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Patients recovering from substance use disorders are
commonly seen in the primary care setting, and relapse is
a serious long-term problem for these patients. Extrapo-
lating from therapeutic strategies effective in specialty ad-
diction treatment settings, this article outlines a practical
approach to relapse prevention in the primary care setting.
Working within a supportive patient-physician relationship,
the primary care physician can help recovering patients
decrease their susceptibility to relapse, recognize and
manage high-risk situations, and use available self-help,
pharmacological, and specialty resources. Drawing on the
therapeutic relationship and skills they already possess,
primary care physicians can have an important, produc-
tive, and satisfying role in the long-term management of
patients in recovery from alcohol or other drug problems.
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RELAPSE, a return to the use of alcohol or other drugs, is a
serious problem for patients recovering from substance use
disorders. Despite the effectiveness of addiction treatment for
initiating recovery, only 20% to 50% of patients remain absti-
nent during the first year.1,2 Specialty aftercare may lessen
relapse, but addiction treatment duration and access to after-
care have decreased in recent years, resulting in earlier return
of recovering patients to the care of their primary care prac-
titioners.3 Primary care physicians are poorly prepared for the
long-term management of patients with substance use prob-
lems.4,5 To help these patients avoid relapse, generalist phy-
sicians need skills in the support and maintenance of recovery.

Consensus statements recommend that primary care physi-
ciansroutinelyscreenallpatients forsubstanceusedisorders.6-8

Recent publications provide the primary care physician with
brief, effective approaches to motivate patients to recognize
andaddresstheirsubstanceuseproblems.9-12 Basedonthetheo-
retical model of the stages of behavioral change, these ap-
proaches are designed for the management of patients with
current, active substance use problems who either do not rec-
ognize the problem (ie, the precontemplation stage) or are con-
sidering change (ie, the contemplation stage), but provide little

guidance about how to work with patients who have stopped
using alcohol or other drugs (ie, the maintenance stage).13

This article focuses on the care of patients in recovery from
substance use disorders. For primary care physicians aware of
their recovering patients’ struggles, we outline a practical ap-
proach to the support of a substance-free lifestyle. Our dis-
cussion centers on patients who are early in recovery and at
highest risk for relapse, although many of these principles also
apply to longer-term recovery.

RELAPSE PREVENTION IN PRIMARY CARE

The primary care physician, with a continuous, comprehen-
sive, patient-centered, and longitudinal approach to medical
and psychosocial issues, is ideally positioned to support recov-
ery.14 As with other chronic diseases, the primary care physi-
cian can monitor the patient’s progress over many years, pro-
vide continuity care, and coordinate specialty referrals as
appropriate. Other skills required for relapse prevention, such
as building a therapeutic relationship, taking a thorough his-
tory,maintaininganonjudgmentalattitude,communicatingwith
empathy, reinforcing positive behavioral change, and working
with families, are also familiar to primary care practitioners.

Although the effectiveness of relapse prevention in primary
care is unknown, studies have shown that physician manage-
ment of patients’ addiction problems produces considerable ben-
efits.15-18 Furthermore, physicians can adapt to the primary care
setting a menu of relapse prevention strategies that are effec-
tive in specialty settings (Table 1).19-24 It is not feasible for the
busy clinician to use all of these strategies at every visit. In-
stead, the primary care physician can choose from these op-
tions to tailor an approach to the individual patient in the con-
text of a long-term continuity relationship. Five to 10 minutes
of physician counseling on multiple visits is more effective than
no counseling, and may be as effective as more intensive ap-
proaches.9,18 For patients with limited access to specialty after-
care, physician involvement (even if time-constrained) and 12-
step meetings may be the only available options.

IDENTIFY PATIENTS IN RECOVERY

More than 20% of adults in primary care settings have a past
or current substance use disorder, and many physicians are un-
aware of their patients’ substance use histories.25,26 Of patients
with a history of alcohol abuse or other drug problems, patients
in recovery are the majority seen in the primary care set-
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ting.27,28 These patients may have achieved abstinence through
completion of an addiction treatment program, attendance at a
self-help program, or on their own.29 The clinical examination
mayprovidesomeclues(eg,spidernevi,scarsfromneedletracks)
to the history of substance use problems, but it is not a substi-
tute for nonjudgmental, direct questioning. When asked if they
use alcohol or other drugs, recovering patients may deny use
whether they stopped use a week ago or a year ago. Thus, it is
essential to routinely use screening questions (eg, the CAGE
questionnaire) that identify lifetime problems, and ask all pa-
tients who do not drink alcohol why they do not partake.11

