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Objective: Acamprosate, oral and long-acting injectable naltrexone, and
disulfiram are approved for treatment of alcohol dependence. Their
availability and consideration of their use in treatment are now stan-
dards of high-quality care. This study determined rates of medication
initiation among Veterans Health Administration (VHA) patients. Meth-
ods: VHA pharmacy and administrative data were used to identify pa-
tients with alcohol use disorder diagnoses in fiscal years (FY) 2006 and
2007 and the proportion (nationally and by facility) who received each
medication. Patient characteristics associated with receipt were also ex-
amined. Results: Among more than a quarter-million patients with alco-
hol use disorder diagnoses, the percentage receiving any of the med-
ications increased from 2.8% in FY 2006 to 3.0% in FY 2007. Receipt of
these medications was more likely among patients who received spe-
cialty addiction care, those with alcohol dependence (compared with
abuse), those younger than 55 years, and females. In the patient sub-
groups examined, the largest proportion to receive any of the medica-
tions was 11.6%. Across 128 VHA facilities, rates of use among patients
in the sample who had received past-year specialty addiction treatment
ranged from 0% to 20.5%; rates ranged from 0% to 4.3% among those
with no specialty treatment. Patient preferences and medical con-
traindications could not be determined from the data. Conclusions:
Findings suggest the need to better understand systemwide variation in
use of these medications and their use as a rough proxy for availability
and consideration of pharmacotherapy—a standard of care with strong
organizational support. (Psychiatric Services 61:392–398, 2010)



rum, availability of FDA-approved
pharmacologic treatments for alcohol
dependence and consideration of
their use in treating alcohol-depend-
ent patients were recently mandated
for all facilities of the Veterans Health
Administration (VHA) (11). In its re-
cently revised Clinical Practice
Guideline for Management of Sub-
stance Use Disorder (12), VHA clear-
ly supports the availability and active
consideration of these pharmacologic
treatments.

Although the availability and con-
sideration of pharmacotherapy are
now considered important compo-
nents of high-quality care for alcohol
use disorders, clinical data describing
whether and to what extent such phar-
macotherapy is considered are either
nonexistent or buried in the text of
progress notes. Furthermore, the pro-
portion of patients who should receive
these drugs, determined on the basis
of clinical judgments, medical con-
traindications, and patient prefer-
ences, is not known. Therefore, from
a quality measurement standpoint, it
is difficult to determine where and
when these newly promulgated stan-
dards are being met. For patients
with alcohol use disorders who do not
receive pharmacotherapy, it is diffi-
cult to determine whether pharma-
cotherapy was actively considered, ei-
ther by the clinician or patient. How-
ever, at the facility level it may be pos-
sible to use prescription data as a
rough proxy for availability and con-
sideration. If no treatment-seeking
patients receive pharmacotherapy, it
might be concluded that the medica-
tions are either not available or not
being actively considered.

Knowing the extent to which these
medications are utilized can help mo-
tivate implementation and quality im-
provement efforts and provide a base-
line to judge the effects of these ef-
forts. Although patient preferences,
contraindications, cost, and other
clinical and patient factors (perhaps
including pharmacogenetics) should
influence patients’ receipt of pharma-
cotherapy for alcohol use disorders,
adoption of these new policies and
performance measures may motivate
efforts to increase what has been his-
torically low use of these medications.

In this study we sought to deter-

mine the extent to which these med-
ications are initiated in the treatment
of the almost 300,000 patients with
alcohol use disorders in the VHA and
to examine patient characteristics as-
sociated with receipt of these med-
ications. We focused on receipt of
pharmacotherapy for alcohol use dis-
orders (yes or no), not on duration of
use as studied previously (13,14). In
addition to conducting patient-level
analyses, we sought to describe vari-
ability in facility-level utilization of
pharmacotherapy for alcohol use dis-
orders. These data will establish
baseline statistics that might be used
to evaluate the effects of future im-
plementation efforts. Finally, for
comparison purposes, we deter-
mined which patients in our sample
also had indications for and received
selective serotonin reuptake in-
hibitors (SSRIs).

