
of 20. For preventing a return to heavy
drinking, naltrexone had an NNT of 12, and
acamprosate was not associated with
improvement.

Although gabapentin showed some ef-
fectiveness at reducing cravings and the
amount of alcohol consumed, it is particu-
larly helpful against withdrawal symptoms,
said Mason.

“Usually people who are cutting down
or quitting not only have cravings but get ir-
ritable, dysphoric, and anxious, plus they do
not sleep well. This prompts many people in
early recovery to return to drinking,” she said.
“Evidence suggests that gabapentin not only
has an effect on cravings, but also on sleep
and mood. Sleep improves without seda-
tion or daytime drowsiness.”

Mason considers drugs like naltrexone
that work by blocking reward receptors a
“punitive” approach to alcoholism, while
gabapentin works “by reversing the activa-
tion of stress systems that occur in the brains
of folks when the drinking ceases.”

Like Mason, Nasir Naqvi, MD, PhD, an as-
sistant professor of psychiatry at Columbia
University Medical Center in New York City,

has also found gabapentin effective in treat-
ing patients experiencing anxiety and insom-
nia in withdrawal. “It’s a fairly benign medi-
cation, with relatively few side effects apart
from sedation,” he said. “Naltrexone has po-
tential effects on the liver, but gabapentin is
not metabolized by the liver. Since many
people with AUD also have liver problems,
that’s important.”

However, clinical research has yet to
clearly address whether gabapentin re-
duces the health consequences of drinking
or whether there is a risk of gabapentin mis-
use, which has been raised as a real concern
in the treatment of neuropathic pain.

Other Off-Label Pursuits
Two other medications are often pre-
scribed off-label for AUD: Topiramate is
an anticonvulsant that has been found to
blunt alcohol-induced cravings but has
a number of unpleasant adverse ef-
fects, including cognitive slowdown, pares-
thesia, and pruritus. Nalmefene is an opioid
antagonist that the FDA has approved
for opioid overdose. It has not performed
much better than placebo in trials in

the United States but did well in 3 multi-
site trials in Europe, where it has been ap-
proved for AUD.

To Litten, who is shooting for a
precision-medicine approach, even if some
treatments under consideration do not
pan out, the process of studying them is
shedding light on the various neurological
domains of addiction, and how different
drugs act on them. “There’s lots of targets
out there,” he said. “We have 35 of them
now. The more you learn about mecha-
nisms, you open up even more.” Among
these targets are the old standbys, involv-
ing the mesolimbic dopamine system, but
also newer ones, including the stress-
related vasopressin system.

Litten says the pharmaceutical indus-
try needs to do for AUD what it has already
done for depression. “There are 13 or 14
antidepressants out there [that] are heav-
ily marketed. If one antidepressant doesn’t
work, you have another. We’d love to see
something similar for AUD in the next
10 years.”
Note: The print version excludes source references.
Please go online to jama.com.
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Where Does the Health Insurance Premium Dollar Go?
Uwe Reinhardt, PhD

In early March, America’s Health Insurance
Plans (AHIP), the national association of
private US health insurers, released an

interesting report that presents, for insured
patients younger than 65 years, financial
statistics for 2014 of commercial and
nonprofit health insurance companies.

According to the report “Where Does
Your Premium Dollar Go?” an average of 79.7
cents per premium dollar is spent by insur-
ers on health care proper and 17.8 cents on
the insurers’ “operating costs,” leaving only
2.7 cents per premium dollar as profits.

What are we to think of these statistics?
We should note first that all of the AHIP’s

numbers are reported to be simple aver-
ages. And that means these numbers can be
misleading because in calculating them, ev-
ery insurer, large or small, is given the same
weight. A more representative figure would
be a “weighted” average, in which each com-
pany’s numbers are adjusted, taking into ac-

count the company’s revenue as a percent
of total revenue generated by the entire
sample of companies.

The nearly 80 cents per premium dol-
lar that insurers report to spend on medical
expenses are known in insurance jargon as
the “medical loss ratio (MLR),” because it is
the portion of premiums collected health in-
surers “lose” to physicians, hospitals, and
other entities who offer health care.