ESTABLISH A SUPPORTIVE
PATIENT-PHYSICIAN RELATIONSHIP

A supportive, nonjudgmental patient-physician relation-
ship is especially important to the care of patients with sub-
stance use problems. Because many of these patients have had
negative interactions with the health system, they are often
guarded and quick to sense disrespect from health care pro-
fessionals. In such cases, there may not be a second chance
before the patient is lost to follow-up. Interview style may be
more important than interview content. The physician should
convey concern, empathy, and respect by using open-ended
questions, listening, and repeating the patient’s words and
ideas so he or she knows the physician has listened (reflective
listening).12 Affirmation of the patient’s positive statements
and modest successes (eg, arriving at the appointment, dura-
tion of abstinence, challenges that have been overcome, im-
provements in health, positive lifestyle changes) will build
both the therapeutic relationship and the patient’s self-esteem
more effectively than directive advice-giving.30

The physician also should assess and take seriously the pa-
tient’s agenda.30 Failure of the physician to take seriously the
patient’s complaints or dismissing complaints as substance-re-
latedcanbemajorbarrierstobuildingtrustbetweenthepatient
and the physician. However, a patient-centered approach does
not preclude the possibility of disagreement; on the contrary,
this approach can make confrontation more effective. For ex-
ample, if thephysicianbelievesabehaviororsituationplacesthe
recovering patient at high risk for relapse, that concern should
be stated directly. If the patient disagrees, management should
benegotiatedwiththesameconcernusedinaddressingpatients
with coronary artery disease who resist changing a sedentary
lifestyle. In both cases, judgmental approaches produce no clini-
calbenefitandmayalienatethepatient.Inasupportive,ongoing
relationship, future interactions hold the possibility of helping
the resistant patient recognize and address risky behaviors.

SCHEDULE REGULAR FOLLOW-UP

The primary care physician should explain that addiction is a
chronic disorder that requires regularly scheduled follow-up.

After establishing clearly that the patient-physician relation-
shipdoesnotdependonabstinence,thephysicianshouldaskthe
patientperiodicallyaboutsubstanceuseanddrugcraving,even
if only briefly, in the same way that a hypertensive patient is
asked about salt intake.31 Such nonjudgmental questioning
should take the form of “seeing how things are going,” acknowl-
edging the patient’s efforts, and supporting self-efficacy. Time
permitting, further reflective listening might feed back to the
patient improvements in the familial, social, legal, emotional,
and health dimensions.12 The physician also might consider
monitoringserumg-glutamyltransferaselevels inpatientswith
alcohol-related liver dysfunction to demonstrate improvement
in health.15 Because a missed follow-up visit may be a sign of
relapse, the physician or a member of the primary care team
should contact the patient after a missed appointment, express
concern,andrescheduletheappointmentforassoonaspossible.

MOBILIZE FAMILY SUPPORT

Family support can influence recovery.21,32 Spouses, part-
ners, and families should be referred to AlAnon, Alateen,
NarcAnon, or other groups for family members of addicted per-
sons to obtain education about their supportive role in recovery
and prevent destructive enabling relationships. The physician
should be alert for family dynamics that may be detrimental to
recovery.33 Inaprivateinterview,womenshouldbeaskedabout
partner violence, with inquiries about safety and appropriate
referral.34,35 The physician should inquire whether anyone else
in the home or local family has problems with alcohol or other
drugs. A family member with an active substance use problem
puts the patient at risk for relapse, and the patient should be
encouraged to keep a distance from that person, if possible.
Conversely, the patient can turn to recovering family members
as sources of support and education. The physician also should
recognize that family members who have endured an addicted
person’s manipulations might feel resentful when the patient
starts to develop a positive self-image. Such feelings can lead a
family member to jeopardize the patient’s recovery. If the phy-
sician detects detrimental family dynamics, a referral for family
therapy is indicated and has been shown to be effective.21

FACILITATE INVOLVEMENT
IN 12-STEP RECOVERY GROUPS

Twelve-step fellowships such as Alcoholics Anonymous, Nar-
cotics Anonymous, and Cocaine Anonymous are the most cost-
effective and widely available form of long-term support for pa-
tients recovering from alcohol and drug problems.36 Since one of
themostdifficulttasksofrecoveryisbreakingloosefromfriends
who use alcohol or other drugs, 12-step recovery groups, in ad-
dition to focusing the addicted person on the personal changes
necessary for sustained recovery, help establish new substance-
free social networks. By clearly stating the benefit of these
groupsandrecommendingregularattendance,theprimarycare
physician can have an influential role in facilitating recovering
patients’ involvement. Recent data support the effectiveness of
individualized 12-step facilitation as a maintenance strategy.20