Methods
To define a group of potential candi-
dates for pharmacotherapy, we in-
cluded patients with either alcohol
abuse or dependence diagnoses, even
though the medications are approved
only for alcohol dependence. This de-
cision was based on several factors,
including the lack of fidelity with
which these diagnostic distinctions
are applied (for example, many pa-
tient have both diagnoses) and the ap-
preciable percentage of patients tak-
ing these medications who have only
a diagnosis of alcohol abuse. Using
the VHA National Patient Care Data-
base, we identified all patients who
received an alcohol use disorder diag-
nosis (ICD-9-CM codes 303.9x or
305.0x) in fiscal years (FY) 2006 and
2007. We included “in remission” di-
agnoses because some patients in
treatment are incorrectly diagnosed
as having disorders in full remission.

We then used the VHA Decision
Support System (DSS) inpatient and
outpatient pharmacy benefits files to
determine the proportion of patients
with alcohol use disorders who re-
ceived any of the four medications:
acamprosate, naltrexone oral, in-
jectable naltrexone, and disulfiram).
Receipt of medication was opera-
tionalized as at least one pharmacy
record for the medication. No at-
tempt was made to define a minimum

efficacious course of medication or to
characterize adherence to medication
or duration of use.

We also examined administrative
data on patient characteristics, such
as age, gender, and a recent history of
specialty addiction treatment as well
as clinical diagnoses—alcohol abuse
or dependence—to determine their
associations with receipt of each of
these medications. A recent history of
specialty addiction treatment was de-
fined as receipt of care during the fis-
cal year within one of VHA’s specialty
substance use disorder clinics or inpa-
tient or residential programs (identi-
fied by DSS stop codes and bed sec-
tion codes). Addiction care that may
have occurred in other settings, such
as psychiatric wards or primary care
settings, was not included in this def-
inition. Other potentially predictive
demographic variables were not in-
cluded because they were either not
available (for example, income) or are
notoriously unreliable in VHA admin-
istrative data (for example, race) (15).
All patient-level analyses were done
with mixed-effects logistic regression
with a random effect to account for
the clustering of patients within VHA
facilities (128 major VHA facilities),
which is the level of analysis for most
VHA quality measures; facilities were
identified by their three-digit station
code. All statistical analyses were con-
ducted with the R statistical program
(version 2.9.2).

To explore variability in facility-lev-
el utilization of pharmacotherapy, we
calculated the rates of receipt of med-
ication for alcohol use disorders (that
is, the number of patients receiving
medication divided by the number
with an alcohol use disorder diagno-
sis) in each of the 128 major VHA fa-
cilities; rates were also calculated for
patients with and without a history of
specialty addiction treatment. This
analysis was purely descriptive. Chart
documentation was not reviewed, and
thus no data were available for pre-
scriptions that were offered but de-
clined by the patient or for medica-
tions that the clinician decided were
contraindicated for other reasons. In-
stitutional review boards of Stanford
University and VA Palo Alto Health
Care System approved all aspects of
this study.
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Results
Table 1 presents data on the propor-
tion of patients with alcohol use dis-
orders who received acamprosate,
oral naltrexone, injectable naltrexone,
or disulfiram. In FY 2006, among
more than five million VA patients,
267,982 had a diagnosed alcohol use
disorder, of which .5% received
acamprosate, 1.4% received oral nal-
trexone, and 1.2% received disulfi-
ram. Injectable naltrexone was ap-
proved by the FDA during FY 2006
but was not dispensed in VHA. Over-
all, 2.8% of patients with an alcohol
use disorder received at least one of
these medications from VHA during

FY 2006. In FY 2007, a total of
281,353 patients had an alcohol use
disorder diagnosis, of which .6% re-
ceived acamprosate, 1.6% received
oral naltrexone, <.1% received in-
jectable naltrexone, and 1.1% re-
ceived disulfiram. Overall, 3.0% of
patients with an alcohol use disorder
received at least one of these medica-
tions from VHA during FY 2007.

Several patient and setting factors
predicted receipt of any of these
medications and of each medication.
Table 2 presents FY 2007 data on the
use of these medications stratified by
gender, age, alcohol use disorder di-
agnosis (abuse or dependence), and

receipt of VHA specialty care for sub-
stance use disorders during the fiscal
year. Women with an alcohol use dis-
order were almost twice as likely as
men to receive these medications
(5.2% compared with 3.0%). Patients
older than 55 years were less likely to
receive these medications (2.2%)
than patients in the 30- to 55-year
group (4.0%) and than those younger
than 30 years (3.2%). Patients with an
alcohol abuse diagnosis were half as
likely as those with an alcohol de-
pendence diagnosis to receive these
medications (1.8% compared with
3.9%). Patients who received no sub-
stance use disorder specialty care
during the fiscal year were much less
likely to receive these medications
(1.2%) than those who received only
outpatient specialty care (6.4%), only
residential care (11.2%), and both
residential and outpatient specialty
care (11.6%). As noted in Table 2, all
of these comparisons were significant
in single-predictor, mixed-effects lo-
gistic regression models with a ran-
dom effect for VHA facility and re-
ceipt of any medication (yes or no) as
the outcome.

