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Treatment of alcohol use disorder from a psychological point of view
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SUMMARY. The development of a treatment for alcohol use disorder (AUD) is a crucial and complex moment. Indeed, the information gathered by a team of professionals (physicians, psychologists and social workers) (bio-psycho-social model of AUD) interact to choose the most
appropriate cure. As for AUD psychological treatment, it is of considerable importance to avoid clinical treatments leading to drop-out for
improving the patients quality of life. Psychoanalytic and behavioral techniques were early utilized as psychological treatment of AUD, however, evidence-based approaches as motivational interviewing (MI) and cognitive behavioral therapy (CBT) are recently used in AUD. In
this work we review the more effective and appropriate AUD psychological treatments.
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RIASSUNTO. L’elaborazione del piano di trattamento rappresenta un momento molto delicato e complesso del processo terapeutico del disturbo da abuso di alcol (DUA). È la fase in cui le informazioni raccolte da un’équipe di professionisti (medici, psicologi e assistenti sociali)
(modello bio-psico-sociale del DUA) vengono messe insieme per decidere il percorso terapeutico più adatto. Per quanto riguarda la parte
psicologica, è di notevole importanza scegliere un trattamento clinico in grado di ridurre al minimo la mancata adesione al trattamento e, per
i soggetti che rimangono in trattamento, di garantirne l’efficacia. Se da una parte, le tecniche psicoanalitiche e comportamentali hanno fornito le basi della terapia psicologica dell’alcolismo, dall’altra, gli approcci basati sull’evidenza scientifica sono stati elaborati a partire dai principi del colloquio motivazionale e della terapia cognitivo-comportamentale. In questo articolo viene fornita una panoramica dei trattamenti
che sono risultati più efficaci nel trattare il DUA e delle modalità temporali più adeguate per monitorare l’efficacia del trattamento.
PAROLE CHIAVE: disordine da uso di alcol, DUA, trattamento del DUA, piano di trattamento, intervento cognitivo-comportamentale, colloquio motivazionale, follow-up.

INTRODUCTION
Alcohol use disorder (AUD) is a complex and heterogeneous phenomenon. The kind, the amount and frequency of
alcohol intake are extremely variable between people1-3. Alcohol abuse may be also discovered in combination with other recreational drugs4. AUD coexists, contributes or may be
the effect of different psychiatric disorders5,6. All these factors
may crucially influence AUD morbidity but also the help request by people attending appropriate structures for outcome
treatments7. The choice of a psychological treatment that
takes into account the clinical characteristics of the AUD person asking for help is a key factor to reduce mortality (lack of
adherence to treatment) and to ensure the effectiveness of
the treatment8. The development of a treatment schedule is a

critical moment for patients with AUD because the information collected by physicians and psychologists are assembled
to decide the most appropriate cure. A useful psychological
model to recognize when and how to proceed in AUD is described in the Alcohol Needs Assessment Research9 and is
based on the International Classification of Diseases (ICD10)10. This model categorizes the AUD patients by analyzing
amount and drinking frequencies (Figure 1). The at risk
drinking (hazardous drinking) is the first category with low
level of drinking that could lead to harmful consequences10,11,
although, currently no at risk levels of consumption are universally recognized in the world. The World Health Organization (WHO) defines the daily at-risk drinking the consumption of 20-40 g of alcohol for women and 40-60 g for man12.
Usually people who fall into this category do not ask for a
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Figure 1. Alcohol Use Disorder categories and proposed methods of
intervention10.

clinical support. The second category is the harmful drinking
eliciting physical and/or mental damage10. A regular alcohol
consumption of 40 g for women and 60 g for men (or more)
indicates the intake pattern of this clinical category12. AUD
people of this category may casually attend medical structures for alcohol consequences as home or car accidents, pancreatitis, etc. The third category includes the AUD dependent
people (moderately or severely drinking) defining a well-established pattern of people with alcohol-related problems
and often looking for clinical support. The severity criteria of
the DSM-5 for alcohol addiction can be used to define the dependence and its severity.
For hazardous or harmful drinking is strongly suggested a
brief intervention (BI) or a motivational interview (MI)13,14.
The treatment of the hazardous drinking could be carried
out also in a no specialized context (primary care physician
or emergency room), while the harmful drinking, as well as
for the full alcohol dependence, should be treated in a specialized unit for dependence. In particular, for people in the
category of alcohol addiction the treatment should be more
intensive.
The treatment aims are: i, to improve the patient quality
of life, through positive changes in physical and mental conditions, and socio-economic situations15; ii, the total abstinence from alcohol. However, a controlled drinking may be
considered and negotiated with the patient at the beginning
of treatment for ensuring a better adherence to treatment16
since controlled drinking may be proposed or accepted in the
case of at risk drinking or mild dependence but not for addicted people17.
The involvement of family members and/or friends is
strongly recommended because AUD people family members experience or are at risk in developing a range of physical stress and psychological problems needing themselves a
support, a factor useful in engaging and motivating the AUD
patient18.
PSYCHOLOGICAL EVIDENCE-BASED TREATMENT
Maintaining an AUD person adherent to treatment, especially in the first three months of abstinence, it is one of the