The physician should underscore concepts important to re-
covery that the patient will hear in support-group meetings.
For instance, in early recovery, 12-step recovery groups en-
courage the addicted person to “keep it simple”: attend meet-
ings daily, begin work on the initial steps, find a home group,
and identify a sponsor. The physician should encourage the
patient to attend 90 meetings in 90 days (“make the 90 in 90”),

Table 1.—Relapse Prevention Strategies in the Primary Care Setting

Identify patients in recovery
Establish a supportive patient-physician relationship
Schedule regular follow-up
Mobilize family support
Facilitate involvement in 12-step recovery groups
Help recovering patients recognize and cope with relapse precipitants and craving
Advise recovering patients to develop a plan to manage early relapse
Facilitate positive lifestyle changes
Manage depression, anxiety, and other comorbid conditions
Consider adjunctive pharmacotherapy
Collaborate with addiction specialty professionals
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to begin reading recommended materials, and to start “work-
ing the steps.”37-40 The 12 steps are guidelines to the personal
changes necessary for recovery. The steps move the recover-
ing person from initial acceptance of the diagnosis through
self-exploration and on to translating self-knowledge into ac-
tion.41 The interested physician is urged to ask patients in
12-step recovery groups about their experiences, to attend
open meetings to talk with participants and observe the pro-
ceedings,andtoreadmaterialsavailableat librariesorthrough
the World Wide Web at http://www.casti.com/aa/.

Thephysicianshouldencouragethepatientto lookforahome
group in which he or she feels comfortable, and in which there
are people with whom he or she could become friends. The pa-
tient should be told that every group is different and encour-
aged to try different groups until one feels right. If a patient
resists going to meetings, the physician should explore moti-
vation and attitudes toward recovery.9,12 Nonetheless, some pa-
tients genuinely take issue with 12-step recovery groups, and
typically complain that they do not like the religiosity of tradi-
tional 12-step recovery groups, that they cannot tolerate the
cigarette smoke, or that their substance use problem is not
severeenoughtowarrant joininga12-steprecoverygroup.The
physician should have appropriate responses for reluctant pa-
tients. All patients should be urged to derive from the group the
ideas and support that he or she thinks will aid recovery and to
discard unhelpful aspects (“take what you need and leave the
rest”). The physician should urge patients who object to the
religiosity to seek out a 12-step group that has a less overtly
spiritual tone, Rational Recovery, or another “secular” recov-
ery group. Patients who object to smoking should be directed to
find nonsmoking meetings. Patients also should be reminded to
accept advice on faith that it will make sense eventually (“fake
it till you make it”).

The physician should specifically support a recovering pa-
tient’s search for a sponsor.42 The sponsor, a member of the
12-step recovery group who has successfully completed at
least 1 full year of abstinence, is the patient’s role model, and
serves as an informal guide to the program. The sponsor will
support recovery and confront behavior indicative of immi-
nent relapse. The sponsor should be of the same sex as the
patient (or the opposite sex of a homosexual patient) and the
same age or older. Until a permanent sponsor is found, the
physicianshouldurgethepatientto identifyatemporaryspon-
sor who can be contacted in the event of a strong desire for
substance use, at the earliest sign of relapse, or if negative
feelings arise. If the patient has difficulty finding a sponsor, he
or she should continue to attend meetings, wait to make an
announcement, and simply state that he or she needs a spon-
sor. Shy individuals should be encouraged to arrive early, stay
late, and let people know they are looking for a sponsor.

At every visit the physician should inquire in a nonjudg-
mental manner about the number of meetings per week the
patient is attending, whether the patient is actively partici-
pating in the meetings, and whether the patient is maintaining
contact with his or her sponsor. A sudden drop-off in meeting
attendance, lack of participation, or loss of contact with the
sponsor are possible signs of relapse. Concern for such signs
should be expressed in a direct, empathic manner.

Although they are helpful for many recovering people, 12-
step recovery groups are not for everyone. For example, re-
cent research suggests that patients with alcohol problems
but not dependence might benefit more from cognitive-behav-

ioral aftercare.43 The physician should reassure all patients
that support group involvement, although recommended, is
neither a prerequisite to continuing the patient-physician re-
lationship nor the only path to recovery.