To examine the conditional inde-
pendence of these bivariate associa-
tions, we constructed a multivariate
mixed-effects logistic regression mod-
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Patients who received medication treatment for alcohol use disorders in the 
Veterans Health Administration in two fiscal years

2006 (N=267,982)a 2007 (N=281,353)a

Medication N % N %

Acamprosate 1,330 .5 1,592 .6
Oral naltrexone 3,658 1.4 4,520 1.6
Injectable naltrexone 0 — 70 <.1
Disulfiram 3,111 1.2 3,082 1.1
Any medication 7,520 2.8 8,492 3.0

a Ns represent unique patients with either alcohol abuse or dependence diagnoses as recorded in
the yearly census of over five million patients.

TTaabbllee  22

Predictors of medication use and receipt of specialty care for alcohol use disorders in the Veterans Health Administration
in fiscal year 2007

Acamprosate Naltrexone Disulfiram Any medication
(N=1,594) (N=4,520) (N=3,082) (N=8,492)

Variable Total N N % N % N % N %

Gender
Male (reference) 270,774 1,499 .6 4,246 1.6 2,912 1.1 8,009 3.0
Female 9,319 95 1.0∗ 274 2.9∗ 170 1.8∗ 483 5.2∗

Age
>55 (reference) 141,511 584 .4 1,614 1.1 1,093 .8 3,063 2.2
30–55 126,694 969 .8∗ 2,662 2.1∗ 1,859 1.5∗ 5,045 4.0∗

<30 11,888 41 .3 244 2.1∗ 130 1.1∗ 384 3.2∗

Alcohol diagnosis
Dependence (reference) 167,643 1,267 .8 3,440 2.1 2,367 1.4 6,510 3.9
Abuse 113,710 327 .3∗ 1,084 1.0∗ 719 .6∗ 1,992 1.8∗

Addiction specialty care
None (reference) 190,974 323 .2 1,127 .6 953 .5 2,305 1.2
Outpatient only 82,843 1,107 1.3∗ 2,872 3.5∗ 1,825 2.2∗ 5,318 6.4∗

Residential only 296 4 1.4∗ 12 .1∗ 19 6.4∗ 33 11.2∗

Botha 7,240 160 2.2∗ 509 7.0∗ 288 4.0∗ 841 11.6∗

a Patients could have received medication in outpatient care, residential care, or both settings.
∗ p<.05 for the difference between the indicated group and the reference group in a single-predictor, mixed-effects logistic regression model with a ran-

dom effect for facility



el predicting receipt of any of the four
medications, using data on gender,
age, alcohol use disorder diagnosis
(abuse or dependence), and receipt
of specialty care for substance use
disorders. Consistent with the bivari-
ate associations described above,
these results indicated that all vari-
ables had independent associations
with medication receipt (Table 3).
The Nagelkerke R2 was .10 for the
usual (non–mixed-effects) version of
this logistic regression model. Re-
ceipt of substance use disorder spe-
cialty care had the largest adjusted
odds ratios, indicating minimal use of
these medications for patients who
did not receive treatment in specialty
settings.

Medication use by patients 
without alcohol use disorders
Some patients who did not have an al-
cohol use disorder received these
medications, although they were not
included in our main analyses. It is un-
known to what extent such use repre-
sents treatment for undocumented al-
cohol use disorders or, especially in the
case of naltrexone, treatment for other
indications. In FY 2006, 6.3% (N=107)
of patients receiving acamprosate,
19.3% (N=970) of those receiving nal-
trexone, and 16.2% (N=682) of those

receiving disulfiram did not have an al-
cohol use disorder diagnosis.

