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(Mis) understanding alcohol problems? Language, labelling and stigma

Evaluating labels

Individuals experiencing physical, social or psychological harms associated with
excess consumption of alcohol are often ring-fenced into categories underpinned
by various models, such as ICD or DSM definitions.

The continuum model allows the harms associated with excessive alcohol
consumption to be graded on a spectrum (abstinence > low-risk > hazardous >
harmful use > dependence, for example). The model is bi-directional and allows
meaningful improvements to occur without abstinence, and interventions to be put
in place that are proportionate to the position on the continuum and more
acceptable to the service user.

(Re-)Defining success

Success in treatment is often considered as a binary function of abstinence (or
not); a single drink or alcohol consumption episode of frequently considered a
relapse or ‘treatment failure’

Where sobriety is the primary aim, contexts, conditions and milestones of success
should be considered and agreed upon prior to engagement.

Treatment and prevention approaches seek to reduce the negative physical,
psychological and social consequences associated with consuming harmful levels
of alcohol. These approaches can be adopted at a personal (an individual
consuming 10 units per day, compared with 30 units per day) and public health
level (awareness raising campaigns around ‘safe’ drinking levels, or the dangers
associated with intoxication, price or marketing restrictions, for example).

o Practice recommendation: Non-abstinence recovery describes a broader
outcome framework in which recovery is not defined solely by abstinence.
Typically, it is understood as a process of regaining stability, purpose and
wellbeing, rather than the complete elimination of use. An open
conversation around harm-reduction, or non-abstinence recovery, as
a treatment outcome should be promoted. Prior




Develop a shared understanding of what reflects a meaningful, observable and safe improvement for the service user

Explore goals and concerns: focus
should not be solely on alcohol
consumption, rather improved

wellbeing, quality of life,
improved physical health, better
sleep for example

Measureable or observable: time
spent with friends or family,
improvement in mobility or

exercise tolerance, weight gain,

improved focus or concentration,
improved attendance at
healthcare appointments,
increased sense of agency or self-
efficacy.

Non-abstinence recovery

Explore patterns and targets of
alcohol use: these should be
acceptable and achievable to the
service user, but associated with
a step-wise improvement in the
likelihood of seeing a change in
an alcohol-related characteristic

Measureable or observable:
reducing frequency or quantity of
use, avoiding particular high risk

situations, moving away from
routes of administration
associated with greater harm, or
increasing periods of control and
choice around use.

Boundaries and safety: define
what is not acceptable (and
unsafe!) in the working model

Recurrent episodes of
intoxication, hospital admissions
related to alcohol consumption or
withdrawal, unsafe mixing of
substances with alcohol, or
neglect of serious physical illness
for example.

An open conversation around harm-reduction, or non-abstinence recovery, as a recovery model and outcome should be promoted.
Prior treatment ‘failures’ due to relapse (or any alcohol consumed) in the absence of the knowledge that alternative metrics and
models of ‘success’ are available, may dissuade re-engagement in services.




Professional proximity

« Many healthcare professionals drink alcohol and there are established
relationships between harmful levels of alcohol consumption and those working in
healthcare professions; this creates a “proximity” issue when engaging with
patients who sit on the same alcohol-harm continuum.

« Key questions raised: Where do clinicians draw the line between their personal
thresholds for drinking and those of their patients? Does adopting a continuum of
harms model impact the healthcare professionals’ approach to service users due
to fear of shared alcohol consumption characteristics?

o Practice recommendation: Self-reflection is essential for addressing
patients’ drinking without bias. The 5 R’s (reporting, responding, relating,
reasoning, reconstructing) can help guide critical reflection and actions
(https://reflection.ed.ac.uk/reflectors-toolkit/reflecting-on-experience/5r-
framework).

Research recommendations

¢ Development of tools and outcome measures that are acceptable and feasible
for implementation within routine practice and research

e Systematic review (or generation of primary data) of evidence surrounding the
impact of ‘controlled drinking’, ‘harm reduction’ and ‘non-abstinence recovery
approaches’ on service user outcomes, and social return (be that economic or
non-economic social impacts)