biggest problems for professionals. The scientific literature
documents drop-out levels ranging from 50% to 80%19. The
choice of the “right” treatment is than essential not only for
the efficacy of the treatment but also to create a culture of
shared clinical findings facilitating the operators in the
choice of “what to do” and “how to do” and for ensuring the
dissemination of knowledge20. The evidence-based approaches for curing AUD have been developed and validated taking into account the motivational interviewing (MI)
and the cognitive behavioral therapy (CBT)21,22 because easy
to deliver in a standardized and scientific form. Miller and
Wilbourne23 reviewed the treatment AUD outcomes of 381
studies. Among the psychosocial treatments, the treatments
based on MI and CBT (“brief intervention, social skills training, the community reinforcement approach, behavioral contract, couples therapy and case management”) resulted to be
strongly efficient. Khan et al.24, in a systematic review study,
pointed out the effectiveness of CBT if associated with medical treatment (see Table 1 for the treatments’ efficacy grading of evidence and recommendations).
There is unanimous accord on the fact that heavy drinking
results in high economic costs for the society due to health
and social cares, losses to productivity, and criminal activity25.
It is crucial to develop and validate evidence-based approaches for psychological treatment of AUD offering both
best chances of success but also those with affordable costs
compared to others. As for the costs question, many psychosocial treatments, including MI and training in social skills,
have been shown to be useful in reducing the economic
costs26. The project MATCH funded in the USA by the National Institute on Alcohol Abuse and Alcoholism, showed
substantial improvements in drinking status for all three
treatments took into account (Cognitive Behavioral Coping
Skills Therapy – CBT; Twelve-Step Facilitation Therapy –
TSF; Motivational Enhancement Therapy - MET) with little
difference between treatments at either the 1-year or the 3year follow-up points27,28. The United Kingdom Alcohol
Treatment Trial29 decided to use in their study MET on the
grounds of cost-effectiveness also considering the most relevant findings from Project MATCH that a less intensive and
less costly treatment (MET) did offer significantly equal outcomes than two more intensive and expensive treatments
(CBT and TSF) (Evidence A, Recommendation 1 of Table 1).
Motivational approach
MI and MET refer to a clinical 4-sessions trials in the
MATCH project developed by Miller and Rollnick30. The authors defined them as “client-centered”, aimed at increasing
the motivation to change, through exploration and resolution
of ambivalence. The motivation is not an approach based on
the comparison. It considers the change of drinking habits as a
result of a decision23. The motivational approach includes a
range of concepts, therapeutic techniques and relational styles.
The main issues are: to express empathy, investigate and resolve the ambivalence, roll with resistance and support self-efficacy. The treatment aims to motivate a change in the behavior linked to drinking, stimulating and supporting the use of
cognitive and behavioral resources possessed by the patient
but without providing additional sessions for the training or
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building new skills. The motivational treatment is short, often
also limited to a single session for the MI and up to four for
the MET. The MI evolved over the years shifting from a simple technical methodology to a more important role of the relational aspects of the clinical interview. A meta-analysis
study31 showed: 1) a high variability in the clinical efficacy of
treatment; 2) a trend of the positive effects to decrease in the
course of time. The authors suggest that when used as an independent treatment, the initial interviews, possibly administered in a short time, should be followed by follow-up at 1, 3,
6, 12 months. Furthermore, if followed by further treatments
of different approaches, the positive initial effects of motivational approach could be considerably reinforced. In another
meta-analysis study, the authors32 have stressed the following
points: 1) the motivational approach, also in shorter form,
would be very effective to produce positive effects in the short
time (within three months of “abstinence”); 2) would be more
effective with subjects with low dependence and “binge” intake (Evidence A, Recommendation 1 of Table 1).
Cognitive behavioral approach
The cognitive behavioral approach includes a range of therapeutic programs that are essentially based on the concepts of
the social learning theory and the theory on stress and coping33,34. The inability to handle stressful situations in everyday
life and specific risk situations, combined with culturally determined expectations of the positive effects of alcohol would
be responsible for the abuse of alcohol or for the relapse after
failed attempts to remain abstinent35. Alcohol dependence is a
learned behavior that can be changed by applying cognitive
and behavioral techniques. It is crucial provide at beginning
techniques that increase motivation to quit or cut down on
drinking, followed by the use of tools that help the patient: to
identify situations at risk for drinking, to understand the consequences of drinking and to debate dysfunctional ideas that
control behavior related to drinking, to prevent relapse and to