Facility rates of medication 
use for alcohol use disorders
Figure 1 presents data on the facility-
level prevalence of pharmacotherapy
for patients with alcohol use disorders
who did and did not have contact with
the specialty addiction treatment sys-
tem. Across 128 VHA facilities, the
proportion of patients with a history
of specialty addiction treatment who

received pharmacotherapy ranged
from 0% to 20.5%; at two facilities the
rate was less than 1%. Across the
same facilities, only 0% to 4.3% of pa-
tients who did not receive specialty
treatment received pharmacothera-
py; at 66 facilities the rate was less
than 1%. Such data can be used to
identify facilities at the high and low
end of the utilization continuum in
order to target implementation ef-
forts. If the data were available, which
they are not for VHA, these metrics
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Multivariate model predicting receipt of any medication for alcohol use 
disorders in the Veterans Health Administration in fiscal year 2007a

Variable Estimate SE z OR 95% CI

Female (reference: male) .459 .049 9.24 1.58 1.43–1.74
Age (reference: >55)

30–55 .174 .024 7.15 1.19 1.13–1.25
<30 .186 .056 3.31 1.20 1.08–1.35

Abuse diagnosis (reference: 
dependence) –.529 .026 –19.92 .59 .56–.62

Type of addiction care (ref-
erence: no specialty care)

Outpatient only 1.600 .026 61.28 4.96 4.71–5.22
Residential only 2.187 .186 11.73 8.91 6.18–12.84
Both 2.195 .043 50.71 8.89 8.25–9.78

Intercept –4.286 .025 –169.19

a Results are from a mixed-effects logistic regression model with a random effect for facility. Nagel-
kerke R2=.10 for non–mixed effects version of this model

FFiigguurree  11

Percentage of patients at 128 facilities receiving pharmacotherapy for an alcohol use disorder in fiscal year 2007, by receipt
of specialty care
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might be calculated for specific pro-
grams or individual providers as feed-
back to clinical and quality managers.

Comparison with use of SSRIs
A possible explanation for the low uti-
lization rates of these medications in
the treatment of alcohol use disorders
is patients’ reluctance to take any psy-
chiatric medications among those
with alcohol use disorders or clini-
cians’ reluctance to prescribe them
for these patients. To explore this pos-
sibility, we determined which patients
in our sample had co-occurring psy-
chiatric diagnoses that are indications
for SSRIs, such as depression, anxiety
disorders, posttraumatic stress disor-
der, and eating disorders. Of the
281,353 patients with an alcohol use
disorder diagnosis in FY 2007, a total
of 161,938 also had a diagnosis that is
an indication for an SSRI. Of these,
52.6% (N=85,179) received an SSRI
and 4.3% (N=6,963) received at least
one medication for an alcohol use dis-
order. Thus these patients were much
more likely to receive medication for
their co-occurring disorder than for
their alcohol use disorder. Of interest,
of the 119,415 patients in the sample
who did not have a psychiatric indica-
tion for an SSRI, 7.3% (N=8,817) re-
ceived an SSRI and 1.2% received an
alcohol use disorder medication
(N=1,433). Apparently, patients with
an alcohol use disorder who did not
have an indication for an SSRI were
more likely to receive an SSRI than
an indicated medication for alcohol
use disorder.

Discussion
Approximately 3% of the more than
quarter-million VHA patients with al-
cohol use disorders received pharma-
cotherapy for these disorders in FY
2006 and FY 2007. The rates of med-
ication initiation were higher for pa-
tients who received care in one of the
VHA substance use disorder specialty
treatment settings in that fiscal year
(6.4% of outpatients and 11.2% of pa-
tients who received residential spe-
cialty care in FY 2007). These rates
represent patients who filled at least
one prescription for these medica-
tions. Therefore, the rate of receipt of
an adequate, efficacious course of
medication must have been even low-

er, although this proportion was not
examined directly.

The optimal percentage of patients
with an alcohol use disorder who
should be receiving each of these
medications has not been estab-
lished. Not every patient with an al-
cohol use disorder needs, wants, or
will accept medication treatment.
Furthermore, evidence supporting
use of these medications is equivocal
and varies by medication. VHA clini-
cians’ potential enthusiasm for nal-
trexone may have been reduced by
the null result obtained in a large VA
multisite trial, even though reanaly-
ses of data from the trial identified a
subset of responders who may bene-
fit (16,17) and despite the emerging
possibility of genetic identification of
likely responders (18).