HELP RECOVERING PATIENTS RECOGNIZE AND
COPE WITH RELAPSE PRECIPITANTS AND CRAVING

Relapse is a process in which the return to substance use re-
sults from a series of maladaptive responses to stressors or
stimuli.44 The initial return to use results when the addicted per-
son inadequately copes with emotions, situations, or cues that
create craving, which is an inner need or desire for the sub-
stance. Research suggests that the predominant precipitants
are negative affective states such as frustration, anger, fa-
tigue, boredom, or stress; family conflict such as marital fights;
social pressure such as at parties and in bars; and social isola-
tion.45,46 Twelve-step recovery groups use the acronym “HALT:
don’t get hungry, angry, lonely, or tired” to warn members about
affectivetriggers,andtheexpression“people,places,andthings”
to warn about situational triggers.42 For example, handling cash
can trigger craving in many cocaine-dependent people.47 Some-
times just being in a particular environment or neighborhood,
because of its past associations, can cause these feelings. Un-
conscious decision chains can lead toward relapse, and the pa-
tient should recognize and overcome them before entering a fa-
miliar tavern or crack house.44 Other relapse precipitants include
negative physical states such as pain, positive emotional states
such as elation from a new intimate relationship, excitement or
feelings of accomplishment, and testing of personal control to
prove the ability to, for example, have just one drink.

Primary care physicians should use their listening, assess-
ment, and counseling skills to help recovering patients under-
stand and anticipate their personal affective and situational
triggers.33 For patients with a previous alcohol or drug re-
lapse, discussion of its circumstances will illuminate personal
triggers. A patient log of craving, similar to the diabetic pa-
tient’s finger-stick glucose log, is another useful tool to help
patients recognize their triggers. The log should include times
and places where such urges or desires occur, their intensity
(on a scale of 1-10), and the coping response.48

Early in recovery, avoidance of situations associated with
prior substance use is a sensible strategy. Tests of personal
control should be specifically discouraged. Because exposure
to adversity is universal, the recovering patient’s ability to
cope with risky states and situations will determine the suc-
cess of recovery.46 Effective didactic methods are available to
addiction specialists to help recovering patients develop cop-
ing strategies.49,50 Thus, the physician should strongly advo-
cate completion of both specialty treatment and aftercare.

For patients without access to aftercare, the primary care
physician might use counseling, role playing, and appropriate
referrals to mental health professionals to help the patient find
constructive ways to express anger and frustration, alleviate
boredom, see beyond dysphoria, counteract social pressures,
and deal with craving. The recovering patient should under-
stand that craving episodes are an uncomfortable but normal
part of recovery, may last only minutes or hours, and are noth-
ing which to be ashamed of. After understanding craving for
what it is, the patient should talk through it with a sponsor, a
supportive family member or friend, the physician or other
member of the primary care team, a treatment counselor, or a
recovery group hot line. Alternatively, the patient could at-
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tend a recovery group meeting or social gathering, or engage
in prayer, meditation, exercise, reading, a hobby, or behav-
ioral methods learned in a treatment program.49

ADVISE RECOVERING PATIENTS TO DEVELOP
A PLAN TO MANAGE EARLY RELAPSE

Despite their best efforts, many recovering patients will use
alcohol or other drugs again. After an initial episode of sub-
stance use, the individual who has broken abstinence may ex-
perience guilt, shame, or anxiety. These negative feelings can
lead to an attitude that there is nothing more to lose, resulting
in a return to heavy substance use to assuage the negative
feelings.44 The patient should be urged to see beyond the nega-
tive feelings brought on by the initial return to substance use,
and understand their potential for harm. The physician should
remind the recovering person that recovery is a learning pro-
cess, and that relapse can provide valuable lessons.

The patient and physician should negotiate an individualized
contract of premeditated responses to the initial return to sub-
stance use, including limiting use and seeking help immediately.
Any return to substance use poses a significant danger to the
patient, analogous to suicide risk.51 Ideally, the primary care
physician, the physician on call, or a member of the primary care
team should be accessible if a crisis should arise and the patient’s
sponsor is unavailable. Such patients need prompt evaluation
and consideration of referral for specialty addiction treatment.

FACILITATE POSITIVE LIFESTYLE CHANGES

Although they are not guarantees of abstinence, productive
roles and leisure activities reduce the recovering patient’s
susceptibility to relapse.23,46 The physician should encourage
productive life steps such as finding a job or going to school,
and positive personal habits or activities such as exercise,
meditation, hobbies, volunteer work, and spending time with
family. Aerobic exercise may decrease drug craving.52 How-
ever, the recovering patient should be cautioned that overex-
tending oneself could distract from recovery, cause stress, and
paradoxically increase relapse risk.