improve social skills and stress management. In the Mesa
Grande project23, the authors examined a large number of scientific studies, confirming the effectiveness of cognitive-behavioral approach in the treatment of alcohol dependence
(Evidence A, Recommendation 1 of Table 1).
Although cognitive-behavioral interventions may share
many concepts and techniques, they can differ by duration,
methods, content and treatment settings36. Below are listed
some of the interventions.
Relapse prevention
Relapse is an event frequently experienced especially in
the first three months of abstinence35,37,38. It was also noted
that specific situations (situations at risk for drinking) are associated with relapses. Negative emotions seem to account for
the 35% of drop-out, the social pressures by 20%, interpersonal conflicts by 16%, the desire to drink by 9%, and 3%
negative physical states39. The program of relapse management (Relapse Prevention - RP) provides not only cognitivebehavioral strategies that help to manage and prevent relapse
but also general strategies not directly related to the use of alcohol that allow a lifestyle balance40-43. A detailed description
of the method is showing in Dimeff and Marlatt43 and Parks
et al.44. Several authors45 analyzing the clinical papers published using the RP came to the following conclusions:
• RP is effective in reducing and/or to make “less destructive” the relapse limiting the quantities drinking;
• RP works with severe addicted patients;
• RP acts not only on the relationship with alcohol, but also improving considerably the psychosocial functioning;
• RP can be used in different contexts;
• RP is more effective if used in combination with pharmacological treatments.
The effectiveness has been confirmed indeed by many
studies24,45,46 (Evidence A, Recommendation 1 of Table 1).

Table 1. Treatments’ efficacy grading of both evidence and recommendations.
Grading of evidence

Notes

Symbol

High quality

Further research is very unlikely to change our confidence in the estimate of
effect and clinical practice

A

Moderate quality

Further research is likely to have an important impact on our confidence in the
estimate of effect and may change the estimate and clinical practice

B

Low or very low quality

Further research is very likely to have an important impact on our confidence in
the estimate of effect and is likely to change the estimate and clinical practice.
Any estimate of effect is uncertain

C

Notes

Symbol

Grading of recommendation
Strong recommendation warranted

Factors influencing the strength of the recommendation included the quality of
the evidence, presumed patient-important outcomes, and cost

1

Weaker recommendation

Variability in preferences and values, or more uncertainty: more likely a weak
recommendation is warranted. Recommendation is made with less certainty;
higher cost or resource consumption

2

Adapted from: European Association for the Study of Liver. EASL clinical practical guidelines: management of alcoholic liver disease.
J Hepatol 2012; 57: 399-420.
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Behavioral Self-Control Training

Coping Skills Training

Behavioral Self-Control Training (BSCT) is a clinical
approach that uses essentially behavioral techniques
aimed at moderating drinking (controlled drinking). Although the treatment has been criticized by many, its efficacy has been well documented by meta-analysis studies17,22,30,47. In particular, moderation is possible especially
for patients experiencing not so serious problems related
to drinking and with a short story of AUD8,41,48. The BSCT
includes eight steps to be given in this order: 1) Definition
of the amount to drink; 2) Self-monitoring of drinking; 3)
Controlling alcohol ingested; 4) Teaching the skill to reject
an offering to drink; 5) Establish a list of rewards if the
goals are achieved; 6) Learn to recognize the antecedents
of drinking; 7) Learn coping skills different from drinking;
8) Learn to prevent that a relapse becomes the beginning
“of a drink without control”. There are advantages in
choosing moderation as a goal of treatment49:

The Coping Skills Training (CST) is based on the assumption that drinking is a non-functional way to handle the emotional stress in interpersonal situations55. The training provides
functional strategy skills for managing interpersonal stress
without alcohol contribution. Monti et al.55 have validated the
skills training program for individuals or groups as allows:

• there are some people who might reject the goal of abstinence without having first experienced a period of moderate drinking;
• if the patient is not able to pursue the goal of moderation, the therapeutic relationship could be used to continue working on the possibility to have abstinence as a
main;
• if the patient reaches successfully controlled drinking, the
goal should be achieved with a relatively brief intervention;
• finally, many people who reach the goal of controlled
drinking may naturally choose the abstinence.
A meta-analysis study confirmed an increased efficiency
of BCST to reduce consumption compared with other treatments of controlled drinking 22 (Evidence A, Recommendation 1 of Table 1).
Cognitive Behavioral Marital Therapy
Cognitive Behavioral Marital Therapy (CBMT) is based
on the social learning theory. It uses specific techniques, such
as a behavioral contract or training for proper communication, to support the patient for change and restoring the balance in the couple. Several CBMT related programs have
been developed50,51. CBMT assumes that both alcohol-related problems and relational functioning influence each other:
once the AUD has developed, the abuse of alcohol can impair relationships and this in turn can lead to aggravate the
AUD. Despite this vicious circle, the couple can be an important resource, able to stimulate and support a change52.
BCMT appears to be very effective in reducing the alcohol
consumption when compared with other treatments that do
not include the spouse involvement53. A meta-analysis
work54 confirms the effectiveness even greater than the individual treatment with the same approach. The major disadvantage is that not always the spouse has time and resources
to available to spend in BCMT processes, however BMCT
may be considered useful alternative AUD treatment (Evidence A, Recommendation 1 of Table 1).

• to strengthen or build interpersonal skills to manage better relationships (assertive communication techniques
and listening);
• to manage emotions and then regulate emotional level
(technical anger management and stress);
• to handle situations related to drinking (coping with the
desire to drink, and with refusing the offer of drinking).
The CST has accumulated over time many scientific evidences of effectiveness in reducing consumption to improve
the quality of life8,56. The CTS is considered one of the most
effective treatments with a good cost/benefit ratio23. Patients
with a weakness in social skills may have greater benefit
mainly when administered in combination with other treatments56,57 (Evidence A, Recommendation 1 of Table 1).
Group therapy
AUD is a significant challenge to health costs, so it is crucial to identify the appropriate treatment for this disorder58.
Group therapy, involving more patients, can significantly
moderate the economic costs. Group therapy efficacy has
been shown in studies, comparing individual CBT and MI
versus the group format of both59,60. The studies have shown
that there are no differences between individual treatment
and the group treatment in terms of alcohol consumption,
adherence to treatment, patient satisfaction and percentage
of patients who achieve abstinence59,60. A recent Cochrane
meta-analysis61 has shown, despite the low quality of the
studies taken into account, the same positive results of alcohol intake reduction of both group and individual motivational interviews. Other studies have shown the efficacy of
group CBT involving patients with dual diagnosis62. Another
recent study has taken into account the treatment for the
prevention of relapse based on mindfulness63 demonstrating
a reduction of alcohol consumption, an increase in awareness, a greater skill to avoidance or manage “stimuli” that
can lead to a relapse and an increase in cognitive flexibility
and a high degree of patient satisfaction64. In conclusion, exposure techniques, training of coping skills, cognitive behavioral group techniques in general, and relapse prevention
strategies specifically, are the most effective treatment
modality to achieve positive results in the treatment of
AUD65 (Evidence A, Recommendation 1 of Table 1).
AVAILABLE CLINICAL RESOURCES TO SUPPORT
THE THERAPEUTIC SCHEDULE
Self-help groups