Given the large number of patients
with an alcohol use disorder who are
either uninterested in or who have
not benefited sufficiently from psy-
chosocial treatment, we suggest that
pharmacotherapy should, at a mini-
mum, be available and considered for
all patients with an alcohol use disor-
der and that the 3% prescription rate
observed in this study represents an
underutilization of medications for
alcohol use disorders in VHA. The
recommendation regarding availabil-
ity and consideration is consistent
with recently approved consensus
standards that all patients with alco-
hol dependence should have clinical
documentation that these medica-
tions were available and considered if
they were not clinically contraindi-
cated (10–12).

Perhaps more important, we found
that at some facilities no patients,
even those who sought treatment for
addiction, were receiving pharma-
cotherapy for alcohol use disorders.
To the extent that receipt of medica-
tion can be used as a rough proxy for
availability and consideration of alco-
hol use disorder pharmacotherapy,
these facilities appear not to be pro-
viding the standard of care. Quality
managers might target implementa-
tion efforts at facilities (or other orga-
nizational units) that provide no alco-
hol use disorder pharmacotherapy or
fail to exceed some minimal threshold
of provision.

Certain patient characteristics were

associated with a greater likelihood of
medication receipt. Patients over age
55 were somewhat less likely than
younger patients to receive these
medications. In this sample, only 23%
of patients in the over-55 age group
received any specialty addiction care
during FY 2007, compared with 46%
of the 30- to 55-year group and 38%
of patients under age 30. Older pa-
tients may be less likely to seek any
type of addiction treatment, including
pharmacotherapy, because of higher
perceived stigma or other cohort-
related factors. Furthermore, disulfi-
ram is not recommended for use
among older adults, which may partly
explain this finding (19,20).

Female patients with an alcohol use
disorder in VHA were somewhat
more likely than male patients to re-
ceive both specialty addiction care
(43% compared with 40% in FY
2007) and treatment with any of the
four medications (5.2% compared
with 3.0%). Although we cannot dis-
entangle the nature of these correla-
tions with cross-sectional data, one
treatment modality may facilitate
(mediate) the other, or both correla-
tions may result from an unobserved
factor, such as a greater likelihood
among women of having a co-occur-
ring psychiatric diagnosis that brings
them into contact with psychiatrists, a
preference for psychoactive medica-
tions, and possible site differences,
such as gender-specific programs at
larger sites.

Patients who had a diagnosis of al-
cohol dependence were more likely
than those with an alcohol abuse di-
agnosis to receive pharmacotherapy,
which is not surprising given that
these medications are approved for
alcohol dependence. Use of these
medications to treat alcohol abuse
could technically be considered off la-
bel. FY 2007 rates of use of these
medications among patients seen in
specialty care for substance use disor-
ders were higher but still modest—
6.4% of patients in outpatient care for
substance use disorders and 11.6% of
patients seen in both residential and
outpatient settings, compared with
1.2% of patients who did not receive
addiction specialty care.

The fact that SSRIs were used
about five times as often as medica-
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tions for alcohol use disorders among
patients with an alcohol use disorder
but without a co-occurring psychi-
atric diagnosis raises questions. Al-
though preliminary observational
data suggest possible synergies be-
tween SSRIs and naltrexone in the
treatment of alcohol dependence
(21), there is no empirical support for
SSRIs as a monotherapy for alcohol
dependence. It is possible that the
SSRIs were prescribed for other off-
label indications. Or it may be that
clinicians have more experience and
greater comfort prescribing SSRIs,
even in cases for which the drugs
have no proven efficacy. More de-
tailed examination of these cases is
necessary to better understand this
phenomenon. 

Limitations
This study has several limitations. We
focused on initial receipt of medica-
tions but did not determine whether
patients received an adequate course
of therapy (for example, several
months of refills). Clearly, the propor-
tion of patients who received an ade-
quate course of pharmacotherapy
must be lower than the proportion of
patients who received any medica-
tion. Also, we had data on filled pre-
scriptions only, not on whether the
medications were taken (with the ex-
ception of injectable naltrexone).
Furthermore, we did not have data
on prescriptions written by VHA cli-
nicians that were either not filled or
filled elsewhere. Although some pa-
tients may have obtained alcohol use
disorder medications from other
sources, the generally low copay-
ments for VHA pharmacy benefits
makes this less likely.

