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Mitigating Potential Bias
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Disclosure of Interests and Management of Conflicts were 
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the guideline that itself represents a conflict though the 
presentation today is based on my own views







Learning Objectives

• Demonstrate increased awareness of evidence-based 
interventions for the clinical management of AUD

• Understand the difference between evidence-based 
and common non-evidence-based interventions

• Will be focussing on an EBM and a “what I would 
want to know” perspective rather than other 
perspectives





“What about all the other medications 
commonly prescribed?”

Naltrexone
(reduction of heavy 

drinking)

Acamprosate

(Abstinence)



**



**











Remission of Psychiatric Symptoms with 
Addictions Treatment 

Source: Gossop et al., J Nervous Mental Disease 2006

16



Several common justifications that contribute to 
polypharmacy (i.e. what I previously taught)

●Effective pharmacotherapies for concurrent disorders are 
critical to improve AUD treatment outcomes

●This may be particularly true among poly-substance use 
users (e.g. nicotine, cannabis, cocaine) 

●Medications should be prescribed for a several months as a 
therapeutic trial given low risk if found to be ineffective

●Combining pharmacotherapy with psychosocial treatments 
(e.g. relapse prevention training, CBT, etc) is most effective



A Couple of Problems with this with 
SSRI and Antipsychotics in AUD

1. SSRI and antipsychotics are not particularly effective for 
treating most mental health symptoms such as 
depression and anxiety in those with AUD.



Meta-analysis #1



Meta-analysis #2



Meta-analysis #3



Meta-analysis #4*



Meta-analysis #4*
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What about dopamine antagonists?







A Couple of Problems with this with 
SSRI and Antipsychotics

1. SSRI and antipsychotics are not effective for treating 
mental health symptoms in those with AUD.

2. While often unseen elsewhere in medicine, the research 
supporting routine SSRI use is questioned in EBM circles















A Couple of Problems with this with 
SSRI and Antipsychotics

1. SSRI and antipsychotics are not effective for treating 
mental health symptoms in those with AUD

2. While often unseen elsewhere in medicine, the research 
supporting routine SSRI use is questioned in EBM circles

3. SSRI and antipsychotics have an under-appreciated 
adverse event profile in persons seeking help for AUD*
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What about Trazodone?





Advocacy for Trazodone?







“Nefazodone is a analogue of trazodone of which m-CPP is a psychoactive 
metabolite”









What about polysubstance users?*



















Review conclusions regarding SSRI
• SSRI treated patients more likely to have 

adverse events vs placebo
• SSRI treated patients more likely to drop 

out of treatment vs placebo (including in 
trials where psychotherapy was offered)

• Finding held in studies in Opioid Use 
Disorder trials 















Poster presented at the 33rd Annual RSA Scientific Meeting, San Antonio, Texas, June 2010.



What about antipsychotics?

















Benzodiazepines as a mainstay in 
alcohol withdrawal?



Benzo study from YUMI









Several common justifications that contribute to 
polypharmacy (i.e. what I previously taught)

●Effective pharmacotherapies for concurrent disorders are 
critical to improve AUD treatment outcomes

●This may be particularly true among poly-substance use 
users (e.g. nicotine, cocaine) where pharmacotherapy can 
be most effective

●Medications should be routinely prescribed for a minimum 
of several months as a therapeutic trial given low risk if 
found to be ineffective

●Combining concurrent disorders and AUD 
pharmacotherapy with psychosocial treatments (e.g. 
relapse prevention training, CBT, etc) is most effective



●Polypharmacy (often for AUD symptom management) is common among 
persons with AUD and others with SUD

●A possible explanation is that negative trials are often unpublished and/or 
poorly appreciated by prescribers (who often have few other options)*

●An EBM approach highlights the importance of focusing on substance use 
as a major underlying contributor to mental health symptoms

● It highlights the need to address medications with poor evidence of benefit 
and also prioritize non-medication based mental health interventions

●An EBM approach also suggest looking for medication adverse effects in 
patients with increased alcohol after certain medication is prescribed

●And, of course, the overall need to build a more evidence-based and 
accessible system of care for persons with alcohol and other substance use 
disorder

Final Thoughts
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Questions?