The self-help groups for alcohol addiction are formed by
people who share the same problem, with the aim of helping
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each other. Below, we will discuss the best known associations in alcohol addiction field. The Club of Alcoholics in
Treatment (CAT) is a multi-family communities, based on
the practice of self/mutual help and solidarity among families
who have alcohol-related problems. The creator of the Club
is Vladimir Hudolin, World Health Organization consultant,
famous for having conceived the program of the first Club in
Zagreb in the 1964. They consist of a minimum of two to a
maximum of twelve families and patients with AUD and a
“servant-teacher”, that is a person who has been trained to
deal with alcohol-related problems operating on a voluntary
basis. They meet weekly with his servant-teacher to face and
share their discomforts and experiences66,67. Club’s attention
is focused not only on alcohol problems but also on family
and social distress. Particularly the alcoholic problems are
considered whole family problems, which is also followed
and helped to change their lifestyle and to grow and mature
along with the alcoholic person68. CAT depends on zonal associations (the ACAT), which in turn relate to regional associations (or provincial) the ARCAT (or APCAT), confluent
in turn into a national association, the AICAT. The latter has
representation and coordination functions and support the
activities of CAT. The few studies performed to evaluate the
efficacy, confirmed the positive effects in attending the CAT
abstinence groups69.
Alcoholics anonymous
Alcoholics anonymous (AA) is an association of self-help,
spread throughout the world, which deals with the recovery
of people who have problems of AUD. It was born in 1935 in
the United States and then spread in over 160 countries. As
the name suggests, the association guarantees the anonymity
and therefore can avoid revealing the patients identity. They
are open access and is configured as a place to exchange experiences and put into practice the recovery program, known
as the “twelve steps” method, that is a step a day during the
week to quit drinking. There are no other restrictions of any
kind, nor social, nor ethnicity, gender or religion. In parallel to
the AA groups operate: 1) the Al-A with the purpose of helping families of alcoholics to manage the negative effects
caused by alcohol abuse in a family member or a friend and
2) Alateen, specific recovery program for teenagers. Many
studies have shown a positive correlation between AA attendance and abstinence70,71. It is important to emphasize that
the group therapy and self-help groups are not equivalent.
The latter are not therapy groups but play an important role
in the recovery process. This type of program is indicated to
support the patient in the maintenance of abstinence from alcohol and provide an opportunity to understand and explore
the emotional and interpersonal conflicts that can have contributed to the development and maintenance of AUD.
Therapeutic community
The framework law on alcohol and related problems (no.
125/2001) introduced the possibility, even for alcoholics, to
make use of residential and semi-residential facilities established for care, rehabilitation programs and territorial reinte-

gration. Many therapeutic communities for drug addiction
also admit alcoholics, but only a few have started a specialization module and special training for working with alcoholspecific problems. The therapeutic community has not yet
become an effective response of care for patients with AUD.
Frequently, alcoholics have a history of drug abuse or current
dependence from other substances in addition to alcohol to
set benefit therapeutic community. There is a common agreement in the scientific and clinical field in considering that,
differently from programs for addiction, the specific Community proposals for alcoholics should have different characteristics: 1) of shorter length; 2) with specific treatment
programs for AUD; 3) strong connection, starting already
from the residential phase, with territorial structures such as
SERT or outpatient alcohol unit72,73.
CONCLUSIONS
AUD treatments consist in activating clinical processes
not so easy to perform but with long lasting duration. Currently, professionals dealing with AUD can choose from a
wide range of treatment options for their patients74. The
work of physicians and psychologists has been greatly enriched by scientific researches on AUD that expand and potentiate the knowledge on the biochemical effects of alcohol
in the brain and its relationship with changing behavior75-84.
Furthermore, it has been evaluated the effectiveness of many
psychological treatment protocols24.
It is worth to underline that no treatment (medical or psychological) is possible without the motivation of the patient
to quit drinking. A further crucial step of AUD cure is to early assess and reinforce patient motivation to ensure adherence treatment47,85. Maintaining an AUD subject with dependence in the treatment, especially during the first three
months of abstinence, is one of the major problems to overcome. In order to avoid drop-out, much attention should be
paid to the choice of treatment19. The CBT has accumulated
many scientific evidences overtime, especially when combined with both motivational and pharmacological treatments24, and it is considered a quite useful tool for curing
AUD. Patients with AUD show a considerable variability in
responding to the treatment leading also to different results.
Numerous studies have found that one year after the beginning of the treatment, 2/3 of patients fall again in the problem9. Critical moments emerge three months after the beginning of abstinence: 66% of relapses occur in the first 3
months, most of these arise in the 1st month10,13. Scientific data show that the changes which occur the first three months,
when properly supported by the right treatment, could be
maintained in the next months 14,15. On the other hand, while
some people manage to positively remain abstinent and to
maintain the positive changes after completing a therapeutic
program, others require a more intensive and long lasting
treatments to achieve the same results16.
Some evidences suggest that there are same variables
(specific characteristics of functioning) that can interfere or
potentiate the treatment success: for example patients who
are motivated to change have a more positive prognosis17-19
than those with higher degree of severity of addiction or psychiatric issues16,17. It’s clear that the recovery process is not
linear and the outcomes depend very much on the psycho-
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logical and social patient characteristics and on his/her alcohol habits. From what has been said it is clear that: 1) therapeutic interventions should be intensive in the first three
months of treatment; 2) treatments should be diversified according to patient characteristics; for highly motivated patients, with no serious dependence, the programs may be less
intensive and short (at least three months of treatment followed by follow-up at one month, three, six and twelve
months after treatment)31; the programs should be more intensive and long-lasting for patients with severe alcohol addiction associated with psychopathological problems and for
poly-addicted people (at least 6 months of treatment followed by follow-up for monitoring the recovery)86,87.
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