Another limitation is the unknown
sensitivity and specificity of alcohol
use disorder diagnoses in VHA, espe-
cially the extent to which patients
without diagnoses meet diagnostic cri-
teria and therefore might benefit from
pharmacotherapy. In FY 2006 and
2007 roughly 5.5% of VHA patients
had an alcohol use disorder diagnosis.
This prevalence estimate is similar to
other VHA estimates but not directly
analogous. Kinder and colleagues (22)
reported that 6.2% of a sample of
34,292 male VHA outpatients had
scores greater than 8 on the Alcohol

Use Disorder Identification Test–
Consumption, which indicates a high
probability of meeting criteria for an
alcohol use disorder. Wagner and
colleagues (23) have estimated that
6.2% of veterans nationally, only
some of whom are VHA patients,
meet criteria for alcohol abuse or de-
pendence. These diagnostic uncer-
tainties led us to explore the use of
these medications for patients with-
out alcohol use disorder diagnoses,
and we found that from 6% to 19%
of all patients receiving these med-
ications did not have these diag-
noses. Without chart review, it is dif-
ficult to know what proportion of
these patients was being treated for
undiagnosed alcohol disorders or
whether the medications were being
prescribed for other indications,
such as cocaine dependence or skin
picking.

Barriers to implementation
Patients with chronic and severe alco-
hol use disorders have high rates of
relapse, readmission, and treatment
attrition. Therefore, it is surprising
that these medications are not more
widely used. This apparent underuti-
lization is not unique to VHA. Utiliza-
tion rates for these medications at
VHA are within the range of rates re-
ported in other settings (4,5). Several
authors have posited explanations for
the apparent underutilization, includ-
ing clinicians’ lack of knowledge, per-
ceived ineffectiveness, belief that
medications might reduce motivation
for psychosocial treatment and mutu-
al-help group attendance, concerns
about side effects, cost, lack of suffi-
cient time allocated for management
of patients, and patients’ reluctance
to take medications (4, 24–27). Mark
and colleagues (5) asked 1,388 physi-
cians what implementation efforts are
most likely to result in greater use of
medications to treat alcohol use disor-
ders. The physicians cited more re-
search to develop new medications
(33%), more physician education
about existing medications (17%),
and increased physician involvement
in alcoholism treatment (17%). An
educational intervention to increase
knowledge and acceptance of naltrex-
one in community-based addiction
treatment settings has recently been

developed (28). However, education
alone is rarely sufficient to produce
meaningful changes in physicians’ be-
haviors (29,30).

Two of the medications analyzed in
this study, acamprosate and long-act-
ing injectable naltrexone, have non-
formulary status in VHA, which does
not preclude use but attaches stipula-
tions to prescriptions, which may act
as a barrier to use. Other researchers
have examined facility-level barriers,
rather than patient- or clinician-level
barriers, to pharmacotherapy for al-
cohol use disorders (31). Oser and
Roman (6) found that having 12-step
meetings on the premises, a lower
level of education among administra-
tors, a physician on the payroll, an
employee handbook, a hospital affili-
ation, and for-profit status were sig-
nificantly associated with greater like-
lihood of adoption of naltrexone
treatment. Fuller and colleagues (32)
found, among other things, that clin-
ics that provided only substance use
disorder services were less likely to
utilize naltrexone than more general
clinics. Ducharme and colleagues
(26) found that adoption of disulfiram
and naltrexone was significantly more
likely in programs that were accredit-
ed, employed at least one physician,
offered care for patients with co-oc-
curring psychiatric conditions, de-
rived more revenue from commercial
insurance payers, and had fewer links
with the criminal justice system.

If discussing all treatment options
is now considered the standard of
care for patients with alcohol use dis-
orders (10–12), then all patients with
these disorders should be apprised of
the spectrum of self-help, mutual-
help, psychosocial, and medication
treatment options. If physicians are
held accountable to provide knowl-
edgeable and unbiased information to
patients with these disorders, patient
demand may drive utilization to its
proper level.

Conclusions
At VHA, the use of FDA-approved
medications for the treatment of al-
cohol use disorders is generally low
but highly variable. At some VHA
sites, medications were prescribed to
one in five patients seeking treat-
ment for an alcohol use disorder, and
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other sites were found to rarely use
these treatment options. Therefore,
examining facility-level barriers and
supports for pharmacotherapy for al-
cohol use disorders is a priority in
the VHA system. In light of these
data, we are initiating a research pro-
gram to identify facility-level predic-
tors of pharmacotherapy for alcohol
use disorders and surveying and in-
terviewing staff at the high- and low-
use facilities.
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