The Affordable Care Act (ACA) man-
dated an MLR of at least 85% for large in-
surance companies and of at least 80% for
smaller carriers. By their own admission, in-
surers selling policies for individually pur-
chased health insurance before the ACA
went into effect tended to have MLRs in the
55% to 65% range. Should a repeal of the
ACA entail elimination of the mandated mini-
mum MLRs, the market might well revert
again to these extraordinarily low payouts of
premiums for health care.

As already noted, the AHIP reports
that insurers had an average profit margin
(net profits divided by premium revenue) of
only 2.7%. The number seems low, perhaps

Uwe Reinhardt, PhD
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because it is a simple average. Profit mar-
gins for the larger US health insurers, for ex-
ample, actually were much higher than just
3% in recent years, with 4.7% for Aetna,
7.0% for Cigna, and 4.6% for United Health
Group in 2015 and 3.5% for Anthem in
2014. (These numbers, however, also in-
clude the Medicare Advantage program for
older people.)

Premiums and Profits
But even a profit margin of 5% belies the fre-
quent assertion that private health insurers di-
vert huge fractions of their premiums to their
own profits. Much more troublesome is the
18 cents per premium dollar reported to cover
the insurers’ “operating costs.” These in-
clude the cost of marketing, determining eli-
gibility, utilization controls (eg, prior authori-
zation of particular procedures), claims
processing, and negotiating fees with each
and every physician, hospital, and other
health care workers and facilities.

These operating costs are about twice
as high as are the overhead costs of insur-
ers in simpler health insurance systems in
other countries. A 2010 study comparing per
capita health spending in Canada and the
United States, for example, found that ad-
ministrative costs in 2002 accounted for
39% of the total per capita spending differ-
ence between the 2 countries. The differen-
tial amounted to US $616 per capita in 2002.
If these costs had grown by a modest 3% per
year since then, they would be close to
$1000 per capita now.

Also worthy of note is that the 18 cents
per premium dollar that insurers report as
their “production costs” exclude 2 addi-
tional forms of administrative overhead.
First, the number excludes the value of the
time US patients must spend dealing with in-
surers, mainly over enrollment and over
claims. It can be very time consuming.

Second, the insurers’ cost naturally ex-
cludes also the sizeable outlays that physi-
cians, hospitals, and other health care work-
ers and facilities make to negotiate prices for
health care and to argue over medical bills.

A study of the cost to medical practices
of interacting with health plans published in
Health Affairs in 2011 found “that practices
spent an average of $82,975 per year inter-
acting with health plans. Duke University's
hospital system (with 3 hospitals) has 957
beds and about 1600 billing clerks. In con-
trast, as Harvard economist David Cutler,
PhD, observed in a 2013 interview, “The typi-
cal Canadian hospital has [only] a handful of
billing clerks.”

A more recent cross-national study of
total administrative costs of hospitals, in-
cluding also costs other than billing insur-
ers, found that “the proportion of hospital
costs devoted to administration was high-
est in the United States, at 25.3%” and that
“reducing US per capita spending for hospi-
tal administration to Scottish or Canadian
levels would have saved more than $150 bil-
lion in 2011” in hospital costs alone. In its 2012
The Best Care at Lower Cost report, the In-
stitute of Medicine estimated that excess ad-
ministrative costs in US health care in 2009
amounted to $190 billion.

A Costly “Coding War”
A “must read” in this regard is a recent
article by Elizabeth Rosenthal, MD, “Indeci-
pherable Medical Bills? They’re One Reason
Health Care Costs So Much.” Rosenthal
describes a costly “coding war” in which
physicians, hospitals, and others who treat
patients seek to maximize their profits by
hiring legions of consultants who know
how to “upcode” procedures in their medi-
cal bills. For their part, insurers hire legions
of coding consultants who know how
to protect insurers from such upcoding.

Rosenthal vividly describes how individual
patients can get mauled in the process.

We can think of the extraordinarily
high overhead imposed on insured indi-
viduals and patients in the United States as
the price they seem to be willing to pay for
the privilege of choice among health insur-
ers and, for each insurer, among multiple
different insurance products. US consum-
ers seem so fanatic about this choice that
to keep it, they have been willing to give up
their erstwhile freedom of choice among
physicians, hospitals, and other clinicians
and health care facilities. Citizens of most
other countries have made that trade-off in
exactly the opposite direction.

One can only hope that for the high price
US consumers seem willing to pay for choice
among insurers, they get their money’s
worth in extra benefits.
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