MANAGE DEPRESSION, ANXIETY, AND
OTHER COMORBID CONDITIONS

Psychiatric disorders and symptoms masked by substance
use often become evident in early recovery. Furthermore, de-
pression, anxiety, and other negative emotional states are com-
mon precipitants of relapse.53,54 Physicians should screen for
andmanagethesesymptomsintheirrecoveringpatients.46,47,55,56

Because diagnosis and pharmacotherapy of anxiety disorders
can be challenging in recovery, psychiatric or addiction medi-
cine consultation is recommended for most recovering patients

who have anxiety symptoms.56 Depression is also difficult to
diagnose definitively in early recovery, but treatment of de-
pressive symptoms with antidepressant medication and coun-
seling improves relapse rates.57,58 Coordinated, interdiscipli-
nary referral is often critical, especially for recovering patients
with chronic pain or serious psychiatric comorbidity.

CONSIDER ADJUNCTIVE PHARMACOTHERAPY

Craving also can have a neurochemical cause.59 An increas-
ing number of agents have been identified as pharmacological
adjuncts to counseling and supportive therapy (Table 2).60-62

Adjunctive medications are an important treatment modal-
ity uniquely available to physicians, and their safety profile and
low addictive potential make it likely that these agents will find
wider use in the future. For example, the opioid antagonist
naltrexone has been approved by the Food and Drug Admin-
istration (FDA) as an adjunct to the management of alcohol-
dependent patients. Two randomized, placebo-controlled trials
found that 50 mg of naltrexone administered over a period of 12
weeks decreased craving and increased abstinence rates from
approximately 30% to 50%.60 Preliminary data suggest that use
of naltrexone for alcohol dependence with supportive counsel-
ing is safe, effective, and feasible in the primary care setting.63

Pending definitive results, however, naltrexone should be pre-
scribed in conjunction with specialty treatment.

COLLABORATE WITH ADDICTION
SPECIALTY PROFESSIONALS

Forpatientswithsubstanceusedisorders,thegeneralistphy-
sician should consult addiction specialists about complicated di-
agnosticormanagement issues,or fortherapeutic interventions
not available in the primary care setting. For example, referral
for methadone maintenance, which dampens the reinforcing ef-
fect of opioids, should be considered for most heroin-injecting
patients.61,62 Also, effective coping skills training is available in
specialtyaftercareprograms.49,50 Patientsshouldberemindedto
sign authorization for confidential release of information so all
members of the treatment team can communicate with each
other.Theprimarycarephysicianshouldtakeproactivestepsto
coordinate and collaborate with addiction treatment profession-
als to reduce relapse and improve quality of care.

CONCLUSIONS

The primary care physician can have a central, productive,
and satisfying role in the long-term management of patients in
recovery from substance use problems. Generalist physicians
already possess many of the skills necessary for relapse pre-
vention. Specific recommendations and counseling strategies,
extrapolated from therapeutic modalities effective in other

Table 2.—Adjunctive Pharmacological Agents*

Substance Agent Dose, mg FDA Approval Comments

Alcohol Naltrexone 50-100, by mouth, every day Yes Decreases craving. Avoid in patients with liver disease, opioid-tolerant
patients, pregnant patients.

Disulfiram 100-200, by mouth, every day Yes Creates a toxic response to alcohol. Many contraindications.60

Acamprosate 1332-1998, by mouth, every day No . . .

Opioids Naltrexone 50, by mouth, every day Yes Antagonist. Can precipitate withdrawal in opioid-tolerant individuals.
Use only for highly motivated, closely monitored patients.

Buprenorphine 8-16, sublingually, every day
or every other day

No Partial agonist/antagonist. Use only in research.

Methadone 60-120, by mouth, every day Yes Use only in licensed maintenance programs.

Levomethadyl acetate 20-140, by mouth, 3 times per week Yes Use only in licensed maintenance programs.

*Adapted from Saitz and O’Malley60 and Warner et al.61
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settings, are feasible in the primary care physician’s office.
Future research should examine the effectiveness and cost of
relapse prevention in the primary care setting. Given current
knowledge about relapse prevention and the effectiveness of
physician involvementwiththeirpatients’ substanceuseprob-
lems,primarycarephysiciansshouldbeginthe importantwork
of supporting, monitoring, and maintaining patients in recov-
ery from alcohol or other drug problems.
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